[image: ]		KANSAS STATE LOAN REPAYMENT PROGRAM                                    			PAYMENT VERIFICATION FORM

I declare that all information provided herein is true and complete to the best of my knowledge. I have read, understand, and acknowledge that pursuant to my Agreement, this form and the documents requested are necessary and required by the Office of Primary Care and Rural Health for purposes of the loan forgiveness program. Failure to provide any of the information requested on this form may result in me being in violation of the Agreement.

Name (First, Middle, Last):									Date (m/d/yyyy):
	
	



Provide a summary of your loan payments made (to all designated loan servicers). Enter loan information below:
	Loan Servicer/Bank
	Account #
	Total Amount Paid Towards Loan 
	Last Payment Date
(m/d/yyyy)
	Loan Balance
	Date of Loan Balance
(m/d/yyyy)

	
	
	
	
	
	

	
	
	
	
	
	

	
	
	
	
	
	

	TOTAL AMOUNT PAID BY YOU TO ALL LOAN SERVICERS(S): (Must total at least the amount paid to you by the State) 
	



In addition to completing this form, provide a copy of your most current statement from each loan servicer showing: (1) your name, (2) your account number, and (3) the loan balance.

Please return to ATTN: Kansas State Loan Repayment Program 

By Mail: Office of Primary Care and Rural Health, KDHE Bureau of Community Health System
1000 SW Jackson St. Suite 340, Topeka, KS 66612-1365
[bookmark: _GoBack]Or by Email: primarycare@kdheks.gov   
Or by Fax: (785) 296-1231
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