Federal-Virginia State Loan Repayment Program (VA-SLRP)

Serving Virginia’s Underserved
2012 Application Form

Document Checklist
This checklist has been provided to facilitate the application process. Please send us all the documents listed below in one envelope to ensure that your application is complete. Incomplete applications will not be processed.  Maintain a copy of this application for your records. You are not required to submit this checklist with your application.
Signed/Completed Loan Repayment Forms
· Federal Virginia State Loan Repayment Application

· Loan Information and Verification/Release Forms for all loans to be repaid through Federal Virginia State Loan Repayment Program

· Practice Site Application

· Certification 

· Verification of Employment

· Certification of Non-Delinquent Status

· Cash Match Letter

Other Documents
· A signed Employment Contract (Candidates must be employed or have a contract to begin employment with an eligible practice site prior to submitting an application)
· A copy of your current Virginia Medical License


· Proof of Citizenship (social security card/driver's license)



· Criminal History Check (send money and forms directly to the Virginia State Police and type YOUR name and address in the “Mail reply to” section of the application)

· Copy of all educational debt loan applications and/or Loan Pay-off Statements

· One page answering questions in Section 3. Please be sure to list your legal name and full social security number at the top of the page.

Other Requirements
· No other service obligations

· Practice Site has to be a designated Health Professional Shortage Area (HPSA)

· Not a National Health Service Corp (NHSC) recipient

· Cash Match is not from any other Federal Funds

Print and provide original signature on application. Mail completed application and all required attachments to:

Virginia Department of Health

Office of Minority Health and Health Equity
ATTN: Loan Repayment Program

109 Governor Street, Suite 1016-E

Richmond, VA 23219
	Deadline: Applications must be postmarked no later than July 15, 2012
Send questions to: incentiveprograms@vdh.virginia.gov


Section 1 - Personal Data


Please type or print legibly with ink.

Applicant Full Name:       
Maiden Name or Alias (if appropriate):      
Street Address:       
City:       State:          Zip Code:      
Day Phone: (000) 000-0000  Evening Phone:  (000) 000-0000
E-Mail Address:      
Preferred Method of Contact:    FORMCHECKBOX 
 Work Phone          FORMCHECKBOX 
 Home Phone         FORMCHECKBOX 
 E-Mail

Full Social Security Number:       
Date of Birth:        Birth Place:       
Are you a U.S. Citizen or Naturalized Citizen?    FORMDROPDOWN 
    
(must be a U.S. citizen or naturalized citizen to be eligible for program)

Race/Ethnicity:   FORMDROPDOWN 

Other (specify):      

Marital Status:     FORMDROPDOWN 
         Gender:   FORMDROPDOWN 
   
Do you speak a Language(s) other than English?   FORMDROPDOWN 

If so, please list:
Language:         FORMCHECKBOX 
 Read    FORMCHECKBOX 
 Write    FORMCHECKBOX 
 Speak Fluently
Language:         FORMCHECKBOX 
 Read    FORMCHECKBOX 
 Write    FORMCHECKBOX 
 Speak Fluently

Language:         FORMCHECKBOX 
 Read    FORMCHECKBOX 
 Write    FORMCHECKBOX 
 Speak Fluently

Language:         FORMCHECKBOX 
 Read    FORMCHECKBOX 
 Write    FORMCHECKBOX 
 Speak Fluently

Current and Professional Status
 FORMCHECKBOX 
 In Practice      FORMCHECKBOX 
 In the Military       FORMCHECKBOX 
 In Residency      FORMCHECKBOX 
 Other Please describe
Personal History (Please check all that apply):  

History of noncompliance or other waivers of service or payment obligations to other loans  FORMCHECKBOX 
 

History of delinquent child support  FORMCHECKBOX 
 

Have Federal Debt or lien against their property for a debt to the United States  FORMCHECKBOX 
 

Active Military Obligations  FORMCHECKBOX 
  

Section 2 - Professional Education
Professional School Name:       
City:        State:         Zip Code:       
Date began school:        Date of Graduation:       
Post-graduate Training/Residency (if required):       
Date Started Residency:          Date Completed:        
Profession  

 FORMCHECKBOX 
 Allopathic Medicine (M.D.)       
 FORMCHECKBOX 
 Osteopathic Medicine (D.O.)

