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STATE 30 J-1 VISA WAIVER PROGRAM AFFIDAVITS AND AGREEMENT 

 
I, (please print)_________________________________________________, being duly sworn, hereby request that 
the Kansas Department of Health and Environment review my application for the purpose of recommending 
waiver of the foreign residency requirement set forth in my J-1 visa, pursuant to the terms and conditions as 
follows: 
1. I understand and acknowledge that the review of this request is discretionary and that in the event a 

decision is made not to grant my request, I hold harmless the State of Kansas, the Kansas 
Department of Health and Environment, the Office of Local and Rural Health and any and all 
State of Kansas employees, agents, and assignees, from any action or lack of action made in 
connection with this request. 

2. I further understand and acknowledge that the entire basis for consideration of my request is the Kansas 
Department of Health and Environment=s voluntary policy and desire to improve the availability 
of health care in medically underserved areas and to populations with unmet needs.. 

3. I understand and agree that in consideration for a waiver, which eventually may or may not be granted, I 
shall render medical care services to patients, including the medically indigent, for a minimum of 
forty (40) hours per week within a U.S. Public Health Service designated primary care (or mental 
health) Health Professional Shortage Area (HPSA), Population HPSA, facility with an automatic 
HPSA designation or a  Medically Underserved Area (MUA) or Medically Underserved Population 
(MUP) designated within the past three years. 

4. Such service shall commence no later than 90 days after I receive notification of approval by both the U.S. 
Citizenship and Immigration Services (USCIS) and the U.S. Department of Labor and shall 
continue for a period of at least three (3) years. 

5. I agree to incorporate all the terms of this "J-1 Visa Waiver Affidavit and Agreement" into any and all 
employment agreements I enter pursuant to paragraph 3 (above).  

6. I further agree that any employment agreement I enter pursuant to paragraph 3 (above) not contain any 
provision which modifies or amends any of these terms of this "J-1 Visa Waiver Affidavit and 
Agreement." 

7. I understand and agree that my medical care services rendered pursuant to paragraph 3 (above) shall be 
in a Medicare and Medicaid certified site that has an open, non-discriminatory admissions policy. 
If my practice site is located in a federally designated low-income HPSA, that practice site will use 
a sliding fee scale for low-income, medically indigent patients. 

8. I understand that this waiver must ultimately be approved by the USCIS, and I agree to provide written 
notification of the specific location and nature of my practice to the Kansas Department of Health 
and Environment at the time that I commence rendering services and will notify the Kansas 
Department of Health and Environment of any change in the location and nature of my practice 
within three working days of the change or prior to the change. 

9. I understand and acknowledge that if I willfully fail to comply with the terms of this AJ-1 Visa Waiver 
Affidavits and Agreement@ the Kansas Department of Health and Environment may notify the 
U.S. Department of State and U.S. Citizenship and Immigration Services.  Additionally, any and 
all other measures available to the Kansas Department of Health and Environment may be taken 
in the event of non-compliance. 

I declare under the penalties of perjury that the information provided to the Kansas Department of Health 
and Environment for purposes of determining whether it will act in its capacity as state department of 
health is true and correct. 

 
__________________________________  ___________________________  ______________ 
Signature      Social Security #    Date 
 
 
 
 
Subscribed and sworn to before me  
This    day of     , 200  . 
Notary Public 
 

KANSAS    J-1 Visa Waiver Application Form
1/20/2004 no change 9/28/2007
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U. S. DEPARTMENT OF STATE  
 

EXCHANGE VISITOR ATTESTATION 
 
 

I, (please print) ___________________________________ hereby declare and certify, under penalty  of 

the provisions of 18 U.S.C. 1001, that I do not have pending, nor am I submitting during the pendency of 

this request, another request to any United States Government department or agency or any other State 

Department of Public Health, or equivalent, other than the Kansas Department of Health and 

Environment,  to act on my behalf in any matter relating to a waiver of my two-year home-country 

physical-presence requirement. 

 
            
Signature      Date 
 
 
 

 

 

 
Subscribed and sworn to before me  
This    day of     , 200  . 
Notary Public 

 
 
 
 

http://www.kdheks.gov/olrh/index.html
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U.S. DEPARTMENT OF STATE 
 

EMPLOYER ATTESTATION 
 
 
I, (please print) ____________________________________ hereby declare, under penalty of the 
 
 provisions of 18 U.S.C. 1001, that __________________________________________ 

(medical facility/employer)  
 
is located in a primary care or mental health care Health Professional Shortage Area, **              

ID# _____________________, Zip Code ______________ and provides medical care to Medicare, 

Medicaid, and HealthWave patients and offers discounted fees to medically indigent, uninsured patients. 

 
_______________________________    ________________ 
   Signature       Date 
 
 
 
 
 
Subscribed and sworn to before me  
this___________ day of________________, 200___. 
Notary Public 
 
 
 
 
 
 

**    Current HPSA Identification Number may be found at: http://hpsafind.hrsa.gov/HPSASearch.aspx
If the application is for an MUA or MUP it must have a designation date within the past 3 years

http://www.kdheks.gov/olrh/index.html
http://hpsafind.hrsa.gov/HPSASearch.aspx
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KANSAS PHYSICIAN/EMPLOYER REPORTING FORM 

 
Please submit within the first thirty days of commencement of practice and yearly thereafter. 
 

