
Virginia Conrad 30 Waiver Program  

Medical Practice Site and Program Description (Attachment 2) 

(Please complete one form for each practice site.)


	Practice Site Name:
	

	Physical Street Address (Do Not Use Post Office Box Numbers):
	

	City:
	
	State:
	
	Zip:
	

	Telephone Number:
	

	Email Address:
	

	Location of Health Professional Shortage Area (HPSA):
	

	Contact Person:
	

	Title:
	

	Physical Street Address 
	

	City:
	
	State:
	
	Zip:
	

	Telephone Number:
	

	Email Address:
	

	Employer/Sponsor:
	

	Physical Street Address 
	

	City:
	
	State:
	
	Zip:
	

	Telephone Number:
	

	Email Address:
	


	Type of Organization (check all applicable types):

	 FORMCHECKBOX 

	Private Not-for-Profit          
	 FORMCHECKBOX 

	Federally Qualified Health Center

	 FORMCHECKBOX 

	Private For-Profit                 
	 FORMCHECKBOX 

	Migrant/Community Health Center

	 FORMCHECKBOX 

	Public Not-for Profit            
	 FORMCHECKBOX 

	Rural Health Clinic


	Medical Practice Site Accepts the Following (check all applicable categories):

	 FORMCHECKBOX 

	Accept Medicaid                  
	# 

	 FORMCHECKBOX 

	Accept Medicare
	# 

	 FORMCHECKBOX 

	Offer Sliding Fee Scale 

(provide copy)
	 FORMCHECKBOX 

	Accept Medically Indigent
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