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Dentist Interest Form
Dentist Name: _________________________________________________________________________
Phone: ______________________________ Email: ___________________________________________

Specialty (if applicable): _________________________________________________________________

Service Area: __________________________________________________________________________
_____________________________________________________________________________________

Desired Facility Type (Hospital, Ambulatory Surgery Center, or both): ____________________________

Please explain the typical patient population you are seeking access to treat in this setting: ____________________________________________________________________________________

____________________________________________________________________________________

Please list any current or previous facilities who have granted you privileges and mark as current or past:

_____________________________________________________________________________________

____________________________________________________________________________________

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

_____________________________________________________________________________________

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