Physician: 
Name: (please print)            
 
Medical Practice Address:            
    
             
 
County         Phone #     
 
I hereby declare and certify that I, the undersigned, have practiced      

Specialty 
medicine at the above-stated address a minimum of 40 hours per week since       
            Date:    mo/day/year 
 
       
Physician Signature  Date 

 
Answer this question only at the end of 

the third year of the 3-year contract:   
I Will     I Will Not   (check  one)   
remain in this location to practice medicine.  

  
Employer: 
 
I hereby declare and certify that Dr._ ___________________ _________ is employed by 
 
___________________       _________________ at the above-stated address and provides at least 40  
 
hours of ________________________________ medicine per week. 
        Specialty 
 
       

     
Signature       Date    

  
 
Subscribed and sworn to before me  
this___________ day of________________, 200___. 
Notary Public 

KANSAS DEPARTMENT OF HEALTH AND ENVIRONMENT
J-1 VISA WAIVER PROGRAM  

http://www.kdheks.gov/olrh/index.html
bgibson
Line



  2008 INCOME and DISCOUNT ELIGIBILITY TABLES  (4 levels)
*             ANNUAL  INCOME

Number in 
House-hold

<100% FPL: ANNUAL 
INCOME

100-149% FPL:  ANNUAL 
INCOME

150-199% FPL:  ANNUAL 
INCOME

>200% FPL   ANNUAL 
INCOME

1 < 10,400 10,400 to 15,599 15,600 to 20,799 > 20,800
2 < 14,000 14,000 to 20,999 21,000 to 27,999 > 28,000
3 < 17,600 17,600 to 26,399 26,400 to 35,199 > 35,200
4 < 21,200 21,200 to 31,799 31,800 to 42,399 > 42,400
5 < 24,800 24,800 to 37,199 37,200 to 49,599 > 49,600
6 < 28,400 28,400 to 42,599 42,600 to 56,799 > 56,800
7 < 32,000 32,000 to 47,999 48,000 to 63,999 > 64,000
8 < 35,600 35,600 to 53,399 53,400 to 71,199 > 71,200

MONTHLY INCOME

Number in 
House-hold

<100% FPL: MONTHLY 
INCOME

100-149% FPL:  MONTHLY 
INCOME

150-199% FPL: MONTHLY 
INCOME

>200% FPL  MONTHLY 
INCOME

1 < 867 867 to 1,299 1,300 to 1,732 > 1,733
2 < 1,167 1,167 to 1,749 1,750 to 2,332 > 2,333
3 < 1,467 1,467 to 2,199 2,200 to 2,932 > 2,933
4 < 1,767 1,767 to 2,649 2,650 to 3,532 > 3,533
5 < 2,067 2,067 to 3,099 3,100 to 4,132 > 4,133
6 < 2,367 2,367 to 3,549 3,550 to 4,732 > 4,733
7 < 2,667 2,667 to 3,999 4,000 to 5,332 > 5,333
8 < 2,967 2,967 to 4,449 4,450 to 5,932 > 5,933

HOURLY  INCOME

Number in 
House-hold

<100% FPL: HOURLY 
INCOME

100-149% FPL:  HOURLY 
INCOME

150-199% FPL: HOURLY 
INCOME

>200% FPL  HOURLY 
INCOME

1 < 5.00 5.00 to 7.49 7.50 to 9.99 > 10.00
2 < 6.73 6.73 to 10.09 10.10 to 13.45 > 13.46
3 < 8.46 8.46 to 12.68 12.69 to 16.91 > 16.92
4 < 10.19 10.19 to 15.28 15.29 to 20.37 > 20.38
5 < 11.92 11.92 to 17.87 17.88 to 23.84 > 23.85
6 < 13.65 13.65 to 20.47 20.48 to 27.30 > 27.31
7 < 15.38 15.38 to 23.07 23.08 to 30.76 > 30.77
8 < 17.12 17.12 to 25.66 25.67 to 34.22 > 34.23

The following  table provides an example of a sliding-fee schedule

Sample   DISCOUNT - SLIDING-FEE SCHEDULE (4 levels)

<100% FPL: ANNUAL 
INCOME

100-149% FPL:  ANNUAL 
INCOME

150-199% FPL:  ANNUAL 
INCOME

Discount 100% 75% 50%
Sliding- Fee Free care Pay 25% of Charges Pay 50% of Charges
Accounting 

Code P0 P1 P2

>200% FPL   ANNUAL 
INCOME

0%
Pay Full Charges

P3

* SOURCE:  Federal Register: / Vol.73 , No.15  / Wednesday, January 23, 2008/ Notices    

http://aspe.hhs.gov/poverty/08fedreg.htm

see source below

For family units with more than 8 members, add $3,600 for each additional member. (The same increment applies to smaller family sizes also, as can be 
seen in the figures above.)

