LAWENCE SCHOOL FLOURIDE RINSE PARTICIPATION FORM

_______ YES, I wish my child to participate in the fluoride mouth rinse program. 

_______ NO, I do NOT wish my child to participate in the fluoride mouth rinse program.

_______ YES, I can volunteer each week in my child's class. 

Name:_______________________

Phone:_______________________ 


_______ NO, I cannot volunteer at this time 
Parent/Guardian Signature _____________________________________________

CHILD'S NAME _____________________________________ AGE ___________

TEACHER _________________________________________ GRADE __________

