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Good morning,

On behalf of the Washington State Oral Health Coalition, we are writing in strong support of community
water fluoridation.

Please find attached a letter from our board of directors urging the Board of Health to protect water
fluoridation practices in our state.

Thank you for your thoughtful consideration.
Warmly,

Marcy Bowers, Board Chair
Washington State Oral Health Coalition

Marcy Bowers | Executive Director, she/her | Statewide Poverty Action Network
www.povertyaction.org| Cell: 206.898-4250 | marcy@povertyaction.org




Washington
State
Oral Health

October 3, 2025 !
Coalition

Dear Chair Hayes and members of the Board:

The Washington State Oral Health Coalition is a volunteer-led, broad-based partnership dedicated to
improving oral health for all Washington residents through community engagement, advocacy and
working with state and local leaders to support health policies that expand access to preventive health
measures and accessible care. Members consist of health professionals, academic institutions, state
and local agencies, and advocacy organizations working toward improving oral health care access for
children, adults and senior citizens.

On behalf of the Washington State Oral Health Coalition board of directors, | urge you to support water
fluoridation in our communities.

For nearly 80 years, leading cities and water districts throughout the United States have embraced
community water fluoridation as a valuable health measure that has profoundly improved the oral —and
overall — health for millions of people.

Studies consistently show water fluoridation helps protect teeth against cavities regardless of age,
income level and other social determinants. Community leaders, health experts and advocates stand
behind water fluoridation because they recognize that preventing cavities is far preferable to treating
painful tooth decay and oral disease.

Cavities, tooth loss and swollen gums affect people of all ages. For children, uncomfortable tooth decay
can influence school attendance, behavior, nutrition, speech pattens, self-esteem and a child’s ability to
thrive. Among working adults, rotting and missing teeth can impact employment opportunities, overall
health, self-esteem, nutrition and how others perceive you. And for older adults, maintaining good oral
health is more important than ever with a greater number of senior citizens retaining their original teeth
than prior generations thanks in large part to water fluoridation and other dental care advances.

Treating cavities also can be expensive and intensify health and societal inequities. The lifetime cost of
just one cavity is $6,160. And not everyone is able to see a dentist regularly, meaning lower-income
families, older adults on fixed incomes and young adults just starting out too often forego care. Providing
the right balance of fluoride in our tap water ensures everyone has a fair chance at added protection for
their teeth against cavities.

Thank you for your time and what you do for our community.

Sincerely,
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Marcy Bowers
Executive Director, Statewide Poverty Action Network
Board Chair, Washington State Oral Health Coalition
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Dear Michelle:

Please sign me up for in person public comment for the October 8 Board of Health meeting. Below are my
written reference comments for the board meeting as well.

Thank you,
Gerald Braude

Port Townsend
Written reference comments for the October 8, 2025 Board of Health meeting:

Advisory Committee on Immunization Practices—ACIP—conflicts of interests revealed by HHS Secretary
Robert F. Kennedy in his book The Real Anthony Fauci: Bill Gates, Big Pharma, and the Global War on
Democracy and Public Health

Amazon.com: The Real Anthony Fauci: Bill Gates, Big Pharma, and the Global War on Democracy and
Public Health (Audible Audio Edition): Robert F. Kennedy Jr., Bruce Wagner, Skyhorse Publishing, Inc.:
Audible Books & Originals

Dr. Tony Fauci’s disregard for conflicts of interests concerning the COVID-19 shots:

Dr. Tony Fauci populated the key FDA and CDC committees with NIAID, NIH, and Gates Foundation
grantees and loyalists to insure rubber-stamp approvals for his mRNA vaccines, without any long-term
injury studies. More than half of FDA’s VRBPAC committee, which approved EUAs for Moderna, Johnson &
Johnson, and Pfizer, and granted final licensure to the Pfizer vaccine, were grant recipients from NIH,
NIAID, BMGF, and pharmaceutical companies. More than half the CDC’s ACIP committee participants were
similarly compromised.

From the footnote citations:
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(RePORT)

¢ Committed Grants

The 2006 meeting of CDC’s ACIP provides an illustrative blueprint for how Tony Fauci and his Pharma
partners use their “"principal investigators” to control the key FDA and CDC panels that license and
“"recommend” new vaccines for addition to the childhood schedule.

That 2006 ACIP panel recommended two new blockbuster Merck shots: the Gardasil HPV vaccine for all
girls ages nine through twenty-six,[footnote 76] and three doses of a Merck rotavirus vaccine, Rotateq, for
infants at ages two, four, and six months.[footnote 77] Both Bill Gates[footnote 78] and Tony Fauci (via
NIAID)[footnote 79] had provided seed and clinical trial funding for the development of both Gardasil and
the rotavirus vaccine.[80,81]

Merck maintained it had not tested either vaccine against an inert placebo in pre-approval trials, so no one
could scientifically predict if the vaccines would avert more injuries or cancers than they would cause.

Nevertheless, the sister FDA panel, VRBPAC, approved Gardasil—to prevent cervical cancer—without
requiring proof that the vaccine prevented any sort of cancer, and despite strong evidence from
Merck’s clinical trial that Gardasil could dramatically raise risks of cancer and autoimmunity in
some girls.[82] ACIP, nevertheless, effectively mandated both jabs. Gardasil would be the most expensive
vaccine in history, costing patients $420 for the three-jab series and generating revenues of over $1
billion annually for Merck.[83] That year, nine of the thirteen ACIP panel members and their institutions
collectively received over $1.6 billion of grant money from NIH and NIAID.

Pharma and Dr. Fauci similarly rig virtually all the critical drug approval panels using this strategy of
populating them with PIs who, bound by financial fealty to Pharma and NIAID funders, reliably approve
virtually every new drug upon which they deliberate—with or without safety studies. From 1999 to 2000,
Government Oversight Committee (GOC) Chairman Republican Congressman Dan Burton investigated the
systemic corruption of these panels during two years of intense investigations and hearings.

According to Burton, "CDC routinely allows scientists with blatant conflicts of interest to serve on
influential advisory committees that make recommendations on new vaccines . . . while these same
scientists have financial ties, academic affiliations and other . . . interests in the products and companies
for which they are supposed to be providing unbiased oversight.”