Calculated monthly and hourly wages are for determining eligibility for programs or for fee reductions based on family income in the Charitable Health 
Provider and  Farmworker Health Voucher Program

3/14/2008



  2008 INCOME and DISCOUNT ELIGIBILITY TABLES (5 levels)
*             ANNUAL  INCOME

Number in 
House-hold

<100% FPL: 
ANNUAL 
INCOME

100-149% FPL:  ANNUAL 
INCOME

150-174% FPL:  ANNUAL 
INCOME

175-199% FPL:  ANNUAL 
INCOME

>200% FPL   
ANNUAL 
INCOME

1 < 10,400 10,400 to 15,599 15,600 to 18,199 18,200 to 20,799 > 20,800
2 < 14,000 14,000 to 20,999 21,000 to 24,499 24,500 to 27,999 > 28,000
3 < 17,600 17,600 to 26,399 26,400 to 30,799 30,800 to 35,199 > 35,200
4 < 21,200 21,200 to 31,799 31,800 to 37,099 37,100 to 42,399 > 42,400
5 < 24,800 24,800 to 37,199 37,200 to 43,399 43,400 to 49,599 > 49,600
6 < 28,400 28,400 to 42,599 42,600 to 49,699 49,700 to 56,799 > 56,800
7 < 32,000 32,000 to 47,999 48,000 to 55,999 56,000 to 63,999 > 64,000
8 < 35,600 35,600 to 53,399 53,400 to 62,299 62,300 to 71,199 > 71,200

MONTHLY INCOME

Number in 
House-hold

<100% FPL: 
ANNUAL 
INCOME

100-149% FPL:  ANNUAL 
INCOME

150-174% FPL:  ANNUAL 
INCOME

175-199% FPL:  ANNUAL 
INCOME

>200% FPL   
ANNUAL 
INCOME

1 < 867 867 to 1,299 1,300 to 1,516 1,517 to 1,732 > 1,733
2 < 1,167 1,167 to 1,749 1,750 to 2,041 2,042 to 2,332 > 2,333
3 < 1,467 1,467 to 2,199 2,200 to 2,566 2,567 to 2,932 > 2,933
4 < 1,767 1,767 to 2,649 2,650 to 3,091 3,092 to 3,532 > 3,533
5 < 2,067 2,067 to 3,099 3,100 to 3,616 3,617 to 4,132 > 4,133
6 < 2,367 2,367 to 3,549 3,550 to 4,141 4,142 to 4,732 > 4,733
7 < 2,667 2,591 to 3,999 4,000 to 4,666 4,667 to 5,332 > 5,333
8 < 2,967 2,967 to 4,449 4,450 to 5,191 5,192 to 5,932 > 5,933

HOURLY  INCOME

Number in 
House-hold

<100% FPL:  
HOURLY 
INCOME

100-149% FPL:  HOURLY  
INCOME

150-174% FPL:  HOURLY  
INCOME

175-199% FPL:  HOURLY  
INCOME

<200% FPL 
HOURLY  
INCOME

1 < 5.00 5.00 to 7.49 7.50 to 8.74 8.75 to 9.99 > 10.00
2 < 6.73 6.73 to 10.09 10.10 to 11.77 11.78 to 13.45 > 13.46
3 < 8.46 8.46 to 12.68 12.69 to 14.80 14.81 to 16.91 > 16.92
4 < 10.19 10.19 to 15.28 15.29 to 17.83 17.84 to 20.37 > 20.38
5 < 11.92 11.92 to 17.87 17.88 to 20.86 20.87 to 23.84 > 23.85
6 < 13.65 13.65 to 20.47 20.48 to 23.88 23.89 to 27.30 > 27.31
7 < 15.38 15.38 to 23.07 23.08 to 26.91 26.92 to 30.76 > 30.77
8 < 17.12 17.12 to 25.66 25.67 to 29.94 29.95 to 34.22 > 34.23

The following  table provides an example of a sliding-fee schedule

Sample   DISCOUNT - SLIDING-FEE SCHEDULE (5 levels)

100-149% FPL:  ANNUAL INCOME 150-174% FPL:  ANNUAL 
INCOME

175-199% FPL:  ANNUAL 
INCOME

>200% FPL   
ANNUAL 
INCOME

Discount 100% 75% 50% 25% 0%

Sliding- Fee Free care Pay 25% of Charges Pay 50% of Charges Pay 75% of Charges Pay Full 
Charges

Accounting 
Code P0 P1 P2 P3 P4

KDHE OLRH    prepared January 31, 2008

For family units with more than 8 members, add $3,600 for each additional member. (The same increment applies to smaller family sizes also, as can 
be seen in the figures above.)

<100% FPL: 
ANNUAL 
INCOME

see source below

* SOURCE:  Federal Register: / Vol.73 , No.15  / Wednesday, January 23, 2008/ Notices    
Calculated monthly and hourly wages are for determining eligibility for programs or for fee reductions based on family income in the Charitable Health 
Provider and  Farmworker Health Voucher Program

http://aspe.hhs.gov/poverty/08fedreg.htm
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