 FORMCHECKBOX 
 Nurse Practitioner (NP)              
 FORMCHECKBOX 
 Physician Assistant (PA)

 FORMCHECKBOX 
 Other:  FORMDROPDOWN 

             FORMCHECKBOX 
 Other (specify):       
Specialty
 FORMCHECKBOX 
 Family Practice                             
 FORMCHECKBOX 
 General Internal Medicine         

 FORMCHECKBOX 
 General Pediatrics                        
 FORMCHECKBOX 
 Geriatrics  
 FORMCHECKBOX 
 Obstetrics/Gynecology        

 FORMCHECKBOX 
 Other (specify):               

 FORMCHECKBOX 
 Psychiatry                                   

Board Eligibility and Certification
Board Eligible:   FORMDROPDOWN 
                   License Number:       
Board Certified:  FORMDROPDOWN 
                  Certificate Number:       
Name of Board:      
Date of Certification:      
Any license restrictions?  FORMDROPDOWN 
    If yes, please specify:       
Section 3 – Professional Experience

On a separate page, please respond to the following:

1. Comment on your experiences in rural or underserved urban areas.

2. Discuss your commitment to serve in this community/practice site.

3. What makes you an appropriate match for this community/practice site?

Section 4 - Practice Site

Facility must be on current approved HPSA listing to be eligible to apply
Applicant agrees to provide full-time primary care services at:

	Practice Site Name:
	     

	Parent Organization:
	     

	Address:
	     

	City:
	     
	State:
	      
	Zip Code:
	     

	Practice Site Contact Person:
	     

	Title:
	     
	Phone Number:  
	     

	E-Mail:
	     
	Congressional District:
	     

	Applicant agrees to provide primary care services for:  FORMCHECKBOX 
 2 years  FORMCHECKBOX 
 3 years  FORMCHECKBOX 
 4 years 


Section 5 - Educational Debt

Attach a current loan statement of pay-off balance statement for each loan listed.  Loan statements may be dated either the same month the application is submitted, or the prior month.  The loan statements must contain the applicant's name, account number and principle and/or pay-off balance.  Federal Virginia State Loan Repayment Program funds are to be used only to repay qualified educational loans.
	1.
	Loan Holder:
	     

	
	Loan Holder Address:
	     

	
	City:
	     
	State:
	     
	Zip Code:
	     

	
	Account Number:
	     
	Loan Balance:
	     


	2.
	Loan Holder:
	     

	
	Loan Holder Address:
	     

	
	City:
	     
	State:
	     
	Zip Code:
	     

	
	Account Number:
	     
	Loan Balance:
	     


	3.
	Loan Holder:
	     

	
	Loan Holder Address:
	     

	
	City:
	     
	State:
	     
	Zip Code:
	     

	
	Account Number:
	     
	Loan Balance:
	     


	4.
	Loan Holder:
	     

	
	Loan Holder Address:
	     

	
	City:
	     
	State:
	     
	Zip Code:
	     

	
	Account Number:
	     
	Loan Balance:
	     


Section 6 – Certification

Print and provide original signatures.

Certification:  I hereby certify that the information given in this application is accurate and complete to the best of my knowledge and belief.  I understand that it may be investigated and that any willful false representation is sufficient cause for rejection of this application.

	Full Name (Print):
	     

	Full Signature:
	
	Date:
	     


For marketing purposes, how did you learn about this scholarship opportunity? 

     
Application for Recruitment (Practice Site Application)
This application must be completed by those practices interested in employing a primary health care professional who receives an award from the Bureau of Health Professions (BHPr), Division of State, Community and Public Health, Federal Virginia State Loan Repayment Program (Va-SLRP).
 (Please complete a separate application for each facility/satellite.) 

Print and provide original signatures.
	1.
	Name of Practice Site:
	     

	
	Street Address:
	

	
	City:
	
	County of:
	
	State:
	
	Zip Code:
	

	
	Phone Number:
	
	Fax Number:
	

	
	New Site:
	 FORMCHECKBOX 

	Yes
	 FORMCHECKBOX 

	No
	Existing Site:  
	 FORMCHECKBOX 

	Yes
	 FORMCHECKBOX 

	No


	2.
	Name of Sponsoring Agency (Cash Match requirement):
	

	
	Street Address:
	

	
	City:
	
	State:
	
	Zip Code:
	

	
	Phone Number:
	
	Fax Number:
	


	3.
	Name of Recruitment Contact:
	

	
	Title:
	
	Phone Number:
	

	
	E-Mail:
	


	4.
	Type of Practice:  (check all that apply)
	

	
	 FORMCHECKBOX 

	Public/State Institution

	
	 FORMCHECKBOX 

	Private-Non Profit ( must attach documentation of federal tax status, i.e. 501(c)(3)