During the 1998 ACIP session, Dr. Paul Offit sat as one of five full voting members. (There were five
additional nonvoting members.) His Rotateqg codeveloper, Stanley Plotkin, also sat on the committee. The
ACIP Committee unanimously recommended Wyeth’s RotaShield vaccine. The August 2000 Congressional
investigation found that the majority of ACIP members were conflicted in that vote. That report found that
seven out of ten ACIP working group committee members who voted to approve the rotavirus vaccine in
June 1998 had financial ties to the pharmaceutical companies that were developing different versions of
the vaccine. According to the Congressional Report:

e The Chairman served on Merck’s Immunization Advisory Board.
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e One member was under contract with the Merck vaccine division, received funds from various
vaccine manufacturers, including Pasteur (now Sanofi), and was under contract as a principal
investigator from SmithKline (now GSK).

e Another member (of that same ACIP panel) received a salary from Merck as well as other
payments from Merck.

e Another member was participating in vaccine studies with Merck, Wyeth (now Pfizer), and
SmithKline (now GSK).

e Another member received grants from Merck and SmithKline (now GSK).

e Another member shared a patent on his own rotavirus vaccine funded by a $350,000 grant for
Merck to develop this vaccine and was a paid consultant to Merck.

The last of these bullet points referred to Paul "I Have No Conflicts” Offit. Dr. Tony Fauci’s and Pharma’s
corrupt control of those two panels allowed Wyeth to obtain both an FDA license and a CDC
“recommendation” without having to genuinely safety test this product, a process that would have
revealed terrible risks. Even the truncated trials of Wyeth’s RotaShield, conducted with no placebo,
revealed serious side effects in babies, including “failure to thrive,” fevers high enough to cause brain
injury, and a condition called intussusception, wherein a child’s intestines telescope into themselves,
causing an agonizing blockage that, in some instances, results in death.

ACIP pulled RotaShield from the market in October 1999 due to the many children who, predictably,
suffered intussusception.

Suspension of Rotavirus Vaccine After Reports of Intussusception ---United States, 1999 VAERS, the
Vaccine Adverse Event Reporting System, contains fifty reports of vaccine-related intussusception for the
year 1999.

Search Results from the VAERS Database

Paul Offit’'s shrewd maneuvering through this sequence of events opened an unobstructed path to
approval and enormous riches for his own rotavirus vaccine, RotaTeq.

Finally, in 2010, after its introduction, NIH learned that Offit’s vaccine, RotaTeq, also contained the
porcine retrovirus that causes an HIV-like syndrome called “wasting disease” in pigs. Neither Dr. Fauci nor
any other agency has ever funded a study to establish the safety of injecting their dangerous pig
retroviruses into babies. Millions of American children have now been inoculated with the virus, thanks to
Offit. In 2006, ACIP added Offit’s vaccine to the schedule, allowing Offit and his business partners to sell
his patent rights for the formulation to Merck for $186 million. Offit made a declared profit of over $20
million as a result of this series of transactions. Offit reported, in a gushing 2008 Newsweek story, that the
millions he made from his rotavirus caper was “like winning the lottery.”

Dr. Paul Offit: Debunking the Vaccine-Autism Link - Newsweek

In a less-adoring assessment of the scam, UPI journalist Dan Olmsted and coauthor Mark Blaxill accused
Offit of “voting himself rich.”

The disturbing saga of Paul Offit and his rotavirus vaccine illustrates how Tony Fauci’s PIs stuff the
sausages at HHS. [footnote #114: Dan Olmstead and Mark Blaxill, “"Voting Himself Rich: CDC Vaccine
Adviser Made $29 Million Or More After Using Role to Create Market,” Age of Autism (Feb 16, 2009)]

For good measure, here is historical evidence provided by Epidemiologist Nicolas Hulscher that Kennedy
just mentioned concerning the 2000 U.S. House Committee on Government Reform’s landmark report.

4



Washington State Board of Health

The House committee uncovered systemic, ongoing conflicts of interest within both the ACIP and the
FDA's vaccine advisory counterpart, VRBPAC:

e 7 out of 10 members of ACIP’s rotavirus working group—which drafted the recommendation for
the Rotashield® vaccine—had direct financial conflicts of interest.

e Every ACIP member was granted a conflict-of-interest waiver, regardless of industry ties.

e Members were allowed to vote on vaccine recommendations while holding stock in manufacturers,
receiving grants, or serving as paid consultants.

e RotaShield® was taken off U.S. market in 1999. ACIP voted on October 22, 1999 to no longer
recommend use of the RotaShield® vaccine for infants because of an association between the
vaccine and intussusception.

In sworn testimony, a CDC ethics official admitted, "We generally give [waivers] to everyone... we
give them out freely.”
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Please provide this to the Board Members in Public Comment.
https://blanphear.substack.com/p/the-fluoride-
experiment?utm_campaign=post&utm_medium=email&triedRedirect=true

The Board should spend their time and focus on reducing the cause of dental caries rather than mass
medicating everyone with a highly toxic unapproved drug.
Bill Osmunson DDS MPH

The Fluoride Experiment

How the Sugar Industry Used Fluoridation as a Smokescreen
BRUCE LANPHEAR
SEP 30, 2025
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For decades, Americans have been told that adding fluoride to our drinking

water prevents tooth decay. The Centers for Disease Control and Prevention
even framed fluoridation as one of the greatest public health achievements of
the 20th century. But what if there’s another side to the story—one that
involves corporate money, manipulated science, and a policy that may be
doing more harm than good?

Fluoridation's Forgotten Backstory

In the 1940s, the sugar industry faced a crisis. Research was mounting that
sugar—not a lack of fluoride—was driving the epidemic of tooth decay.
Reducing sugar consumption would have been the obvious solution, but that
was unthinkable for an industry built on sales. So industry leaders pulled off a
sleight of hand worthy of Big Tobacco. Instead of addressing sugar, they
funded conferences and research that promoted fluoridation as the magic
bullet.

By shifting attention from sugar to fluoridation, the industry protected its
profits while recasting itself as a public health ally. Newly

uncovered documents, analyzed by researcher Chris Neurath, reveal how far
this strategy went. Fluoridation, once presented as a neutral scientific
discovery, was in fact pushed forward with heavy industry involvement.
Gerald Cox, the chemist who first proposed adding fluoride to drinking water
worked with funding from the Sugar Research Institute. Protecting kids’
teeth was the public rationale. Protecting sugar sales was the hidden goal.

The Cracks in the Consensus

That history alone should give us pause. But there is also new science to
consider. The benefits of drinking fluoridated water appear smaller than
once claimed, while the risks—especially to the developing brain—are
becoming harder to ignore. Recent prospective studies from Mexico, Canada,
and Bangladesh have linked prenatal fluoride exposure to lower IQ in
children. In 2025, the U.S. National Toxicology Program concluded that
across dozens of studies, higher fluoride exposure was associated with
reduced IQ scores in children.
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Anyone who claims the evidence is settled, or that fluoridation is beyond

question, simply hasn’t done their homework—or is misleading the public.

Neurath’s new article is a bombshell. It reveals how the sugar industry
bankrolled research and conferences that convinced dentists, physicians,
and public health officials that fluoridation was not only safe but essential.
This deliberate manipulation of science and policy raises a stark question: if
fluoridation began as a smoke screen to protect sugar, how much of our
confidence in it rests on solid science?

