Health Care Plan Addendum- Waiver Request

Check the box next to the waiver you are requesting.  Checking the box and signing this form denotes that you will comply with the language and conditions set forth in the paragraphs below. 

______________________________                      _______________________

Program name




Facility ID number
 FORMCHECKBOX 
   The program (named above) requests a waiver for regulation 418-1.11(j)(8).

If the Office of Children and Family Services approves this waiver, this program will be permitted to stock fluoride tablets at the day care center site. 

Administration procedures, parental permissions, storage, labeling, dosage and frequency will be established by the Department of Health in conjunction with the attending health care provider.  A person certified to administer medications in a day care program will administer all fluoride tablets. This program will only dispense fluoride tablets while they hold a license that authorizes them to administer medications. 

This waiver will remain in effect for one year or for the current licensing period.

____________________________                ______________________________

Provider’s Signature



  Health Care Consultant’s Signature


______________________________

Regional Office Manager’s Signature

