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	 Kansas State Loan Repayment Program Provider Verification of Employment

Attachment 5

New applications for the Kansas State Loan Repayment Program (SLRP) must include this Provider Verification of Employment form.  This form is intended to verify employment of the health provider and must be completed by the authorized site official.   

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. 

If any forms are not included in the application packet or any questions are not answered completely, the application will be considered incomplete and disqualified for the SLRP.  

I. HEALTH CARE PROVIDER INFORMATION
[bookmark: Text1]Health care provider (Last, First, Middle):     
[bookmark: Text4]License Number:      		Licensing agency or board:          
Employment Date of Health Care Provider:          

|_|  Copy of Health Care Provider Job Description provided as “Attachment 6”

List the proposed salary, benefits and malpractice coverage provided for a new health care provider:        


II. PRACTICE SITE INFORMATION
List the practice site(s) information where the health care provider will be working:

	


Practice Site 1 (Primary Practice Site)

	[bookmark: Text27][bookmark: _GoBack]Practice Site Name:       

	Practice Site Address:
[bookmark: Text29]     
	City
[bookmark: Text30]     
	State
[bookmark: Text31]  
	Zip Code
[bookmark: Text32]          

	Medical/Dental Director at Practice Site:
     
	Primary Point of Contact at Practice Site:
     

	[bookmark: Text53][bookmark: Text35]Point of Contact – Phone Number:  (   )      
	[bookmark: Text36]Point of Contact - Email:       

	Date of Employment:       
	Hours Worked Per Week:   

	Does this health care provider provide specialty care/services at the practice site?  |_|  YES     |_| NO





	


Practice Site  (if applicable)

	Practice Site Name:       

	Practice Site Address:
     
	City
     
	State
  
	Zip Code
     

	Medical/Dental Director at Practice Site:
     
	Primary Point of Contact at Practice Site:
     

	Point of Contact – Phone Number:  (   )      
	Point of Contact - Email:       

	Date of Employment:       
	Hours Worked Per Week:   

	Does this health care provider provide specialty care/services at the practice site?  |_|  YES     |_| NO

	


Practice Site 3 (if applicable)

	Practice Site Name:       

	Practice Site Address:
     
	City
     
	State
  
	Zip Code
     

	Medical/Dental Director at Practice Site:
     
	Primary Point of Contact at Practice Site:
     

	Point of Contact – Phone Number:  (   )      
	Point of Contact - Email:       

	Date of Employment:       
	Hours Worked Per Week:   

	Does this health care provider provide specialty care/services at the practice site?  |_|  YES     |_| NO






I have read and understand the requirements of the Kansas State Loan Repayment Program, and affirm that the listed practice site in this application meets the qualifications for participation in the Kansas State Loan Repayment Program.
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.

I certify that the above named provider began/will begin work at the above-named site (s) on ______________________  
I certify that the above named provider works/will work full-time (at least 40 hours per week) for at least 45 weeks per year. At least 32 of the minimum 40 hours per week are/will be spent providing direct patient care.


__________________________________________________	________________________________
Signature of Health Care Provider	  					Date 

__________________________________________________ 	_______________________________  
Printed Name of Health Care Provider						Title

__________________________________________________	________________________________
Signature of Authorized Site Representative  					Date 

__________________________________________________    	________________________________  
Printed Name of Authorized Site Representative					Title
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