(Clinic, Hospital or Practice Letterhead)

(Date)

HQ ARPC/SGW

6760 East Irvington Place # 7100

Denver, CO  80525-7100

To Whom It May Concern:

This is to certify that (employee name) performs at least 180 hours of direct patient care per year.  (Employee name) works at this facility from (time) to (time) (day of the week) through (day of the week) on a (part time or full time) basis.  (Employee name) is a (medical specialty) with this facility.

Questions regarding this letter should be directed to (point of contact) at (telephone number).

(Signature)

(Signature block of dental professional)

