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[bookmark: _GoBack]KANSAS STATE LOAN REPAYMENT PROGRAM
2016 Health Care Provider Application for New Contract

This application is used to determine health care provider eligibility for participation in the Kansas State Loan Repayment Program (SLRP). All forms and documentation must be typed or printed legibly and submitted by established deadline listed on the SLRP website at http//www.kdheks.gov/olrh/FundLoan.html. 

A complete Kansas State Loan Repayment Program application must include the following documents. If any forms are not included in the application packet or any questions are not answered completely, the application will be considered incomplete.
[bookmark: Check1]|_|  State Loan Repayment Provider Application Form 
|_|  Proof of US Citizenship or US National (labeled as Attachment 1)
|_|  Proof of Kansas professional license (labeled as Attachment 2)
|_|  State Loan Repayment Program Eligibility Attestation Form (labeled as Attachment 3) 
|_|  Personal Statement – Instructions outlined in section II (labeled as Attachment 4) 
|_|  Provider Verification of Employment form (labeled as Attachment 5)
|_|  Copy of the health care provider job description (labeled as Attachment 6)

IMPORTANT NOTE:  
· Health care providers applying for the Kansas SLRP must be employed by non-profit or public entity which has met Kansas SLRP eligibility requirements. 
· Non-profit/Public Sites actively enrolled in the National Health Service Corps are automatically approved as eligible Kansas SLRP entities/practice sites.  
· Entities/Practice Sites not actively enrolled in the National Health Service Corps must submit the SLRP Practice Site Eligibility Verification Form and supporting documentation to the Office of Primary Care and Rural Health for approval before  health care provider has submitted his/her Kansas SLRP application.
 



I. HEALTH CARE PROVIDER GENERAL INFORMATION 
[bookmark: Text1]Health care provider (Last, First, Middle):     
Address:                                                                       
City:        State:        Zip:        
If not currently a Kansas resident, please indicate plans for relocating include timeline:        
Home phone:       -     -     	Work phone:      -     -     
Email:                          

|_|  Proof of US Citizenship or US National provided as “Attachment 1”

Demographics (used for federal reporting purposes only):  
[bookmark: Text3]Date of birth:      				Gender:     |_| Male   |_|  Female
Race/Ethnicity:  |_|  White      	 			|_|  Black/African-American   
				|_|  American Indian/Alaskan Native	|_|  Native Hawaiian/Pacific Islander	 
     			|_|  Hispanic/Latino  	|_|  Asian     
			|_| Other

License Number:      		Original license date:           Expiration date:      
If you are not currently licensed in Kansas, when will you obtain Kansas license?      
|_| Proof of permanent Kansas professional license provided as “Attachment 2”
Applicant must provide a copy of his/her Kansas professional license or a letter from the appropriate State Board indicating that applicant has met the licensure requirements for the State of Kansas. 

Health Profession/Discipline
	[bookmark: Check2]|_| Doctor of Allopathic Medicine (MD)
|_| Doctor of Osteopathic Medicine (DO)		
|_| Certified Nurse Midwife
|_| Certified Nurse Practitioner		
|_| Physician Assistant
|_| General or Pediatric Dentist (DDS or DMD)
|_| Registered Clinical Dental Hygienist	
	|_| Clinical or Counseling Psychologist
|_| Licensed Clinical Marriage & Family Therapist
|_| Licensed Clinical Professional Counselor
|_| Licensed Clinical Social Worker
|_| Mental Health Counselor
|_| Psychiatric Nurse Specialist




Education:
Undergraduate school:      
Degree:      Date:        City, State:      

Graduate/Professional school:      
Degree:      Date:        City, State:      

Residency site (if applicable):      
Dates from and to:      	City, State:      
|_| Applicant must complete and signed the State Loan Repayment Program Eligibility Attestation Form, provided as Attachment 3
II. HEALTH CARE PROVIDER PERSONAL STATEMENT 
Answer the following questions in a format of a personal statement, labeled as Attachment 4.  
Statement should be typed, no longer than 3 pages in length, with the provider name and practice site listed on each page.
1. Describe your experience or training in multicultural settings or serving populations with special needs
Items to consider including in narrative – bilingual skills, cultural competency training or field experience.

2. Describe your experience or familiarity in a rural or undeserved area. 
Items to consider including in narrative – grew up in rural or underserved community, residency/graduate practicum experience, previous work experience in similar community(ies), personal ties to community(ies) similar to the one served.