Two Stories, One Timeline

Fluoridation is contentious, and opinions run strong. My goal in this series is
not to tell you what to think but to give you access to the facts so you can
make up your own mind—or at least ask sharper questions.

The first installment is a timeline tracing two parallel stories: the evolving
science of fluoride and the sugar industry’s role in shaping the science of
fluoridation. In the coming months, I'll add commentary on what this
evidence means for dentists, physicians, public health officials, and parents.
For now, I'll let the facts speak.
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Please provide the Board members with the attached public comment.

Sincerely,
Bill Osmunson DDS MPH
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Washington State Department of Health
Community Water Fluoridation Panel :
Rebuttal & Public Comment

To: Washington State Board of Health, Governor Bob Ferguson, and Attorney General Nick
Brown

From: Bill Osmunson, DDS, MPH

Date: August 16, 2025

SUMMARY:

The American Dental Association requires a level of confidence of “certainty” of
harm, 99+ confidence of harm.

Public Health Malpractice requires a “certainty” of harm at greater than 50/50
confidence. Malpractice does not require certainty of harm, many questions may be
unanswered; however, a confidence level of 51% of harm is required for malpractice.

RCW 43.20.050(2)(a) requires to Board to “assure” safe water, in other words to have
less than 1% confidence of harm.
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Recommended Actions for the Board of Health on Fluoridation

The Board of Health should suspend endorsement of community water fluoridation until
safety and efficacy are affirmatively established through rigorous, modern scientific
evidence. Specifically:

Require Safety Assurance - Do not approve or promote systemic fluoride exposure
without comprehensive toxicological and clinical safety studies, including protection for
vulnerable groups such as infants, pregnant women, and those with renal or genetic
susceptibilities.

Apply Adequate Margins of Safety - Ensure regulations account for intraspecific
variability in water consumption, cumulative fluoride exposure from multiple sources,
and genetic and health-related differences in sensitivity.

Clarify Jurisdiction - Acknowledge that systemic fluoride use for disease prevention
constitutes drug administration and should be subject to FDA CDER standards for
safety, efficacy, dosing, and labeling.

Adopt Precautionary Policy - Until safety is affirmatively demonstrated, the Board
should follow the precautionary principle and protect the public by not exposing entire
populations to an unapproved drug through drinking water.



= - o Symptoms of dental (A-D) and skeletal fluorc

Pictures above are of severe skeletal and dental fluorosis. The purpose of these pictures is
not to demonstrate what is happening but to demonstrate EPA’s “safe” dose of fluoride.
Fluoride is not considered harmful by the EPA until this type of damage is observed. Harm
happens at much lower doses; however, certainty of harm decreases and the EPA requires
certainty of harm. In contrast, the FDA CDER and RCW require determining safety. The
EPA (and to a large extent the Fluoridation Panel) assume fluoride is safe until certainty of
harm based on the EPA standard of severe dental or/and skeletal fluorosis is proven.



Introduction

[ have petitioned the Washington State Board of Health and the Governor for over 15 years
to protect the public from excessive fluoride exposure. The Board has failed to protect the
public, failed to follow the law or science, and rather than silence in the face of harm has
actively promoted community water fluoridation (CWF), claiming without quality scientific
evidence or Federal regulatory approval, that CWF is safe and effective.

Rather than science, the Board has relied on endorsements. Rather than Congress and the
Washington State Legislature, the Board has relied on endorsements and unauthorized
agencies. Such actions undermine the credibility of public health when coercive police
powers are supported by endorsements instead of legally required scientific evidence, laws
and agencies. The public has and is being harmed. This is your chance to protect our most
vulnerable.

Rebuttal to the Fluoridation Panel’s Recommendations
(And for additional limitations, see page 10)

1. Failure to Assure Safety by Retaining Current Fluoride Levels

The Panel recommends maintaining the current “optimal” concentration of fluoride without
providing a single modern, high-quality safety study demonstrating that this concentration
in water along with 30%-70% more fluoride from other sources is safe for all members of
the population, including the most vulnerable (pregnant women, fetuses, infants, the
elderly, and individuals with renal impairment). Statutory duty under RCW 43.20.050(2)(a)
requires the Board to affirmatively assure safety, not to balance unproven benefits against
unresolved risks (Washington State Legislature, 2024). In the absence of randomized
controlled trials or rigorous toxicological studies, the continuation of fluoridation policy
rests on assumption rather than scientific certainty (Iheozor-Ejiofor et al., 2024; U.S. FDA,
2023).

The charge to the Fluoridation Panel was noble, to review the science. However, the Panel
failed to review over 90% of the available science.

The Panel members were “cherry picked” with mostly Department of Health and
government employees who have promoted fluoridation for decades and receive funding
from fluoridation sources. Their bias did not permit most members to have a paradigm
shift. The composition of the panel did not include published science researchers,
pharmacists, ethicists, neurophysiologists, endocrinologists, or other necessary experts
competent to evaluate science.

Most public health professionals have not been trained to evaluate research. In my public
health master’s degree program, we were firmly instructed that we were not competent to
evaluate the science and we were to obey authority.



2. Abdication of State Responsibility to Local Governments

The Panel’s suggestion that community water fluoridation should remain a “local decision”
improperly shifts responsibility for a statewide drug exposure policy onto local jurisdictions
that lack the expertise, resources, or authority to evaluate drug safety. For 80 years, federal
agencies including FDA CDER and EPA scientists have struggled with unresolved questions
about fluoride’s pharmacokinetics, toxicity thresholds, and systemic effects (NRC, 2006;
National Toxicology Program [NTP], 2022). To suggest that municipal councils or water
districts—entities with no toxicological or pharmacological expertise and lacking time and
resources—should resolve these scientific uncertainties is an abdication of the Panel’s duty.
[t makes no sense and is a waste of time and money to have 100+ cities and water districts
go through the complex scientific regulatory process that the Fluoridation Panel has
undertaken. And it would take even more time for voters to carefully review the science
and laws. This approach undermines both public confidence and the principle that
statewide standards exist to protect health uniformly, not variably by zip code.

3. Inadequate Margin of Safety in Adopting a 1.5 mg/L Action Level

The proposed State Action Level of 1.5 mg/L fails to protect infants and other high-exposure
groups. Formula-fed infants, who consume more water per body weight than adults, would
receive doses far exceeding recognized thresholds of safety (Zohoori & Maguire, 2018). The
recommendation assumes that all individuals:

e drink identical amounts of water,

¢ metabolize fluoride uniformly,

e receive no significant additional fluoride from food, air, dental or medical products,
e have the same genetic chemical sensitivity,

¢ have the same total toxic chemical burden with no synergistic effects,

e and have the same health status to handle the toxic chemical effect.

