Wingdale Elementary School
6413 Rt. 55

Wingdale, NY   12594

845-832-4530

Fluoride Parental Permission Form
Dear Parents/Guardians:


The Wingdale Elementary, in cooperation with the New York State Department of Health, is offering to all children a fluoride solution program to prevent dental decay.  This simple method of providing fluoride has been demonstrated to be safe and effective in controlling tooth decay.  Participants will gargle the fluoride the 0.5 mg neutral sodium fluoride tablet, then rinse the resultant solution in their mouth for one minute before swallowing each day under direct supervision.


Fluoride tablets should not be given to a child both at home and in the school on the same days.  Therefore, if your child is receiving fluoride tablets in another program he or she should not participate in this fluoride program.


This Prevention Program is very important to the oral health of your child.  Results show that a fluoride program can reduce decay on the average by 35%.  The fluoride program presents no risks or discomforts to your child.  We encourage you to allow your child to participate in this valuable dental health project.  Your child’s participation is entirely voluntary and you may withdraw your child from the program at any time.  For the current year the program will be completely funded by the New York State Department of Health, Bureau of Dental Health, and your child may participate at NO COST.  This Fluoride Supplemental Solution and Education Program is however, in no way a substitute for routine dental care.  Your child must continue proper home care and routine dental check-ups.  Please read and return the completed form without delay to your child’s teacher.








Sincerely,








Catherine Alvarez








Principal

--------------------------------------------------------------------------------------------------------  

PARENTAL/GUARDIAN PERMISSION FORM

Supplemental Tablet and Education Program (SAFER)

_____I give permission for my child to participate in the fluoride supplement program.

_____I do not want my child to participate in the fluoride supplement program.

_____My child takes fluoride vitamins at home.

PARENT/GUARDIAN SIGNATURE:_______________________________________
Date_____________________  Phone #_________________________

Address__________________________________________________________

Child’s Name__________________________________Grade______________

Teacher’s Name___________________________________________________

