Virginia Department of Health

Office of Minority Health and Public Health Policy

109 Governor St., Suite 1016 East


Richmond, Virginia 23219

Fax (804) 864-7440


Virginia Medical Scholarship Program 

Repayment Options Form

Please type, print, sign and mail.
	Date:
	     

	Scholarship Recipient’s Full Name:
	     

	Current Mailing Address:
	     

	
	     

	Email Address:
	     

	Day Phone:
	     
	Evening Phone:
	     

	Medical Practice:
	     

	Phone:
	     

	Medical School:
	 FORMDROPDOWN 


	Date of Graduation:
	     


Please Choose Method of Repayment

Option 1:  Medical Practice Repayment                             

 FORMCHECKBOX 
 I certify that I am/will be practicing primary care medicine in an approved medically underserved area.

	Primary Care Specialty:​​​​​​
	     

	Medically Underserved Area:
	     

	Medical Facility:
	     

	Address:
	     

	Phone:
	     

	Dates of Practice:
	From
	     
	To
	     


Option 2:  Financial Repayment

 FORMCHECKBOX 
 I choose to initiate financial repayment for the Virginia Medical Scholarship(s) I received during medical school/training.  I hereby request the Virginia Department of Health to prepare and mail a schedule of payment for my outstanding scholarship balance.

This form was completed by: 
___________________________________
______________

                                                    Recipient’s signature                                                        

Date
VDH Official: ________________________________________________________________________

                Signature                                                                Title                                              Date
