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		CHANGE IN MOBILE DENTAL FACILITY OPERATOR OR ADDRESS

	Michigan Department of Community Health
	Oral Health Program
	P.O. Box 30195
	Lansing, MI 48909
	




	Name of Mobile Dental Facility:

	[bookmark: Text17][bookmark: _GoBack]     


(PLEASE PRINT)


	A PERMIT IS NOT TRANSFERABLE: If the operator of a mobile dental facility changes, the permit is no longer valid.
Purpose of Form: This Notification of Change Form can be submitted to the MDCH to request an extension of the current Mobile Dental Facility Permit, while the new operator applies for a new permit. The operator or his or her designee shall notify the department not later than 30 days after the change of operator. 

The applicant must request an extension of current permit for no longer than 90 days, while an application for a new permit is either approved or denied by MDCH.

A current permit holder may also use this form if a change of address occurs.



	SECTION ONE
Operator (Current) 


	
FIRST NAME:
	
     
	
LAST NAME:
	
     
	
TITLE:
	
     

	
E-MAIL ADDRESS:
	
     


	
PERMANENT ADDRESS:      

	
STREET
	
     

	
CITY
	
     
	
STATE
	
     
	
ZIP CODE
	
     


	SECTION TWO
CHANGE IN MOBILE DENTAL FACILITY OPERATOR ADDRESS:

	
STREET
	
     

	
CITY
	
     
	
STATE
	
     
	
ZIP CODE
	
     

	
COUNTY(S) PROVIDING SERVICES IN:
	
     

	
BUSINESS PHONE:
	
     
	
HOME PHONE (OR CELL):
	
     

	
	


	
	

	Authority:
	MCL.333.21613 et seq.

	Completion:
	Is mandatory if the registered mobile dental facility permit holder decides to no longer operate the mobile dental facility and agrees to change ownership of the permit.

	Penalty:
	Incomplete application submission may delay approval process of the application extension and may result in non-approval of the new Mobile Dental Facility Permit.

	Michigan Department of Community Health is an Equal opportunity employer services and programs provider.



	SECTION THREE
New Operator 


	
FIRST NAME:
	
     
	
LAST NAME:
	
     
	
TITLE:
	
     

	
E-MAIL ADDRESS:
	
     


	
BUSINESS ADDRESS:

	
STREET
	
     

	
CITY
	
     
	
STATE
	
     
	
ZIP CODE
	
     

	
COUNTY(S) PROVIDING SERVICES IN
	
     

	
BUSINESS PHONE:
	
     
	
HOME PHONE (OR CELL):
	
     

	
WEBSITE ADDRESS:
	
     

	
MICHIGAN LICENSE NUMBER:
	
     
	
EXPIRATION DATE:
	
     

	
	
	
	


	SECTION FOUR
NEW APPLYING OPERATOR AGREEMENT

By signing this Notification of Change Form, the new applying operator agree to the following statements for a temporary extension of the mobile dental facility permit while the MDCH either approves or denies a new application.

	
· I have read and comply with all of the operator requirements and physical requirements listed in the Mobile Dental Facility Act.

· I have a list of each dentist, dental hygienist, and dental assistant who will provide care at or within the mobile dental facility, including, at a minimum, each individual’s name, address, telephone number, and state occupational license number.

· I have a written plan and procedure for providing emergency follow-up care to each patient treated at the mobile dental facility.

· I have a signed Memorandum of Agreement if follow-up services are NOT within reasonable distance for the patient, or if the operator provides only preventative dental services.

· I have proof of general liability insurance covering the mobile dental facility that is issued by a licensed insurance carrier authorized to do business in this state.

· I have a Patient Registration/Application Form, Patient Health History, HIPAA Privacy Notice, a Patient/Parent/Guardian Consent Form, and an established Treatment plan protocol.

· I have established Infection Control Procedures.

· I have proof of Radiographic equipment properly registered and inspected, as applicable, by the State of Michigan.



	SECTION FIVE
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 COMMUNITY HEALTH


By signing below, I acknowledge that all facts, statements, and answers contained in this application are true and correct. I agree to cooperate with the MDCH staff and provide the staff with any documents to verify compliance, including access to the mobile dental facility to ensure compliance with the Mobile Dental Facility Act. I acknowledge that this is a temporary extension of the current Mobile Dental Facility Permit listed above for no longer than 90 days from the change date.
	
	


Signature of Previous Operator					Date Signed (month/date/year)
	     
	     


Print Name							Print Title


	
	


Signature of New Operator					Date Signed (month/date/year)
	     
	     


Print Name							Print Title


	SEND COMPLETED NOTIFICATION OF CHANGE FORM TO:
Michigan Department of Community Health, Oral Health Program
P.O. Box 30195
 Lansing, MI 48909

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




	FOR MDCH OFFICIAL USE ONLY

	
Agency/Entity Name:
	
     

	Notes:
	


	



	DATE RECEIVED:

	
	DATE APPROVED:
	

	

	
	
	


Signature/Title									Date:
DCH-3929-C (02/15)  All other versions are obsolete.	Page 1 of 3
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