Virginia Medical Scholarship Program

Verification of Employment
I,      , authorize my employer to provide the employment information requested by the Virginia Department of Health, Office of Minority Health and Public Health Policy (VDH-OMHPHP). A copy or facsimile of this authorization is accepted but the original copy must be provided with original signature.

___________________________          
________________________               
______________

Signature of the Recipient                       
Social Security Number                          
Date


      has applied for or is a participant in the Virginia Medical Scholarship Program administered by the VDH, OMHPHP. Part of the application process or as a participant requires certification from the employer of the applicant’s employment status. Please complete the following section and return it to the address or fax number lived below. Thank you.
Practice Specialty:      
Specific Practice Site Name & Address:      
Employment Period:       Yearly Salary:      
	Has the physician worked at least 40 hours (full-time) per week? (Exclude time spent on-call)
	 FORMDROPDOWN 


	Has the physician provided at least 32 hours (of the 40 above) per week during normally scheduled office hours in the ambulatory setting?
	 FORMDROPDOWN 


	Has the physician had a leave for more than 35 work days (7 weeks) during this period of employment?
	 FORMDROPDOWN 



Name and address of Organization (if different from Practice Site listed above):

Name      
Address      
	     
	
	     

	Name of Certifying Official
	
	Title

	     
	
	

	Email Address of Certifying Official
	
	

	
	
	

	Signature of Certifying Official
	
	Date








	Virginia Department of Health

Office of Minority Health and Public Health Policy
James Madison Building

109 Governor Street, Suite E-1016

Richmond, VA 23219
	Telephone (804) 864-7435

Fax (804) 864-7440
	2008