Each of these assumptions is demonstrably false. Established principles of toxicology
require adequate margins of safety to account for variability in water consumption,
susceptibility, and cumulative exposure (EPA, 2010). The proposed action level provides no
such margin and therefore cannot be regarded as protective, positively and confidently
without doubt assuring safety.

4. Reliance on Messaging Rather Than Regulation

The Panel’s reliance on “updated messaging” to pregnant women, fetuses, and infants
acknowledges risk but fails to provide actual protection. Advisories and voluntary guidance
do not meet the statutory requirement to assure safe water. Decades of similar messaging
have been buried in agency documents with no measurable reduction in systemic fluoride
exposure (NRC, 2006). Public health obligations cannot be met through warnings alone;
enforceable regulatory limits based on rigorous safety data are required.



Rebuttal of Panel’s Conclusion

The Panel’s recommendations—retaining current fluoridation, delegating decisions to local
jurisdictions, adopting an unsafe action level, and substituting messaging for regulation—do
not satisfy the Board’s statutory duty to protect the public’s health. Without demonstrable
proof of safety, these recommendations perpetuate risk, defer responsibility, and prioritize
political expedience over scientific and ethical accountability.

The Board should instead:

¢ Reject continuation of fluoridation policy until safety is affirmatively established.

e Require comprehensive toxicological and clinical safety studies before endorsing
fluoride ingestion at any concentration.

e Adopt a precautionary standard that ensures protection of the most vulnerable
populations, rather than deferring to local political bodies.

Only by adhering to its legal and ethical duty can the Board credibly assure the people of
Washington that their drinking water is safe.

References for the Rebuttal Above
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Fluoride Classified as a Poison and Legend Drug

Fluoride is highly toxic and falls under RCW 69.38.010’s definition of a poison, being lethal
at doses below 3,889 mg (approximately 60 grains). Whitford (1996) estimated the
probable toxic dose for adults at 5 mg/kg body weight. For a 70 Kg adult, 350 mg is
significantly less than 3,889, a definite poison unless regulated under drug laws as a
prescription drug. In 2009, the Washington State Board of Pharmacy determined that
fluoride is to be regulated as a legend (prescription) drug. However, CWF is not regulated as
alegend drug, and therefore reverts to the status of an unapproved, illegal drug or poison.
Infants fed formula prepared with fluoridated tap water receive up to 175 times the fluoride
dose of natural breast milk, a disproportionate and unsafe exposure given their
vulnerability with developing brains, organs, systems and cells. Giving local water
purveyors and voters the option of CWF at their discretion while the Board actively
promotes CWF on their website based on endorsements is not assuring safety.

Failure of Federal and Washington State Agencies to Provide Safety

Evidence

RCW 43.20.050(2)(a) and the FDA CDER (FDA'’s Center for Drug Evaluation and Research)
in the FD&C Act, are on the same page requiring the assurance of safety. The Board is wise
to verify the FDA CDER’s safety data but must include FDA CDER guidance for safety in any
review and safety claims. The FDA CDER has made mistakes on drugs and has learned from
their mistakes and will continue to learn. Ignoring the FDA CDER does not assure the public
of safety or efficacy. The Fluoridation Panel failed to consider the FDA CDER guidance for
safety.

In sworn testimony, Federal agencies including the FDA, CDC, EPA, and NSF admitted they
had no safety studies on fluoride’s effects on the developing brain and could not identify a
safe dose. Furthermore, FDA CDER has never approved ingestion of fluoride in any form
with intent to prevent dental caries. This absence of safety data constitutes a fundamental
regulatory failure by both Federal and state Public Health Authorities.

Lacking guidance by the Board on what quality of scientific evidence to accept and lacking a
single quality safety study, the Board’s Fluoridation Panel relied on EPA’s less protective
standard of certainty of harm, rather than the more protective safety requirements of the
FDA CDER assuring safety with safety studies.

The Fluoridation Panel was convened by the Department of Health consisting of public
health staff. Cherry picking like minded employed believers who have been paid to promote
CWEF all their professional lives is an extremely high bar of bias to overcome. A balanced
objective review of all the science was not possible due to bias, lack of appropriate charge to
the Panel, educational background and time. Not a single member was a drug regulatory
expert or has to my knowledge even gone through the NDA approval process. None of them
or any of us have the judgment skills and training to judge safety of a drug better than the
FDA CDER.



Requirements for a Safety Study of Community Water Fluoridation (CWF)

(Not considered by Panel)

The Fluoridation Panel (p.4) did not assess total fluoride exposure. In other words, the
Panel did not determine or seriously weigh how much fluoride an adult, child, infant or
fetus is ingesting from all sources. Safety of adding more fluoride cannot seriously be
determined without knowing how much fluoride is already being dosed or exposed from
other sources. 30% to 70% of exposure is from other sources.

To lawfully assure the safety of CWF, rigorous standards must be met, including preclinical
GLP toxicology, developmental neurotoxicity testing, endocrine, thyroid and all potential
risks evaluated, dose-response modeling, and large-scale human prospective cohorts with
biomarkers, exposure diaries, and validated neurodevelopmental endpoints. None of those
were provided by or to the Fluoridation Panel for consideration. These requirements are
established under FDA CDER’s drug framework and EPA’s environmental risk assessment
guidance.

A. Regulatory Frame & Governance For Safety Study (Panel did not determine)
Regulatory pathway:

1. 1.FDA:

If CWF (fluoride added to water) is treated as a drug exposure (intent to prevent disease),
human studies must meet ICH Good Clinical Practice (E6[R2]) and ICH E8(R1) quality-by-
design principles, with IRB approval, informed consent, DSMB, preregistration, and a public
statistical analysis plan (FDA).

OR
2. 2.EPA:

If treated as an environmental exposure such as endemic fluoride in Southwest Washington
State, analyses must follow EPA risk-assessment methods (hazard ID, dose-response,
exposure, risk characterization), using benchmark-dose (BMD) approaches and RfD
derivation that explicitly protect sensitive subgroups. EPA is protective based on certainty
of harm. For example, fluoride ingestion is safe until absolute certainty of harm with severe
crippling skeletal fluorosis or severe dental fluorosis. In other words, for EPA’s judgment
which the Panel assumed, fluoride intake is not harmful until harm is close to this.

Judgment of absolute certainty is one reason the TSCA law (Toxic Substance Control Act)
was written by Congress, to judge toxins with “presumed” harm rather than “certainty” of
harm. That confidence level for judgment is still lower than the FDA CDER’s requirement for
safety with label and doctor’s prescription.



FDA CDER and EPA pathways are significantly different and a key is intent of use (FDA
CDER) and difficulty in removing the toxin (EPA endemic fluoride).

