Nursing Facility Letterhead


Institutional Residence Verification for Dental Services



Dear Dental Provider,


Client Name:              ___________________________________________________

Client Date of Birth:  ___________________________________________________

Facility Name:	        ____________________________________________________

Provider One ID:        ____________________________________________________

I verify the above client is a resident of the Facility named above on this date and is eligible to receive dental services.  

Signature and Credentials (if applicable)

Print Name

Date:  ______________________________
