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	CESSATION OF OPERATION OF MOBILE FACILITY

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)



	
FIRST NAME:
	
     
	
LAST NAME:
	
     
	
TITLE:
	
     

	
E-MAIL ADDRESS:
	
     


	
MOBILE DENTAL FACILTY ADDRESS:


	STREET
	     

	
CITY
	
     
	
STATE
	
     
	
ZIP CODE
	
     


	
PHONE NUMBER:
	
     
	
WEBSITE ADDRESS:
	
     


	
MOBILE DENTAL FACILTY 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 MDCH.

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



	SECTION TWO
OPERATOR ACKNOWLEDGEMENT 



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 MDCH 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.


	     
	
	     


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 COMMUNITY HEALTH.


	
PLEASE SEND COMPLETED NOTIFICATION OF CHANGE FORM TO:



	
MAIL THE ORIGINAL 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:
	     



	DATE RECEIVED:
	DATE ISSUED:   
	DATE OF CESSATION:
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