We are persuaded that the addition of fluoride to water (discussed below) is with the intent
to prevent dental caries and is a drug based on toxicity, Board claims of disease prevention,
public perception with intent to prevent dental caries, U.S. Pharmacopeia, FDA testimony to
Congress, EPA Water Law Office, and more.

Drug Studies Also Require (Not seriously discussed by the Panel)

e Ethics & transparency: Independent DSMB; conflict-of-interest disclosures; data and
code sharing; protocol/SAP preregistered.

Reporting standards: CONSORT (for RCTs) and STROBE (for observational cohorts).

B. Preclinical (GLP) Toxicology Package (Not considered by Panel)

e Developmental neurotoxicity (OECD TG 426). Extended one-generation reproductive
toxicity (OECD TG 443).

e Repeated-dose, chronic toxicity, carcinogenicity, and genotoxicity as indicated.

e Toxicokinetics/PBPK modeling linking dose to biomarkers.

¢ Endocrine and thyroid endpoints integrated. BMD modeling with uncertainty factors
per EPA guidance.

e Over 20 additional risks should also be included.

C. Human Evidence — Core Studies (Not carefully considered by Panel)

e Multi-site prospective pregnancy-birth cohort, with child follow-up, supplemented by
stepped-wedge/natural experiments.

e Exposure assessment: water sampling, urinary fluoride, serum fluoride, and total intake
accounting (formula reconstitution, tea, dental products).

¢ Endpoints: neurodevelopment, thyroid function, renal indices, bone, reproductive
outcomes, dental fluorosis.

e Confounding and co-exposures measured (lead, arsenic, iodine, SES, etc.). Power
sufficient to detect <2 1Q-point differences.

D. Chemical Product & Water-System Characterization (Not considered by
Panel)

o Verification of additive identity/purity, contaminant profiles, process controls,
distribution-system mapping.

E. Decision Framework & Stopping Rules (Not considered by Panel)

A priori harm thresholds (e.g., 22 IQ-point reduction).

Interim analyses with DSMB oversight.

Risk assessment synthesis integrating animal and human data to derive RfDs.
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F. Quality, Compliance & Documentation (Not considered by Panel)

e [RB approvals, GCP training logs, DSMB minutes, data integrity audits, version-
controlled code, public dataset access.

G. Standards & Guidance to Cite (Not considered by Panel)
e [CHE6(R2); ICH E8(R1).

e OECDTG426; OECD TG 443.

e (CONSORT; STROBE; EQUATOR.

e EPA Benchmark Dose Guidance (2012).

The Fluoridation Panel does not report a single safety study, nor do they outline what a
safety study would look like in their report. Neither did the Panel determine a safe dose of
fluoride versus a toxic dose of fluoride. The direct charge of the Legislature to the Board in
law was legally and scientifically largely ignored. The Board cannot assure the public the
water is safe without a single safety study or even know what a safety study would include.

Absence of Randomized Controlled Trials and Requirements for FDA

Approval of Benefit (Not seriously considered by Panel)

Although the Board has attempted to claim that fluoridation benefits outweigh its risks, the
law does not authorize the Board to evaluate drug benefits or conduct benefit-risk
assessments. That authority belongs solely to the FDA CDER. No quality randomized
controlled trials (RCTs) of community water fluoridation have ever been conducted. The
2024 Cochrane Review confirmed that the evidence for caries prevention is of low certainty,
based on outdated and methodologically weak observational studies.

For FDA NDA approval of any drug, including systemic fluoride, the sponsor must provide:
two adequate and well-controlled RCTs demonstrating statistically significant and clinically
meaningful benefit. Endpoints would include reduced caries incidence measured with
standardized DMFT/DMFS scores, tooth retention, and secondary measures such as
fluorosis rates and quality-of-life indicators. Representative populations and control groups
must be used, with long-term follow-up and strict adherence to CONSORT standards. No
such trials exist for CWF.

Thus, the Board and its Fluoridation Panel have attempted to assure benefit without legal
authority or adequate science. Without FDA NDA approval, fluoridation remains an
unapproved drug practice that fails both safety and efficacy standards.

Limitations of the Washington State Fluoridation Panel

The Fluoridation Panel convened by the Department of public health employees over the
last six months was composed of well-meaning public health servants who have supported
fluoridation for their professional careers. However, none have conducted a safety study,
none understand the regulatory requirements of drug safety evaluation, and none have
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petitioned FDA CDER for drug approval. The Panel lacks training in drug regulation,
toxicology, and RCT design. The Board cannot lawfully rely on untrained, unauthorized
employees to substitute for FDA CDER experts.

1. Scope and Legal Authority Misstated and lllegal

Benefit-risk determinations for a substance intended to prevent disease are exclusively
under the U.S. Food, Drug, and Cosmetic Act (FD&C Act) and FDA’s Center for Drug
Evaluation and Research (CDER). A substance marketed with intent to prevent disease is a
drug under 21 U.S.C. § 321(g)(1), and approval requires an NDA with “adequate and well-
controlled investigations” (21 U.S.C. § 355; 21 C.F.R. § 314). State boards may regulate water
system operations, but they cannot lawfully approve or substitute benefit-risk
determinations in place of FDA. Washington’s Board’s statutory authority under RCW
43.20.050 is to assure safe drinking water, not to establish drug efficacy. RCW 57.08.012
allows local systems to decide whether to fluoridate but does not displace the duty to assure
safety (RCW 43.20.050). The Panel chose endorsements of benefit rather than authorized
regulatory authority, the FDA CDER.

2. Evidence Base Selectively Framed

The Cochrane Collaboration’s most recent review (lheozor-Ejiofor et al. 2024) rated the
certainty of evidence for reductions in permanent tooth decay as low because most studies
were ecological, at high risk of bias, and conducted before widespread use of fluoride
toothpaste. No randomized controlled trials (RCTs) of community water fluoridation (CWF)
efficacy or safety exist (McDonagh et al. 2000; Iheozor-Ejiofor et al. 2024). Yet FDA requires
at least two adequate and well-controlled trials to establish benefit for any NDA (21 C.F.R. §
314.126). CDC itself acknowledges that fluoride’s predominant effect is topical, not systemic
(CDC 2001).

3. Risk Evidence Downplayed

The National Toxicology Program (NTP 2024) concluded with moderate confidence that
increased fluoride exposure is consistently associated with lower IQ in children, even at
levels overlapping U.S. drinking water concentrations. In September 2024, the U.S. District
Court for the Northern District of California held under the Toxic Substances Control Act
(TSCA) that fluoridation at 0.7 mg/L presents an “unreasonable risk” of
neurodevelopmental harm and ordered EPA to initiate regulatory action (Food & Water
Watch v. EPA, 2024). The panel’s suggestion to “keep the current optimal level” disregards
this federal finding.

