VIRGINIA STATE-30 J-1 VISA WAIVER PROGRAM 
Transfer Notification
	Physician:
	     

	Home Address:
	     

	
	Street Address

	
	     
	     
	     

	
	City
	State
	Zip

	J-1 DOS Case Number:
	     

	Phone:
	     
	Email Address:
	     

	Present Location:
	     

	Name of Practice:
	     

	Practice Address:
	     

	
	Street Address

	
	     
	     
	     

	
	City
	State
	Zip

	Phone:
	     
	Email Address:
	     

	HPSA (include specific County, Census Tract, District, etc.)
	     

	Date of Transfer:
	     
	
	


	New Location:
	     

	Name of Practice:
	     

	Practice Address:
	     

	
	Street Address

	
	     
	     
	     

	
	City
	State
	Zip

	Phone:
	     
	Email Address:
	     

	HPSA (include specific County, Census Tract, District, etc.)
	     


I hereby certify that I, the undersigned, do provide primary health care services at the new location a minimum of 40 hours per week. 
	Sponsor Signature
	
	Date
	     

	Sponsor Name:
	     
	
	


I do hereby certify that Dr.       began practicing at (practice name)       on (date)       and provides 40 hours of primary health care per week.
RETURN THIS FORM TO: 
Virginia Department of Health 

Division of Primary Care & Rural Health

ATTN: J-1 Program

109 Governor Street, Suite 1016 East 

Richmond, VA  23219 
Phone: (804) 864-7435   Fax: (804) 864-7440 
