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CONFIDENTIAL CONSENT & MEDICAL HISTORY FORM FOR FLUORIDE VARNISH APPLICATION
We ask parents/guardians for information about their child’s general health to help us treat them safely. All information will be kept strictly confidential.
Your child cannot take part without a completed consent form and returned to school by the required date. 
	Surname
	
	Date of Birth
	
	Gender
	Male / Female

	Forename
	
	Ethnic Origin
	

	Address
	

	Postcode
	
	Telephone Number
	

	Doctor’s name & practice
	

	Does your child have a Dentist?
	Yes / No
	When did your child last visit a dentist?
	Never been / ………..Months / Years ago?

	Dentist’s name & practice
	


Your child’s medical history - 
	is your child:
	No
	Yes

	Please give details:

	Receiving treatment from a doctor, hospital or clinic?

			
	Taking any prescribed medicines (e.g. tablets, ointments or inhalers)?
			
	Has your child had fluoride varnish (gel) painted onto their teeth at the dentist in the past month?

			
	Does he/she suffer from?
	NO

	YES

	Please give details:

	Allergies to any medicines, for example – antibiotics; substances such as latex; sap of conifers (pine balsam)?
			
	Does your child have asthma?
			

	


CONSENT TO TREATMENT   - I have read and understood the information I have been given. 
Please tick appropriate box below:
	Yes, I agree to my child having fluoride varnish applied to their teeth twice in the school year.
	
	No, I do not want my child to be included.
	


Signature: …………………………………………………………..
Date: …………………………………….
Completed by – Parent / Legal Guardian              Child’s Class Number/Name: ………………………………….
FOR DENTAL USE ONLY








	DENTIST
I have prescribed the treatment of fluoride varnish application -  Rx 0.25ml 2.26% Fluoride



	Date
	Signature
	Print Name



	/         2019/2020
	
	E Knight


	/         2019/2020
	
	E Knight



	DENTAL NURSE



	Date
	FVA
	Deciduous molars
	Anterior teeth
	6’s
	Initials
	Comments

	/    2019/2020
	(
(

	____|____

|
	____|____

|
	____|____

|
	DE / CH3 / HW
	____|____

|

	Code –

DL Sent?

	/    2019/2020
	(
(

	____|____

|

	____|____

|
	____|____

|
	DE / CH3 / HW
	____|____
|
	Code –

DL Sent?   
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