[bookmark: _GoBack]Fluoride Mouth Rinse Evaluation

School Year (YYYY - YYYY)

Please complete the following questions based upon your participation in the weekly fluoride mouth rinse program during the current school year.

Please circle the most appropriate answer using 1 as the least desired and 10 as the most desired response:

1. Was the fluoride mouth rinse well received by parents?

1	2	3	4	5	6	7	8	9	10

2. Was the fluoride mouth rinse well received by the students?

1	2	3	4	5	6	7	8	9	10

3. Were the fluoride mouth rinse single doses easy to use?

1	2	3	4	5	6	7	8	9	10

4. Was the distribution system well organized and easy for you to get your weekly supplies?

1	2	3	4	5	6	7	8	9	10

5. Was the documentation process,( i.e. filing permission forms and completing the roster) easily manageable for you?

1	2	3	4	5	6	7	8	9	10

6. Did you enjoy having the fluoride mouth rinse available for your personal use?

1	2	3	4	5	6	7	8	9	10

7. Would you willingly participate in the program indefinitely?

1	2	3	4	5	6	7	8	9	10

8. Do you feel you had adequate preparation to begin this program?

1	2	3	4	5	6	7	8	9	10

9. What grade level do you teach?  __________________
10. 
The weekly fluoride mouth rinse reinforces the need for continuous care in maintaining good dental health and provides a basis for dental health education.  In addition to providing dental health education, how were you able to incorporate this process into other subject areas?  (i.e., MATH - telling time, counting, etc.)













11. Do you have any suggestions to improve this program?  This is your opportunity to bring change if necessary.  














Please submit this, along with your classroom roster,
To:  (name of school contact/coordinator)
By:  (specify deadline)
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