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Provider Nomination Form
If you wish to nominate a particular dentist as a Renaissance Dental Network Provider, please complete this form and mail or fax it to:



Renaissance Dental Network, LLC



Attn: Network Development



1540 W. Edgewood Avenue



Indianapolis, IN  46217


    
Fax:
 888-844-3518  
Group Name: _______________________________________________________

Your Name: ________________________________________________________

Name of Provider: ___________________________________________________

Please check one of the following:


 FORMCHECKBOX 
General
 FORMCHECKBOX 
Specialist (please specify)  ________________________

Street: _____________________________________________________________

City: ______________________________State: ___________ Zip: ___________

Telephone: _________________________

Renaissance Dental Network (RDN) will make every attempt to contact nominated providers. Please allow 15-30 days from the time that Renaissance receives this form for the nominated provider to be contacted.

If you have any questions, please contact our Customer Service Department at 1-888-844-3517. Customer Service is available from 8:00 am to 5:30 pm EST Monday thru Friday.
It is our goal at Renaissance to provide you with the highest-quality service available. Your time and assistance in completing this form is appreciated and will help us provide you with extensive provider access.

*Please note provider nomination does not necessarily guarantee that the provider will be a participant in the Renaissance Dental Network.

Thank you for submitting this Provider Nomination Form.