3.1 NTP did NOT Determine a Safe Dose of Fluoride

The NTP did not determine a safe water fluoride concentration. Confidence in harm
increased over 1.5 mg/L, but safety was not determined at any dosage or water fluoride
concentration. The Court did not report a safe water fluoride concentration. The Court
correctly determined an unreasonable risk at 0.7 ppm, The Court took testimony from the
best scientists money could hire and the Court did not report safety or confidently
dispelling doubt, that fluoride in water at 0.7 ppm is safe.

12



4. “Local Decision” Argument Legally Incomplete

Saying fluoridation “should remain a local decision” omits that the Board has a non-
delegable duty to assure safety under RCW 43.20.050. Delegating safety assurance to
localities—especially in light of a federal “unreasonable risk” determination—does not
satisfy this statutory mandate. Delegating a highly complex toxic, drug, regulatory decision
to voters makes no sense and does not omit the Board’s duty and permit the Board to
promote fluoridation as safe and effective.

5. State Action Level of 1.5 mg/L Inconsistent and Indefensible

The Panel’s proposed 1.5 mg/L “State Action Level” is derived from WHO's guideline
intended to prevent dental fluorosis (WHO 2017), and confidence in neurodevelopmental
effects harm, not safety. It is inconsistent to set a permissive state threshold at 1.5 mg/L
while the NTP and a federal court have not identified a safe dosage at 0.7 mg/L (NTP 2024;
Food & Water Watch v. EPA 2024).

5.1 Safety Factors and Individual Variability

The Panel confuses individual dose with the “statistical mean,” failing to account for
established toxicological principles. A margin of safety—typically a factor of 10 to 100—
must be applied to protect against variability in exposure and susceptibility. Not all
individuals drink the same amount of water, have the same level of exposure from other
sources, or share identical genetic profiles, health status, or chemical sensitivities. For
example, an individual consuming two liters of water at 0.7 ppm fluoride receives double
the intake of someone consuming only one liter, even though both fall within the “average”
range. Furthermore, individuals with single nucleotide polymorphisms (SNPs) or other
genetic variations may be markedly more sensitive to fluoride’s effects. By failing to
incorporate safety factors or address intraspecific variability, the Panel’s recommendation
does not meet basic standards of public health protection.

6. Messaging to Pregnant People and Infants Inadequate

Guidance to “limit exposure” is not a substitute for source protection. Pregnant women and
infants ingest more water per body weight than adults (NRC 2006). About 75% of U.S.
caregivers use tap water to reconstitute infant formula, resulting in exposures during the
most vulnerable developmental window (CDC 2010). In contrast, breast milk contains
~0.004 ppm fluoride (Institute of Medicine 1997). Warnings cannot replace the statutory
duty to deliver safe water at the tap.

The Panel appears to expect a single parent hauling an infant and toddler with groceries
and now water for the formula on public transportation is ethical and reasonable.

7. Lack of FDA Regulatory Alignment

There is no FDA approval for any ingested fluoride product to prevent caries. FDA’s OTC
anticaries monograph applies only to topical products (e.g., toothpaste, rinses) (FDA 2020).
Systemic ingestion through water remains unapproved. The panel’s reliance on
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endorsements from health organizations cannot substitute for the FDA drug approval
process.

Failure to Meet Statutory Duty

RCW 43.20.050(2)(a) mandates that the Washington State Board of Health must adopt rules
necessary to assure safe drinking water. This duty requires affirmative demonstration of
safety, not reliance on endorsements or assumptions. Although RCW permits local
governments or voters to choose fluoridation, that option does not supersede the Board’s
statutory duty to assure water safety. By promoting fluoridation as safe and effective
without FDA-approved safety and efficacy data, the Board is in direct violation of its
statutory mandate.

Credibility of Public Health

Public health professions lose credibility on all policies and rules when unable to follow
state and federal law. By promoting fluoridation as safe and effective based solely on
endorsements, while ignoring FDA CDER’s regulatory authority, the Board undermines
public trust in health governance.

Recommended Actions for the Board of Health on Fluoridation

The Board of Health should suspend endorsement of community water fluoridation until
safety and efficacy are affirmatively established through rigorous, modern scientific
evidence. Specifically:

e Require Safety Assurance - Do not approve or promote systemic fluoride exposure
without comprehensive toxicological and clinical safety studies, including protection for
vulnerable groups such as infants, pregnant women, and those with renal or genetic
susceptibilities.

e Apply Adequate Margins of Safety — Ensure regulations account for intraspecific
variability in water consumption, cumulative fluoride exposure from multiple sources,
and genetic and health-related differences in sensitivity.

e (larify Jurisdiction - Acknowledge that systemic fluoride use for disease prevention
constitutes drug administration and should be subject to FDA CDER standards for
safety, efficacy, dosing, and labeling.

e Adopt Precautionary Policy - Until safety is affirmatively demonstrated, the Board
should follow the precautionary principle and protect the public by not exposing entire
populations to an unapproved drug through drinking water.
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Appendices

Appendix A. Requirements for a Safety Study of Community Water Fluoridation
(CWF)
To lawfully assure safety, a scientifically valid safety study must include both preclinical

toxicology and human clinical investigations, consistent with FDA CDER standards for drugs
and EPA guidelines for environmental exposures.

A.1 Regulatory Framework

- FDA Drug Pathway (21 U.S.C. § 355; 21 C.F.R. § 314.126): CWF is a drug (intent to prevent
disease), and human trials must meet ICH Good Clinical Practice (E6[R2]) and ICH E8(R1)
standards, with IRB approval, informed consent, DSMB oversight, preregistration, and a
published statistical analysis plan.

- EPA Risk Assessment Pathway (EPA, 2012 Benchmark Dose Guidance): If treated as an
environmental exposure, analysis must follow hazard identification, dose-response
modeling, exposure assessment, and risk characterization, explicitly protecting sensitive
subgroups.

A.2 Preclinical GLP Toxicology

e Developmental neurotoxicity testing (OECD TG 426).

e Extended one-generation reproductive toxicity (OECD TG 443).

e Chronic toxicity, carcinogenicity, and genotoxicity studies.

¢ Endocrine and thyroid endpoints.

e Toxicokinetic/PBPK modeling linking intake to biomarkers.

¢ Benchmark dose (BMD) modeling with safety/uncertainty factors.

A.3 Human Evidence

e Prospective multi-site pregnancy-birth cohorts, with follow-up into childhood,
supplemented by stepped-wedge/natural experiments.

e Exposure assessment: water sampling, urinary/serum fluoride, diet/dental sources, and
total intake accounting.

e Endpoints: neurodevelopment (IQ, cognitive tests), thyroid, renal, bone, reproductive
outcomes, and dental fluorosis.

e Statistical power sufficient to detect < 2 [Q-point differences, as required by FDA CDER
standards.

