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Health care providers applying for the Kansas SLRP must be employed by a 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 the health care provider has submitted his/her Kansas SLRP application.


I. ORGANIZATION INFORMATION

[bookmark: _GoBack]Organization Name:                               
Business Mailing Address:                     
City:        State:        Zip:        

Primary Contact Name and Title:                          	
Phone:        Email:      	
Federal Employer Identification Number:        
DUNS & Bradstreet Number:        
|_|  YES     |_| NO	  Is your organization a public entity?
|_|  YES     |_| NO	  Is your organization a private, non-for-profit?

List practice site geographic boundaries or population centers served by the practice sites:      

Does the health care provider and practice site accept patients regardless of insurance status or ability to pay?
☐Yes   ☐ No

Are there any limits on patients the health care provider or practice site accepts?

☐Yes   ☐ No 
If answered yes, please explain:                          


On average, how many days does it take to schedule a routine, non-urgent appointment? Click here to enter text.
  

Is your clinic/practice currently accepting new patients?
☐Yes   ☐ No

On average, how many days does it take for a new patient to schedule a routine, non-urgent appointment?  Click here to enter text. 

Does your clinic/practice site accept Medicaid/KanCare? ☐Yes   ☐ No  
If answered yes, please include Medicaid Provider number:                     

Does your clinic/practice site accept Medicare? ☐Yes   ☐ No  
If answered yes, please include Medicaid Provider number:                     

Does your clinic/practice site accept new Medicaid/KanCare patients? ☐Yes   ☐ No

What percent of your clinic’s patients are Medicaid/KanCare beneficiaries? Click here to enter text. 

Does your clinic offer a sliding fee scale discount/financial assistance to patient based on income? ☐Yes   ☐ No

What percent of your clinic’s patients meet/use your clinic’s sliding fee discount/financial assistance? Click here to enter text. 


II. PRACTICE SITE SUPPORTING DOCUMENTATION INFORMATION

|_| Site’s policies on non-discrimination of patients based upon race, color, sex, national origin, disability, religion, age, or sexual orientation, as per the NHSC Site Agreement.

|_| Site’s Sliding Fee Discount Program documentation - financial assistance/sliding fee discount program policy, the sliding/discount fee schedule, and the patient application form for financial assistance.

|_| Photograph or copy of posted signage that meets the requirements of the NHSC Site Agreement. 

|_| Proof of access/referral arrangements for ancillary, inpatient, and specialty care that is not available on-site (e.g. MOUs, MOA, or contracts.) If formal referral arrangements do not exist, the applicant site must describe fully how it assurances patient access to this care.


III. RETENTION PLANNING 

|_|  YES     |_| NO	  Does the practice site have a workforce recruitment and retention plan in currently place? 
If available, please provide a copy of recruitment and retention plan, labeled as Attachment 7.




Describe the practice site’s proposed plan to retain the health care provider in the service area upon completion of their service obligation. (500 word limit) 
                                   








I certify that the information provided is accurate and complete to the best of my knowledge.

__________________________________________________		________________________________
Signature of Authorized Site Representative  					Date 

__________________________________________________     		
Printed Name of Authorized Site Representative						


	
Submit all documents to:

	Attn: State Loan Repayment Program
	Office of Primary Care & Rural Health 
	Bureau of Community Health Systems
	1000 SW Jackson St, Suite 340
	Topeka KS  66612-1365
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