	
	 FORMCHECKBOX 

	Private-For Profit

	
	 FORMCHECKBOX 

	Public Health Service Funded:
	 FORMCHECKBOX 

	Community/Migrant Health Center
	 FORMCHECKBOX 

	Other
	

	
	 FORMCHECKBOX 

	Hospital
	 FORMCHECKBOX 

	Private Office
	 FORMCHECKBOX 

	Group Practice
	 FORMCHECKBOX 

	University
	 FORMCHECKBOX 

	Other
	


	5.
	Please list the following (information required):

	
	A. Number of persons served by this practice site:
	

	
	B. Number of users with income below 200% of federal poverty level:
	

	
	C. Number of users on Medicaid:
	
	Medicaid Provider Number:
	

	
	D. Number of users on Medicare:
	

	
	E. Service area/county 5-year average infant mortality rate (if known):
	

	
	F. Service area/county 5-year average rate of low birth weight births (if known):
	

	
	G. Travel time/distance to the next source of routine primary 
	
	minutes or
	
	miles

	
	    health care available to users of this site?


	6.
	Number of Full-Time Providers at the Site: (also list if current/anticipated vacancies)

	
	A.  Family Practice:
	

	
	B.  Internal Medicine:
	

	
	C.  Pediatrician:
	

	
	D.  OB/GYN:
	

	
	E.   Pyschiatry:
	

	
	F.  Nurse Practitioner:
	

	
	G.  Nurse Midwife:
	

	
	H.  Physician Assistant:
	

	
	I.  Other Specify:
	


	7.
	Itemized List of People to Be Recruited By Specialty (one entry for each vacancy)

	
	Discipline (MD,NP,PA)
	
	Specialty

	
	
	
	

	
	
	
	

	
	
	
	


	8.
	If recruiting for a NP or PA, please provide the name of the physician who will serve as 

	
	preceptor:
	


9.
Requirements for Recruitment and Retention Assistance

Please indicate, by checking the appropriate box, whether you comply with the following requirements.

	 FORMCHECKBOX 

	Site accepts Medicare and Medicaid patients. Must provide primary health services to any individual seeking care.  SLRP participants must agree not to discriminate on the basis of the patient’s ability to pay for such care or on the basis that payment for such care will be made pursuant to Medicare (established in Title XVIII of the Social Security Act), or Medicaid (Title XIX of such Act), or the Children’s Health Insurance Program (Title XXI of such Act).  Must accept assignment under Medicare for all services for which payment may be made under Part B of Title XVIII of the Social Security Act.  Additionally, they must enter into an appropriate agreement with the State agency that administers the State plan for Medicaid under Title XIX to provide service to individuals entitled to medical assistance under the plan; and with the Children’s Health Insurance Program (CHIP) to provide service to children under Title XXI
.


	 FORMCHECKBOX 

	Site uses sliding discount fee schedule or other documented means that assures no financial barriers to care for those below 200% of poverty. CHARGES FOR MEDICAL SERVICES:  Must charge for their professional services at the usual and customary prevailing rates in the area in which such services are provided, except that if a person is unable to pay such charge, such person shall be charged at a reduced rate (i.e., discounted sliding fee scale) or not charged any fee.


	 FORMCHECKBOX 

	Site will assure that provider position is not being used for salary offset. Salaries for health professionals participating in the SLRP should be based on prevailing rates in the area.  


	 FORMCHECKBOX 

	Site has nondiscrimination policy that prohibits discrimination based on race, creed, disability or religion.


	 FORMCHECKBOX 

	Site must be a primary health full-time clinical practice, providing primary health services, in a public or nonprofit private entity located in and providing primary health services in a current Federally designated HPSA that is appropriate for their discipline (e.g., primary care providers must be placed in primary care HPSAs, dental providers must be placed in dental HPSAs; mental health providers in mental health HPSAs) and at the site to which originally assigned unless a change is approved in writing by the Virginia Department of Health, Office of Minority Health and Health Equity. 

http://bhpr.hrsa.gov/shortage/ or call 1-800-400-2742 to confirm HPSA



	 FORMCHECKBOX 

	Site must be a “Full-time clinical practice” as defined as a minimum of 40 hours per week in a clinical practice, for a minimum of 45 weeks per service year (Time spent in an “on call” status does not count toward the 40-hour requirement).  Participants do not get service credit for hours worked over the required 40 hours/week. No more than 7 weeks (35 work days) per service year can be spent away from the approved service site for leave. 

