
 
 

Provider Termination Request 
 

Complete one termination request per Provider.  Please make copies of this form as needed. 
E-mail completed form to AC-ProviderContracting@American-Community.com or you can fax to (734) 853-2290. 

  
Provider to be Terminated 

Tax ID Number:        Contract Number:       
 

Provider Name:       
 

Termination Effective Date:       
 

Contact Person Name:       
 

Contact Phone:         
 
 

Reason for Termination 
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Reason for Termination 
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