Dear Parent/Guardian:


The Bradford Central School District, in cooperation with the New York State Department of Health and the New York State Department of Education is offering to elementary school students a supplemental fluoride mouthrinsing program to prevent tooth decay.

This simple method of applying fluoride is safe and effective in controlling tooth decay, and requires only a few minutes of classroom time. Participants will rinse their mouths in school under direct supervision with a 0.2% neutral sodium fluoride solution for one minute each week. The ingredients in the clear pre-mixed, individual fluoride mouthrinse unit dose are sodium fluoride, potassium sorbate, saccharin sodium, citric acid, and purified water. These ingredients are also common to toothpaste and other over-the-counter dental care products. This is a rinse and spit procedure and therefore not intended for swallowing.


Studies show that a weekly fluoride mouthrinsing reduces tooth decay. We encourage you to allow your child to participate in this valuable preventative program. Your child’s participation is entirely voluntary and you may withdraw your child from the program at any time. For the current school 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 Supplemental Fluoride Rinsing and Education Program is however, in no way a substitute for routine dental care. Your child must continue proper home care habits and routine dental check ups.

The Guidelines for Administration of Medication in Schools April 2002 by New York State Education Department states, “Designated staff in the school setting, following assignment and in conjunction with approval by school nurse personnel, may assist self-directed students with the taking of their own oral, topical, and inhalant medication.”

Please read and return the completed form by September 11, 2013 to your child’s teacher.








Sincerely,








Janet M. Plumley, RN








School Nurse

PARENTAL PERMISSION FORM

Supplemental Fluoride Program

___ I give permission for my child to participate in the Supplemental Fluoride Mouthrinse Program. I understand that my child’s name, date of birth, and teacher will be listed on the prescription for fluoride mouthrinse and released to the NYSDOH, Bureau of Dental Health. I agree my child is self-directed and can rinse with fluoride in the classroom under direct supervision.
___ I do not want my child to participate in the Supplemental Fluoride Mouthrinse Program.
___ Our drinking water is fluoridated.

Parent/Guardian Signature: ______________________________________

Address: _____________________________________________________

Phone Number: ___________________ School Name: Bradford Central 
Child’s Name: _____________________ Grade: ___ Date of birth: _______
PLEASE COMPLETE AND RETURN BY SEPTEMBER 11, 2013.
