	MOBILE DENTAL FACILITY NOTIFICATION OF CHANGE
ADD OR REMOVE DENTAL PROVIDERS

	Michigan Department of Health and Human Services

	

	Name of Mobile Dental Facility

	     

	
	

	Purpose of form: The operator or his or her designee shall notify the department not later than 30 days after the addition or removal of any new dentist(s), registered dental hygienist(s), or dental assistant(s) providing services at a registered mobile dental facility. 

	Operator Information

	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:
	     

	
	
	
	
	
	

	County (s) Providing Service in:
	     

	
	

	Mobile Dental Facility Permit #:
	     
	Expiration Date:
	     

	
	
	
	

	

	

	

	     
	
	     

	Print Name
	
	Print Title

	
	
	
	

	
	
	
	     

	Signature of Applicant
	
	
	Date Signed (month/date/year)

	

	

	Authority:
MCL.333.21613 et seq.

Completion:
Is mandatory if the registered mobile dental facility permit holder adds any additional licensed dentists, registered dental hygienists, or dental assistants following the approval of the Mobile Dental Facility Permit Application. 
Penalty:
Incomplete application submission will delay application process and may result in non-approval of 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 A

	

	LIST OF ADDITIONAL MICHIGAN LICENSED PERSONNEL PROVIDING DENTAL SERVICES AT THE MOBILE DENTAL FACILITY REQUIRED

	

	Full Name (Printed)
	Title
	Email Address
	Telephone Number
	License Number

	     
	   
	     
	     
	     

	
	
	
	
	

	Address (Number, street, city, state and zip code)
	NPI #

	     
	     

	
	

	Full Name (Printed)
	Title
	Email Address
	Telephone Number
	License Number

	     
	   
	     
	     
	     

	
	
	
	
	

	Address (Number, street, city, state and zip code)
	NPI #

	     
	     

	
	

	Full Name (Printed)
	Title
	Email Address
	Telephone Number
	License Number

	     
	   
	     
	     
	     

	
	
	
	
	

	Address (Number, street, city, state and zip code)
	NPI #

	     
	     

	
	


	SECTION B

	

	LIST OF PROVIDERS TO BE REMOVED

	

	Print Name
	     

	
	

	Print Name
	     

	
	

	Print Name
	     

	
	

	Print Name
	     

	
	

	Print Name
	     

	
	

	Add additional pages if necessary. All signatures must be original (not photocopied). 

Fax copies are not allowed.

	Send Complete 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:
	     
	Date Approved:
	     

	
	
	
	

	
	
	
	

	
	
	     

	Signature and Title:
	
	Date:
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