
 
 

Kansas Department of Health and Environment 
J-1 Visa Waiver Program 

 

 

Notice of Intent to Apply for J-1 Visa Waiver 
 
First Name: ___________________  Middle Name:_____________ Last Name:_________________  
Female: ____  Male:____  
Date of Birth:__________________ Dept. of State Case # ___________________________________  
Place of Birth: _________________ Social Security #________________ ECFMG#: ___________  
Nation of most recent Legal Residence: _____________________________________________________ 
Residency Specialization: _____________________________  Salary:_____________________________ 
Physician Email: _______________________________________________________________________ 
 
Employer: ____________________________________________________________________________ 
CEO: ____________________________ ____     Phone # ____________ Email: _____________________  
Contact Person:  _______________________ Phone # ____________ Email: ____________________ 
Address: ___________________________________________________ 
   ___________________________________________________ 
 
Street Address of Practice Site: ___________________________________________________________ 
City: ________________   County: _______________ Zip Code: _______________________________  
Practice Specialty: ____________________________ 
HPSA#: ____________________________ MUA or MUP # (If applicable): _________________________  
 
Attorney Name: ___________________________________________________________ 
Other Contact Staff:  _______________________________________________________ 
Law Firm Name: _______________________________________________________________________ 
Law Firm Street Address: ________________________________________________________________ 
City: ___________________________  State:_________________ Zip Code: __________________  
Phone #: _______________________ Fax #: _____________________  
Email: _______________________________________________________________________________ 
    
 
 
 
 
 
 
 

Instructions: 

 Please email fully completed form to primarycare @kdheks.gov. Upon 
receipt, an email confirmation will be sent within 3-5 business days.  
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