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                                                                         Varnish! Michigan- Babies Too!
     PARENT CONSENT FORM     

                                                                                                                                                      


_______________________________                       ________________________                             ______________________________

              Child’s First Name                                             Child’s Middle Initial                                          Child’s Last Name

_______________________________   Date of Birth:  Month/Day/Year

Which of the following describes your child?  (Check one or more)

____ Black/African American            ____ White             ____ Hispanic/Latino          ____ Asian      
____ American Indian/ Alaskan        ____  Native Hawaiian/Other Pac. Islander      ____ Arab American

____ Other

Tooth decay is one of the most common diseases found in children.  Fluoride varnish can be painted on teeth to protect teeth from cavities.  Fluoride varnish is most effective applied 4 times a year on children at high risk for decay.
* This consent gives permission for 4 fluoride varnish applications in a 12 month period through this agency.
Does your child have any allergies?   No________        Yes ________    To: _____________________________________   
(Fluoride varnish may contain pine sap which may be associated with pine nut allergy)                                                                                           

_____YES, I give my permission for my child to receive an oral screening and fluoride varnish
_____NO, I do not give my permission for my child to receive an oral screening and fluoride varnish 
HIPAA: The oral screening information will be used for data collection for The Michigan Department of Community Health  
_____________________________________     ______________________________________________       ________________                                                      

                Printed Parent Name                                            Signature of Parent or Guardian                                        Date

Caries Risk Assessment (Check all that apply)
_____Your child has physical or mental developmental disabilities 
_____You or your child has not seen a dentist for preventive care in the past 12 months 
_____You or your child has had active decay in the past 12 months 
_____Your child has fillings or crowns or has had teeth removed due to decay 
_____Your child uses medications on a regular basis
_____Your child has frequent between meal snacks (greater than 3/day) that contain sugar or starches 
_____Your child continually uses a bottle or Sippy cup with liquids other than water

_____Your child sleeps with a bottle or nurses upon demand

_____Your drinking water does not contain fluoride (private wells need to be tested for fluoride level; (some bottled water does not contain 

           fluoride)

_____Your child brushes their own teeth 

_____Your child does not use toothpaste when brushing

                                             * If any of these statements are true your child is at risk for increased tooth decay.                                                                                                                                                                                                                                                                                                                                                                                                               