All health professionals except the ones noted below: Must practice at least 32 of the minimum 40 hours per week providing direct patient care in the outpatient ambulatory care setting(s) at the approved service site(s), during normally scheduled office hours.  The remaining 8 hours per week must be spent providing clinical services for patients in the approved service site, or providing clinical services in alternative settings (e.g., hospitals, nursing homes, shelters) as directed by the approved service site, or performing practice-related administrative activities.  Administrative or other non-clinical activities (e.g., teaching, research, attending staff meetings) must not exceed 8 hours per week. 

· For OB/GYN physicians, Family Medicine Physicians who 
practice obstetrics on a regular basis, providers of Geriatric services, Pediatric Dentists, Certified Nurse Midwives, and Behavioral and Mental Health providers:  At least 21 of the minimum 40 hours per week must be spent providing direct patient care (direct patient counseling for behavioral/mental health providers) in the outpatient ambulatory care setting(s) at the approved practice site(s), during normally scheduled office hours..  The remaining 19 hours of the minimum 40 hours per week must be spent providing clinical services to patients in the approved practice site(s), or providing clinical services in alternative settings (e.g., hospitals, nursing homes, shelters) as directed by the approved practice site(s), or performing practice-related administrative activities.  Administrative or other non-clinical activities (e.g., teaching, research, attending staff meetings) must not exceed 8 hours per week.



	 FORMCHECKBOX 

	Site has credentialing program in place to review references and verify licensure and certification status of all providers, including National Practitioner Data Bank Query.


	 FORMCHECKBOX 

	Site will document all circumstances surrounding resignation and terminations.



This certifies that the information provided in this application is true and correct as of the date set forth opposite my signature. I also understand that any intentional or negligent misrepresentation(s) of the information contained in this application may result in the forfeiture of our entity's eligibility to participate in the Virginia Loan Repayment Program or the Virginia Recruitment and Retention Program for a period of not less than 2 years.

Authorized Representative

	Signature:
	
	Date:
	

	Name:
	
	Title:
	

	Phone Number:
	


Authorization of Release Form
Print and provide original signatures
I, _______________________________, have applied to participate in the Bureau of Health Professions (BHPr), Division of State, Community and Public Health, Federal Virginia State Loan Repayment Program (Va-SLRP).  This program offers primary care providers an opportunity to practice their profession in a community that lacks adequate primary health care services while paying off their outstanding educational loans. The amount awarded is to be used only to reduce the balance of principal and accrued interest in these outstanding educational loans. As part of the application process, the Virginia Department of Health, Office of Minority Health and Health Equity may verify information contained in my loan repayment application and in other documents required in connection with the loan repayment.

I authorize you to provide the Virginia Department of Health, Office of Minority Health and Health Equity any and all information and documentation that they request. A copy of this authorization may be accepted as an original.

Your prompt reply to the Virginia Department of Health is appreciated, as delays may impact my ability to promptly receive loan repayment funds.

	     
	
	     

	Loan Repayment Applicant Name (Print)

	
	Date

	
	
	

	Loan Repayment Applicant Signature
	
	

	     
	
	

	Social Security Number
	
	


Loan Certification
Print and provide original signatures
I, ______________________________________, hereby certify to the accuracy of the loan information provided.  I hereby apply to enter into an agreement with the Virginia Department of Health for repayment of outstanding educational loans. I understand that funds received under this program shall be used exclusively for the repayment of outstanding educational loans, incurred solely for the costs of medical education, including reasonable living expenses. I further understand that I am responsible for and must adhere to all applicable federal income tax regulations.  

I understand that the information I have provided is subject to verification and that any willfully false representation is sufficient cause for rejection of this application.

	     
	
	     

	Loan Repayment Applicant Name (Print)

	
	Date

	
	
	

	Loan Repayment Applicant Signature
	
	

	     
	
	

	Social Security Number
	
	


Certification of Non-Delinquent Status
Print and provide original signatures
The Federal Debt Collection Procedures Act of 1990 precludes a debtor who has a judgment lien against his/her property arising from a federal debt from receiving federal funds until the judgment lien is paid if full or otherwise satisfied.  Applicants for the Bureau of Health Professions (BHPr), Division of State, Community and Public Health, Federal Virginia State Loan Repayment Program (Va-SLRP), must certify that they do not have a judgment lien against their property arising from federal debt.

I hereby certify that I [do  FORMCHECKBOX 
] [do not  FORMCHECKBOX 
] have a judgment lien against my property arising from a federal or state debt.

I hereby certify that I [am  FORMCHECKBOX 
] [am not  FORMCHECKBOX 
] delinquent on any federal or state debt.

	     
	
	     

	Loan Repayment Applicant Name (Print)

	
	Date

	
	
	

	Loan Repayment Applicant Signature
	
	

	     
	
	

	Social Security Number
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