
 

PROVIDER AUTHORIZATION AND RELEASE 
 
By completing this Minnesota Uniform Dental Initial Credentialing Application (the 
“Application”) to become a participating provider with Delta Dental of Minnesota (DDMN) or 
any DDMN affiliate or a network administered by DDMN, I fully understand that any 
misstatement in, or omission from, my Application may constitute cause for denial of my 
Application or the subsequent termination of my participating provider contract if my 
Application is accepted.  I understand and agree that this consent is irrevocable for any period 
during which I am a participating provider with DDMN, and that DDMN reserves the right to 
base acceptance into any individual network based on criteria established by DDMN. 
 
I understand that my Application may require DDMN to review information related to me on 
file with other entities, including but not limited to, state licensing boards, specialty boards, 
professional societies, malpractice carriers, and the National Practitioner Data Bank 
administered by the U.S. Government. 
 
I authorize release from liability all representatives of DDMN, including any agent of DDMN, my 
state licensing board, clinics, other institutions, professional societies, professional malpractice 
insurance carrier(s), and any staff, for their acts performed in good faith and without malice in 
connection with gathering and exchange of information as consented above or to release 
information as required by State or Federal laws, rules, or regulations. 
 
I understand and agree that I have the responsibility of producing adequate information for 
proper evaluation of my continued professional competence, ethics and other qualifications 
and for resolving any doubts about such qualifications.  I further understand and agree that I 
have a continuing affirmative duty to immediately inform DDMN of any future restrictions or 
revocation of my professional license, any disciplinary action, suspension or 
voluntary/involuntary limitation, denial of my clinical or other privileges, any change in my 
malpractice insurance coverage (including changes in the insurance carrier or policy number) or 
any other event which may adversely reflect upon my professional competence, ethics and 
other qualifications as a participating provider.  Additionally, I hereby certify that my office 
protocols for infection control are in compliance with current Centers for Disease Control and 
Occupational Safety and Health Administration guidelines.   
 
 
Signature  __________________________________________  Date ______________________ 
 
Name  _____________________________________________    

(Please print or type) 


