Today’s date
Virginia Department of Health, 
Office of Health Equity

Attn:  Olivette Burroughs,
 Health Workforce Specialist

109 Governor Street, Suite 714-West 
Richmond, VA  23219

Dear Mrs. Burroughs:
This letter is to confirm/verify that Virginia State Loan Repayment Program recipient, 
The Tobacco Region Funds that VDH-OHE will provide to 
Upon receipt of this form, the advisory committee will make a determination.  Proof of debt reduction will be provided to VDH-OHE within sixty (60) days of payment.
_________________________________________Date _________________________

Applicant’s signature

__________________________________________
Virginia Department of Health, Office of Health Equity
Organization’s Certifying Officer


                        Date

____________________________

Certifying Officer’s Signature
Instructions-

Please do not include this page (page 2) as part of the application packet as it is for information only.
Enter date at top (the date that you are completing the form)
Only complete request template if….

The applicant wishes to apply for Tobacco Region funds. No cash match required. Applicant must live and work in the tobacco region to be eligible.
Only make changes as follows:

________________________Date​- Applicant Sign and date (after you print)
Applicant’s signature

Leave all money related fields blank
$______________- Leave blank 

Note: Funds are not guaranteed, are determined based on availability of funding, eligibility and selection by an advisory committee.
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