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Facility Interest Form
Facility Name: _________________________________________________________________________
Facility Service Area: ____________________________________________________________________
_____________________________________________________________________________________

Contact Person (please provide a contact for dentists interested in using your facility)
Name: _______________________________________________________________________________

Title/Position: _________________________________________________________________________

Phone: ______________________________ Email: ___________________________________________

Secondary Contact Person (optional)
Name: _______________________________________________________________________________

Title/Position: _________________________________________________________________________

Phone: ______________________________ Email: ___________________________________________

Please attach or link any patient or provider criteria (credentialing, insurance requirements, limitations on patient acuity levels) you would like a dentist to know before contacting you.

Please provide any additional commentary or instructions you would like included in your directory listing.  This will be shared with dentists seeking facilities only, not patients: _____________________________________________________________________________________

_____________________________________________________________________________________

Submit form to: astop@michigandental.org or via fax Attn: April to 517-372-0008
