 Virginia State Loan Repayment Program (VA-SLRP)
 ~ Verification of Employment (VOE) form

Reporting period from             to            (mm/dd/yyyy)                                                                        
	Section 1- VA-SLRP Participant’s Information
 FORMCHECKBOX 
  First Time VA- SLRP Recipient (new 2yr. contract)        FORMCHECKBOX 
  Renewal VA- SLRP participant (1 yr. contract)  
Participant:

     
     
     
First Name
Middle Name
Last Name
Participant’s Home Address:

     
     
     
     
Street
City
State
Zip Code
SSN#:

     
Best Phone Number:

     
Email Address:
     
Contract Execution Date:

      (mm/dd/yyyy)
Contract Completion Date:

      (mm/dd/yyyy)
License Number:

     
NPI Number:
      


	Section 2- Practice Site and Hours per Week (To be completed by the employer/practice site)
1st Day of Employment:               (mm/dd/yyyy)    

Yearly Salary: $               
The VA-SLRP participant has provided direct patient care at 
Street Address:  
Contact Name and Number:  
The VA-SLRP participant has worked at least 40 hours (full-time) per week. (Exclude time spent on-call). If not, please explain.      
 FORMCHECKBOX 
  Yes           FORMCHECKBOX 
  No  
The VA-SLRP participant was out on a leave for more than 35.7 workdays (7.14 weeks) during this period of employment.
 FORMCHECKBOX 
  Yes           FORMCHECKBOX 
  No
If yes, please specify when the leave started and ended and explain.

From                    to                     (mm/dd/yyyy)    
Reason: 
Do you provide Substance Use Disorder (SUD) services?  FORMCHECKBOX 
  No      FORMCHECKBOX 
  Yes, Buprenorphine   FORMCHECKBOX 
  Yes, Counseling 

 FORMCHECKBOX 
  Yes, Both    If you provide SUD services, do you have a SUD license?  FORMCHECKBOX 
  Yes           FORMCHECKBOX 
  No  
Do you have a Data Waiver?   FORMCHECKBOX 
  No        FORMCHECKBOX 
  Yes, DW 30         FORMCHECKBOX 
  Yes, DW 100        FORMCHECKBOX 
  Yes, DW 275

Are you telehealth provider?   FORMCHECKBOX 
  No        FORMCHECKBOX 
  Yes         If Yes, what percentage (1-100)?        %
Approved practice site 1:
Month (Total hours- providing direct patient care)
Leave taken ( #)
Office Use only
1st  Month

     
     
2nd Month

     
     
3rd Month

     
     
4th Month

     
     
5th Month

     
     
6th Month

     
     
Explanation if necessary:


	Section 3- VA-SLRP Participant’s Certification (To be completed by the VA-SLRP Participant’s )

I,
     
     
VA-SLRP Participant’s Name (Print or Type)

Date

Original VA-SLRP Participant’s Signature




	Section 4- Employer/Practice Site Certification (To be completed by the employer/practice site)
I have reviewed the above report submitted by                                 who began his/her practice with us on                             (date of employment, mm/dd/yyyy).  To the best of my knowledge, the information is accurate.

     
Name of Organization

     
     
Print Name of Authorized Personnel
Title

     
Original Signature

Date

     
     
Direct Phone Number

Email Address
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