
 Verification of Employment (VOE) – 1st 30-Days 



Please select one:

 FORMCHECKBOX 
  Conrad 30     FORMCHECKBOX 
  ARC              Reporting period from       to                                   
Section 1- J-1 Physician’s Information
	Physician:

	     
	     
	     

		First Name

	Middle Name

	Last Name


	Physician’s Home Address:

	     
	     
	     

		Street

	City

	State/Zip Code

	J-1 DOS Case Number#:

	     
		
	Home/Cell Phone Number:

	     
	Email Address:

	     

	Actual Employment Start Date:

	     


	


Section 2- Practice Site and Hours per Week 
***If there are more than one practice site, please fill out another VOE – 1st 30-Day Form*** The form must be completed, and signed by the physician and company’s chief entity
	1. I provide direct patient care at      (Name of  Practice Site)

Street Address:        
City/State/Zip:        
Telephone Number:       
HPSA Number (include specific county/city, census tract, district, etc.):       
Supervisor’s Name:      
                    Phone:      
                         Email Address:      
Hours worked per Week:      


Section 3-Vacation and Leave
	1. During the reporting period, I was absent from the practice for       days due to

 FORMCHECKBOX 
 illness

 FORMCHECKBOX 
 vacation or 
 
 FORMCHECKBOX 
 other: (List and explain:      )

2. Please provide us with your contract addendum if the absent for more than the allowable time as stated

in your contract in order to meet J-1 Requirements. Did you attach the required addendum to your VOE form?

 FORMCHECKBOX 
 Yes           FORMCHECKBOX 
 No     *If No, VOE will be declined if service obligation is not completed in accordance with the contract and the policy requirement.



Section 4- Statistics for this Reporting Period
	a. number of office visits (do not include telephone consultations or hospital visits):      

b. number of visits from 4a who reside in a Health Professional Shortage Area (HPSA):      

c. number of hospital visits:      

                



d. number of patient visits for which a Medicare claim was submitted:       (Medicare#      )

e. number of patient visits for which a Medicaid claim was submitted:       (Medicaid#      )

f. number of patients wherein services were rendered at a sliding scale fee:      

g. number of patient visits for which no charge was made (based on inability to pay):      



Section 5- J-1 Physician Certification

	I certify that the above reported information is correct to the best of my knowledge and confirms 1st 30-days of activities to the fulfillment of my obligation to the Virginia J-1 Visa Waiver Program.
     
     
Physician’s Name (Print or Type)

Date

Original Physician’s Signature




Section 6- Employer/Practice Site Endorsement
	I have reviewed the above report being submitted by       who began his/her practice with us on      . This confirms his/her completion of the 1st 30 Days of employment towards the fulfillment of the physician’s obligation to the Virginia J-1 Visa Waiver Program. To the best of my knowledge, the information is accurate and correct.

         Organization:

     
Date:

     
Printed Name
     
Title:

     


Phone Number
     
Email
     
Original Signature:  




VOE Instructions – ‘How to Complete a VOE’
The 1st 30-Days VOE Report
· At the top left hand corner of the page, select Conrad 30.

· Across from the above selection is the ‘Reporting Period from __ to___.

· Please provide the reporting date starting with the J-1 physician’s employment start date and ending with the 30-day completion date.
· Please complete one form for each practice site.

I.e. if your employment start date is 9/1/2019, your 30th day is 10/1/2019. This would be the 30-day reporting period date. See example provided:

Verification of Employment (VOE) – 1st 30-Days 


Please select one:

10/1/2019  ARC              Reporting period from 9/1/2019 to   Conrad 30    


Section 1 - J -1 Physician’s Information

· Please complete all fields in this section. Please see example provided:
[image: image1.png]Physician John Doe
First Name iddle Name Last Name

Physician's

Home Your State

Address your street address Your Gity and zip code
Sireet Gy Statelzip Gode

J-1DOS Case Numberé 1234567

Home/Cell Phone Your home & cell

Number. number Email Address: jour email address

Actual Employment Start Date: 9/1/2019





     Section 2 – Practice Site and Hours per week

· Please complete all fields in this section. Please see example provided:
[image: image2.png]1 provide direct patient care at Antioch Memorial Hospital(Name of Pracice Site)
Street Address: 111 Anywhere Streef(our Practice Site Adress)
City/State/Zip: Practice Site City, VA 99999
Telephone Number: X00cx006000¢
HPSA Number (include specific county/city, census tract, district, etc.): County Name
Supervisor's Name: Your Supervisor's Name

Phone: Your Supenvisors Tel. #  Email Address: Your Supervisor's Email

Hours worked per Week: 40





     Section 3 – Vacation and Leave

· Please complete all applicable fields in this section.
· Please note the highlighted portion of this section in regards to absences outside the allowable time stated in your contract.
[image: image3.png]1. During the reporting period, | was absent from the practice for days due to
illness
vacation or
[0 other: (List and explain: )

No  *If No, VOE will be declined if service obligation is not completed in
accordance with the contract and the policy requirement.





Section 4 – Statistics for this Reporting Period
· Please complete all fields in this section. 

· The employer should work with the J-1 physician to provide the requested statistical data for this portion of your VOE report. *If this information is not submitted with your VOE, you will be asked to resubmit a completed VOE in accordance with the program guidelines. You will be required to resubmit your VOE with the statistical data requested.

[image: image4.png]a. number of office visits (do not include telephone consultations or hospital visits)
b. number of visits from 4a who reside in a Health Professional Shortage Area (HPSA):
. number of hospital visits:

d. number of patient visits for which a Medicare claim was submitted: (Medicare# Emplovers
Medicare #)

. number of patient visits for which a Medicaid claim was submitted (Medicaidi Employers
Medicaid #)|

. number of patients wherein services were rendered at a sliding scale fee:
9. number of patient visits for which no charge was made (based on inabiliy to pay).




 

Section 5 – J-1 Physician Certification

· Please certify the VOE – Please complete all fields in the section.
[image: image5.png]I certify that the above reported information is correct to the best of my knowledge and confirms 1% 30-days
of activities to the fulfilment of my obligation to the Virginia J-1 Visa Waiver Program

John Doe 10/5/2019
Physician's Name (Print o Type) Date
JohnDoe

Original Physician's Signature





Section 6 – Employer/Practice Site Endorsement

· Employer’s Certification – The employer should complete all fields in this section. However, the Chief Entity or the J-1 Physicians contact listed in the contract should sign the VOE.
[image: image6.png]1 have reviewed the above report being submitted by Dr. John Doe who began his/her practice with us on.
9//2019. This confirms his/her completion of the 1= 30 Days of employment towards the fulfilment of the
physician's obligation to the Virginia J-1 Visa Waiver Program. To the best of my knowledge, the information
is accurate and correct.

Organization: Antioch Memorial Hospital Date: 1007119
Printed Name Jane Doe Title: Chief Executive Officer
Phone Number | J00630063006¢ Email __ jane doe@antiochmemhosp.com

Original Signature: Jane Doe






Please Note: When submitting the VOE Report, do not include the ‘The How to Complete the VOE’ Instructions. Thank You!
August 20, 2019
PAGE  
3
Virginia Department of Health,  Office of Health Equity

109 Governor Street, Suite 714-W, Richmond Virginia 23219

Phone: 804-864-7435   Fax: 804-864-7440

Email: olivette.burroughs@vdh.virginia.gov
August 20, 2019