A.4 Ethical and Reporting Standards

¢ Independent DSMB, conflict-of-interest disclosure, protocol preregistration.

e CONSORT (for RCTs), STROBE (for observational studies), EQUATOR network
guidelines.

e Public access to datasets, code, and version-controlled statistical plans.
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Appendix B. Supporting Toxicological Data

B.1 Fluoride as a Poison

RCW 69.38.010 defines a poison as “liable to be destructive to adult life in quantities of 60
grains (*3,889 mg) or less.” Whitford (1996) estimated the probable toxic dose of fluoride
at 5 mg/kg body weight. For a 70 kg adult, this is 350 mg — well below the statutory
definition of a poison.

B.2 Infants and Breast Milk

Breast milk contains a mean of 0.004 ppm fluoride (Institute of Medicine, 1997). Formula
prepared with fluoridated tap water (~0.7 ppm) delivers up to 175x the natural fluoride
dose found in breast milk. Infants consume more water per body weight than adults,
amplifying exposure during critical neurodevelopmental windows.

B.3 Systemic Accumulation

Fluoride accumulates in bones, teeth, and soft tissues, interacting with cells, enzymes, and
endocrine pathways (NRC, 2006). The National Toxicology Program (2024) found
consistent associations between higher fluoride exposure and reduced IQ in children, even
at levels overlapping U.S. water concentrations.

Appendix C. Legal and Regulatory Framework

C.1 FDA Jurisdiction

Under 21 U.S.C. § 321(g)(1), any substance intended for use in the diagnosis, cure,
mitigation, treatment, or prevention of disease is a drug. Adding fluoride to water with the
stated purpose of preventing dental caries constitutes drug administration. FDA CDER
requires two adequate and well-controlled clinical trials to demonstrate efficacy (21 U.S.C. §
355; 21 C.F.R. § 314.126). FDA’s OTC anticaries monograph (21 C.F.R. pt. 355) applies only
to topical fluoride products (e.g., toothpaste, rinses), not systemic ingestion.

C.2 EPA Jurisdiction

EPA regulates contaminants under the Safe Drinking Water Act. EPA’s approach is based on
certainty of harm (e.g., skeletal fluorosis) rather than assurance of safety. In Food & Water
Watch v. EPA (2024), the U.S. District Court held that fluoridation at 0.7 ppm posed an
“unreasonable risk” under TSCA, reinforcing EPA’s inability to assure safety.

C.3 Washington State Law

RCW 43.20.050(2)(a): The Board of Health must adopt rules necessary to assure safe and
reliable drinking water. RCW 57.08.012: Water districts may choose to fluoridate, but this
does not relieve the Board of its duty to assure safety. RCW 69.38.010: Fluoride meets the
legal definition of a poison unless regulated as a prescription drug.
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Addendum: Expanded Critique of the Panel’s Recommendations and

Process

A. “Recommendations in Conflict” — Additional Grounds

A1l. The Panel assessed CWF concentration rather than total fluoride dose

The report repeatedly reasons from the water concentration of fluoride (0.7 mg/L) as if
it were the exposure of interest. Risk, however, turns on dose (mg/kg-day) and
aggregate exposure from all sources (tap water, beverages/foods, tea, formula
reconstituted with tap water, dental products, workplace exposures). This is not a trivial
distinction; the TSCA court specifically faulted EPA for ignoring additive exposure when
judging risk. A lawful, protective assessment must start from total fluoride intake across
pathways and life stages—especially pregnancy and infancy—then apply conservative
uncertainty factors to protect sensitive subgroups. The Panel did neither.

Implication: Keeping 0.7 mg/L “for now” is scientifically indefensible without an
aggregate-exposure analysis that includes biomonitoring (e.g., urinary/serum fluoride),
dietary diaries, and infant formula practices, followed by margins of safety (10-100x)
for interindividual variability.

A2. Misapplied regulatory standard: EPA’s “certainty of harm” vs FDA/CDER’s
“assurance of safety” (and RCW’s parallel duty)

The Panel’s posture mirrors EPA contaminant logic—seeking certainty of harm—
instead of FDA/CDER’s drug standard to affirmatively assure safety before population
exposure. Washington’s RCW 43.20.050(2)(a) likewise charges the Board to assure safe
drinking water, not to presume safety until definitive harm is proven.

Recommending continuation of systemic exposure absent FDA-quality evidence inverts
these standards: it treats fluoridation like a contaminant question (wait for proof of
harm) rather than a drug question (require proof of safety and benefit first).

Implication: As long as CWF is justified by intent to prevent disease, the legally relevant
benchmark is FDA/CDER’s certainty of safety and efficacy, not EPA’s certainty of harm.
The Panel applied the wrong standard.

A3. “Begin rulemaking to consider a 1.5 mg/L State Action Level” is less protective than

current practice
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At 1.5 mg/L, the proposed SAL is ~2.14x the current CWF target of 0.7 mg/L.
Positioning 1.5 mg/L as “actionable” implicitly normalizes exposures substantially
higher than present targets, and does so without a demonstrated margin of safety for
fetuses and infants. The Panel itself cites neurodevelopmental findings converging
around, at, or below this neighborhood. Raising the ceiling while conceding uncertainty
for the most vulnerable is a retrograde risk posture.

Implication: If anything, any interim action should move toward lower ceilings pending
FDA-quality safety data, not toward a permissive action level that exceeds today’s
dosing by more than twofold.

A4. Messaging is not protection—and it has failed for decades

Telling the public (particularly new parents) to “limit exposure” or avoid using
fluoridated tap water to mix infant formula does not satisfy a duty to provide safe water
at the tap. Practical barriers (cost, time, logistics, awareness, literacy, and trust) ensure
uneven compliance, disproportionately burdening low-income families. History shows
warnings do not meaningfully reduce systemic exposure when the source remains the
drinking water itself.

Implication: Source control (policy and engineering) is the public-health solution;
messaging is at best a stopgap and at worst a shifting of responsibility onto those least
able to bear it.

AS5. “Optimal” is asserted without a safety dossier

The report labels 0.7 mg/L “optimal” but provides no modern safety dossier
demonstrating protection for pregnancy, infancy, renal impairment, or genetically
susceptible groups. “Optimal” is an evidentiary conclusion, not a branding term—it
requires preclinical toxicology, human biomonitoring, exposure accounting, dose-
response analysis, and uncertainty factors sufficient to cover vulnerable
subpopulations. Those elements are absent.

