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Fluoride Varnish Consent Form

(Clinic Name)

I give my permission for fluoride varnish application.

Child’s Name_(print): Age: Date:

Signature: X

Parent or Guardian Signature for children under 18 x

Provider

*This material is strictly for Alameda County Office of Dental Health training use only. It may not be
maodified or redistributed in part or whole without permission from Alameda County Office of Dental Health.