3. Describe reasons for choosing a rural or underserved community for practice and considerations involved in your decision.
Items to consider including in narrative – specific experiences which contributed or reinforced your choice of practice in a rural or underserved community, specific factors when considering rural/underserved practice over other opportunities, understanding the challenges and rewards of practice specific to a rural or underserved community.

4. Describe your long-term goals and commitment to your practice, including factors that influenced your decision to choose the community and practice site.

5. Describe the patient population to which you provide or will provide services and how you, as a health care provider, will address these disparities and/or improve the health outcomes of the patient population.




III. ORGANIZATION/EMPLOYER INFORMATION

Organization Name:                                                        
Business Mailing Address:                               
City:                  State:             Zip:             

Primary Contact Name and Title:                                               	
Phone:                  Email:                                              	
Federal Employer Identification Number:                  
DUNS & Bradstreet Number:                  
	
Fully complete the clinic data for calendar year 2015 in the tables below:
	Payor Type
	Number of Unduplicated Patients
	Percent of Total Patients

	KanCare/Medicaid
	     
	     

	Medicare
	     
	     

	Private/Third Party Insurance 
	     
	     

	Other Public
	     
	     

	Uninsured
	     
	     

	Unknown 
	     
	     

	Total
	     
	     




	Federal Poverty Level 
	Number of Unduplicated Patients
	Percent of Total Patients

	0-100% poverty
	     	
	     

	0-200% poverty
	     	
	     

	> 200%
	     	
	     

	Unknown
	     	
	     

	Total
	     
	     



*Patients are defined as individuals who have at least one reportable visit during the reporting year.  
Individuals with limited contact with the clinic should be excluded in this count.  Instances of limited contact would include, but are not limited to, persons whose only contact is:
· When the only health service provided is part of a large-scale effort, such as an immunization program, medical or dental screening program, or community-wide service program (e.g., a health fair).
· When a provider is primarily conducting outreach and/or group education, not providing direct services.
· When the only services provided are lab tests, x-rays, immunizations or other injections, TB tests or readings, and/or filling or refilling a prescription.


IV. LOAN SUMMARY
List all educational loans received to support your undergraduate or graduate education that led to the completion of your professional training and licensure.  
If you have consolidated or refinanced any eligible loan with a non-educational loan, no portion of the consolidated/refinanced loan is eligible for loan repayment and must not be listed below.  
All columns should be fully completed for each eligible loan below.  
	#
	Account or Other ID #
	Academic Period Covered by Loan
	
Name of Loan Program
	
Lender
	
Balance

	1
	[bookmark: Text67]                     
	[bookmark: Text68]                             
	[bookmark: Text69]                                                                                                   
	[bookmark: Text70]                                
	     

	2
	     
	     
	     
	     
	[bookmark: NUM2]     

	3
	     
	     
	     
	     
	[bookmark: NUM3]     

	4
	     
	     
	     
	     
	[bookmark: NUM4]     

	5
	     
	     
	     
	     
	[bookmark: NUM5]     

	6
	     
	     
	     
	     
	[bookmark: NUM6]     

	7
	     
	     
	     
	     
	[bookmark: NUM7]     

	8
	     
	     
	     
	     
	[bookmark: NUM8]     

	9
	     
	     
	     
	     
	[bookmark: NUM9]     

	10
	     
	     
	     
	     
	[bookmark: NUM10]     

	Total Eligible Debt
		       








V. SIGNATURE SECTION

HEALTH CARE PROVIDER
I have read and understand the requirements of the Kansas State Loan Repayment Program and affirm that I meet the qualifications for participation. I certify that the information provided is accurate and complete to the best of my knowledge. I hereby authorize the Kansas Department of Health and Environment (KDHE) to contact the listed employer and relevant licensing authorities for the purpose of obtaining information about my professional qualifications and experience.  I understand that the information I have provided is subject to verification, and providing willfully false information will result in disqualification from participation in this program. 

_________________________________________________	________________________
Signature of Health Care Provider		 				Date

_________________________________________________     		
Printed Name of Health Care Provider						

ORGANIZATION/PRACTICE SITE 
I certify that the information provided is accurate and complete to the best of my knowledge, and that our site has successfully completed negotiations for employment with the health care provider.

_________________________________________________	________________________
Signature of Authorized Site Representative  				Date 

_________________________________________________    
Printed Name of Authorized Site Representative						
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