	CESSATION OF OPERATION OF MOBILE FACILITY

	Michigan Department of Health and Human Services

	

	Name of Mobile Dental Facility
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	(Please Print)

	

	First Name:
	     
	Last Name:
	     
	Title:
	     

	
	
	
	
	
	

	Email Address:
	     

	
	
	
	

	Mobile Dental Facility Address:
	Entity Type 2 Agency NPI #:
	     

	Street:
	     

	
	

	City:
	     
	State:
	     
	Zip Code:
	     

	
	
	
	
	
	

	Phone Number:
	     
	Website Address
	     

	
	
	
	

	Mobile Dental Facility Permit #:
	     
	Expiration Date:
	     

	
	
	
	

	
	
	
	

	SECTION ONE

	

	Cessation of Operation of Mobile Dental Facility

	

	Please note: 
Upon cessation of operation of a mobile dental facility, the operator agrees to do all of the following:

	

	1.
	Provide written notice to all treatment venues and, upon request, provide evidence of the written notice to the department. 

	

	2.
	Provide for availability of each active patient’s dental records by one of the following methods:

	
	

	
	a.
	Make the dental records available to the patient or the patient’s parent or guardian for 180 days after the mobile dental facility ceases operation and, upon his or her request, transfers the records to the active patient, the patient’s parent or guardian, or another dentist. 

	
	
	

	
	b.
	Transfer the records to another dentist. 

	
	
	

	
	c.
	Notify each active patient or the patient’s parent or guardian that the dental records are available as required under subdivision, including the name and contact information for the dentist if the records have been transferred. 

	

	Authority:	MCL.333.21613 et seq.
Completion:	Is mandatory if the registered mobile dental facility permit holder ceases operation. 
Penalty:	Incomplete Notification of Change Form submission may initiate investigation from MDHHS.

	Michigan Department of Health and Human Services is an Equal opportunity employer services and programs provider.
	The Michigan Department of Health and Human Services (MDHHS) does not discriminate against any individual or group because of race, religion, age, national origin, color, height, weight, marital status, genetic information, sex, sexual orientation, gender identity or expression, political beliefs or disability.




	SECTION TWO

	

	Operator Acknowledgment

	

	By signing below, I acknowledge that all operations of the mobile dental facility have ceased effective on the signed date below. I agree to cooperate with the MDHHS staff and upon request provide documentation that a reasonable attempt was made to contact each active patient or the active patient’s parent or guardian, to provide information concerning storage and retrieval of the patient’s records, and to ensure compliance with the Mobile Dental Act. 
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	Print Name
	
	Print Title

	
	
	
	

	

	
	
	
	     

	Signature 
	
	
	Signed Date of Cessation

	
	
	

	SECTION THREE

	

	An operator who fails to comply with Federal, State, or local laws and rules applicable to the Mobile Dental Facility or any of the requirements of this part is subject to disciplinary action by the Michigan Department of Health and Human Services

	

	Please send Completes Notification of Change Form To:

	

	Michigan Department of Health and Human Services
Attn: Oral Health Program
P.O. Box 30195
Lansing, MI 48909


For more information contact the MDHHS Oral Health Program at:  MDCH-MobileDentistry@michigan.gov

	

	FOR MDHHS OFFICAL USE ONLY

	Agency/Entity Name:
	     

	
	
	
	
	

	Date Received:
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	Date Issued:
	     
	Date of Cessation:
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