
Application to be a 
Michigan Yellow Fever Vaccine Provider

EMAIL COMPLETED FORM AND SUPPORTING MATERIALS TO: 
YellowFeverProgram@michigan.gov 

Revised 01-24 

This is a fillable form.  Please TYPE requested information. 

Clinic Name: ____________________________________________________________________ 

Contact Person: _________________________________________________________________ 
First Name Last Name Title 

Contact Person’s e-mail address: ____________________________________________________ 

Supervising Physician: ____________________________________________________________ 
First Name M.I. Last Name Degree 

Physician’s State of Michigan License #: ______________________________________________ 

Physician’s DEA #: _______________________________________________________________ 

Clinic Address: __________________________________________________________________ 
Street City Zip Code County 

Clinic Phone No: ____/__________________ Fax No: ____/__________________ 

Days Clinic Open (Check all that apply):  Su      M      Tu      W      Th      F      S 

Clinic Hours: _____ A.M. _____ P.M. Open to the Public?    Yes  No 

Appointments required?    Yes  No Website address: ____________________________ 

Is this a previous YF-Vax Provider Site?    Yes  No 
If yes, please provide the following information: 

Previous Clinic Name: ________________________________________________________ 

Previous Supervising Physician: ________________________________________________ 
First Name M.I. Last Name Degree 

Previous Yellow Fever Stamp #: _______________ 

Must 
submit

Please attach a narrative description of the supervising physician’s 
experience in providing travel vaccinations and their reason(s) for 
applying to be a yellow fever vaccine provider. 

_______________________________________________________________________________ 
Supervising Physician’s Signature Date 
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