Implication: Dropping the word “optimal” from policy and communications is
appropriate until a defensible, FDA-grade safety package exists.
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o

. Process Defects: Panel Charge, Membership, and Presupposition of Benefit

B1. Charge failed to require high-quality evidence

The Department did not appropriately charge the Panel to require FDA-grade evidence
(adequate and well-controlled trials for efficacy; GLP preclinical plus robust human
evidence for safety). Instead, the charge asked the Panel to “interpret the science”
around CWF—framed as a risk-benefit question—without first demanding the
threshold question: Has safety and efficacy been affirmatively established? That omission
all but guaranteed a status-quo conclusion.

B2. Predetermined composition and expertise gap

Staffing the Panel with public-health employees who have promoted CWF for much of
their careers predictably narrowed the range of evaluation and increased the risk of
confirmation bias. The Panel lacked drug regulatory, risk-assessment, clinical trials,
Pharmacology and biostatistics experts necessary to evaluate what a lawful safety
dossier must contain. Unsurprisingly, the process “found” a way to maintain CWF—
indicating the Panel did not learn much beyond its starting assumptions.

B3. Presupposition of benefit guided the deliberations

The report admits the Panel “centered around how best to get the benefits of
community water fluoridation while minimizing risks to fetuses and infants.” That
sentence assumes benefit at the outset and narrows the inquiry to harm minimization—
without the FDA-required proving of benefit via modern trials and without a safety
margin for the most vulnerable. Methodologically, this is risk management after the fact,
not pre-market assurance of safety and efficacy.

B4. No safety studies reviewed—because none exist at required quality

By the Panel’s own scope and citations, there are no randomized controlled trials of
systemic CWF for benefit or safety; high-quality developmental neurotoxicity testing
and comprehensive human cohort evidence with biomarkers and exposure accounting
were not provided. The Panel then implicitly reversed the burden of proof—treating
CWEF as safe until proven unsafe with certainty—contrary to FDA/CDER standards and
RCW’s duty to assure safety.
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C. Specific Omissions by the Panel that Undermine the Recommendations

Aggregate Exposure Accounting. No comprehensive assessment of total daily
fluoride intake across sources and life stages; no scenario analysis for high-end
consumers (e.g., high water intake, tea consumption, formula-fed infants).
Biomonitoring. No plan for population-level urinary or serum fluoride monitoring to
verify dose assumptions or identify overexposed groups.

Uncertainty/Safety Factors. No application of 10-100x factors for interindividual
variability (age, renal status, iodine status, SNPs affecting susceptibility).

Sensitive Subgroups First. No protective limit derived from the most sensitive group
(fetuses/infants), then back-translated to a water concentration.

Stopping Rules. No pre-specified thresholds (e.g., IQ decrement, thyroid
perturbations) that would trigger immediate reduction/suspension.

Alternatives and Substitution. No appraisal of topical-only strategies
(toothpaste/varnish) that deliver the cited benefit without systemic dosing.
Regulatory Alignment. No path to reconcile CWF’s disease-prevention intent with
FDA/CDER jurisdiction, despite relying on “benefit” claims.

D. Corrective Policy Direction (to replace the Panel’s three recommendations)

1.

2.

Suspend endorsements of systemic CWF pending FDA-grade safety and efficacy
evidence, with policy aligned to RCW’s duty to assure safety.

Adopt a protective interim ceiling derived from fetuses/infants using aggregate
exposure, biomonitoring, and conservative safety factors—not a permissive 1.5
mg/L action level.

Replace messaging with source control: If the water is not demonstrably safe for
formula reconstitution, change the water policy rather than tasking parents with
workarounds.

Commission an independent scientific review with experts in drug regulation
(FDA/CDER), developmental toxicology, epidemiology/biostatistics, exposure
science, and risk assessment; require a written protocol, transparent data, and a
pre-registered analysis plan.

Evaluate topical-only fluoride strategies as the default alternative that preserves
any local dental benefit without systemic dosing.
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From: Laurie Layne <laurielayne1@gmail.com>
Sent: Wednesday, September 10, 2025 8:05 AM
To: DOH WSBOH

Subject: Standing order for Covid 19 vaccines!

Follow Up Flag: Follow up
Flag Status: Flagged

I External Email

I'm against this standing order from our state department of health entirely. This covid 19 vaccine has
been proven to be harmful causing such health issues as Myocarditis and cancer and has even killed
individuals!. And it's being made available

without a subscription! Essentially being handed out like candy to adults, children and infants! It can be
handed out to children without parental permission! The only positive | see is that exemption
certificates are permitted and | strongly suggest parents use these for the safety of their children!! The
science is untrustworthy! Again the current HHS secretary Robert F Kennedy as of June 3rd. removed
recommendation for Covid 19 vaccines for healthy children and healthy pregnant women from the CDC
immunization schedule!Since this has occurred | encourage this board not recommend it either! It is
unsafe for citizen use! Thank you!
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From: Amber King <amberking907@gmail.com>
Sent: Thursday, August 21, 2025 3:49 PM

To: DOH WSBOH

Subject: Plea to stop water fluoridation

Follow Up Flag: Follow up

Flag Status: Flagged
I External Email
]

Amber King <amberking907@gmail.com>

to commissioners

xl

As a resident with autoimmune conditions in one of your water districts and mother of a child with a
pineal cyst | implore you to end water fluoridation. There are zero single safety studies on water
fluoridation.

However the harms and risks are apparent and well studied and negatively impacting human
health. https://fluoridealert.org/key-topics/health-effects-of-fluoride/

https://hsph.harvard.edu/news/fluoridated-drinking-water/

Current levels in Washington state are dangerous and causing harm (this is irrefutable at very low
levels)
https://fluoridealert.org/researchers/natural_fluoride/washington-state/

| previously worked to remove fluoride from drinking water in Juneau, AK and saw a dramatic
reduction in my own personal autoimmune condition symptoms in a matter of weeks, it was stark and
dramatic.

While | now take filtration into my own hands for my home's drinking water, | cannot control food
products, or my children's consumption at restaurants, school and other public places. Butitis
impacting their health every single day. We were not told the truth when this practice was sold as a
"public health improvement" in reality it saves chemical companies billions of dollars in toxic waste
disposal and instead gives them a market for this toxin. | work in public drinking water systems all
over the United States and our health is failing. This is one small act you can take to improve public
health.

The time and place to have fluoridated water has ended in the United States, it is not improving
dental care as you can see by the continued improved dental health in unfluoridated water systems
globally.
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https://www.npr.org/sections/shots-health-news/2025/01/09/nx-s1-5252874/fluoride-drinking-water-ig-
analysis-safe our IQ as a country is rapidly declining and now more than ever children, infants,
mothers and the public need safe water to drink.

https://ntp.niehs.nih.gov/research/assessments/noncancer/completed/fluoride

Thank you,

Amber King

Bandit Springs Botanical
banditsprings@pm.me
amberking907@gmail.com
907.209.2011

MLT, WA 98043
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