[image: image2.png]


Primary Care and Behavioral Health Professional Application
Indiana Health Care Professional Recruitment and Retention Fund

State Loan Repayment Application

Indiana State Department of Health
Revised 2-6-19

	Section I – Personal Data

	Please type or print with ink.

Applicant Name:______________________________________________________________________

Home Address:_______________________________________________________________________

City_____________________________________State__________________Zip Code:_____________
Day Phone______________________ Evening Phone:_______________________________________

Email:______________________________________________________________________________
Social Security Number:_____________________________________ _Birth Date: ________________

Is Applicant a citizen of the United States?                                        ___Yes   No___

Does Applicant have a current and unrestricted Indiana                

License to practice his/her profession?                                              ___Yes   No___ 

Is Applicant free of un-served obligations for service

(e.g., federal, state, local government or other entity?                   ___Yes   No___(If no, attach explanation)

Is Applicant free of judgments arising from federal debt?              ___Yes   No___(If no, attach explanation)


	Section II – Health Profession (Please check all that apply)

	___ Allopathic (MD) or Osteopathic (DO) Physician including:

___family medicine,                        ___gerontology

___obstetrics/gynecology,             ___general pediatrics

___general internal medicine       ___general psychiatry

___General practice dentists (D.D.S. or D.M.D.)

___Primary care nurse practitioners (NPs)  
___Pharmacist

___Registered Nurse (RN)
___Certified nurse-midwives (NMs) 

___Primary care physician assistants (PAs) 

___Registered clinical dental hygienists (DHs) 

___Health Service (clinical or counseling)  psychologists (CPs) 

___Clinical social workers (CSWs) 

___Psychiatric nurse specialists (PNSs) 

___Licensed professional counselors (LPCs or LMHCs) 

___Licensed Marriage and family therapists (LMFTs)
___Masters-level, licensed alcohol and substance abuse counselors (LCAC)



Confidential Information (per IC4-1-8)

	Section III – Health Professional Education

	School:_____________________________________________ Date of Graduation:________________

City________________________________________ State __________________Zip Code__________

Post Graduate Training:________________________________________________________________

Board Eligible:_________ Board Certified_________ IN License Number:_________________________
Certificate Number: __________________________IN License Date:____________________________
Attach a current curriculum vitae documenting all education and training, and accounting for all time periods of employment since the applicant’s completion of the qualifying health profession education. 



	Section V – Practice Site

	The practice site must be in a mental, primary care, or dental health professional shortage area (HPSA).
The Applicant must have completed at least one year of practice in a site type listed below.

Site shortage area status can be found at this website: http://datawarehouse.hrsa.gov/GeoAdvisor/ShortageDesignationAdvisor.aspx

	Applicant agrees to provide full-time (40 hours/week) services at:
Practice site name:___________________________________________________________________

Address:____________________________________________________________________________

City:____________________________County____________________________Zip code:__________

Practice site contact person:___________________________________________________________

Title:______________________________________Phone:__________________________________

Email:_____________________________________
Description of Practice Site: 
___Community /Migrant Health Center   _____Hospital               ___Rural Health Clinic  
___Maternal and Child Health Clinic         _____Health Facility    ___Other____________________
___Area Health Education Center              _____ Nurse-managed Clinic
___Community Mental Health                   _____Homeless Programs

___Free Clinics or Mobile Unit                  _____FQHC

___School-based program                         _____State and County Health Dept. Clinics

___Community Outpatient Clinics             _____Correctional or Detention Facilities (Federal/State Prisons)
___Critical Access Hospitals                        _____Long-term Care facilities
Section V – Practice Site Continued

	Type of Practice:  _____ Public

                                _____Private Not-for-Profit (attach copy of federal tax exempt letter)

Beginning Date of Employment (not the date SLRP service will begin):____________________________
Number of clinical hours per week at this practice location:___________________________________

Attach a copy of your contract or job work profile/employment verification with the practice site.



	Section V – Educational Debt

	Estimate of total outstanding educational debt from all lenders:_________________________

Request submission of the attached Lender Disclosure Form (page 6) from each loan holder.

Attach a current loan statement for each loan listed.  Loan statements must contain Applicant’s name, account number, and the principal and payoff balances.

	1. Loan Holder:____________________________________________________________________
Loan Holder Address:_____________________________________________________________

City____________________________________ State_____________ Zip Code:______________

Account Number: _________________________Loan Balance: ___________________________

	2. Loan Holder:____________________________________________________________________

Loan Holder Address:_____________________________________________________________

City____________________________________ State_____________ Zip Code:______________

Account Number: _________________________Loan Balance: ___________________________

	3. Loan Holder:____________________________________________________________________

Loan Holder Address:_____________________________________________________________

City____________________________________ State_____________ Zip Code:______________

Account Number: _________________________Loan Balance: ___________________________

	4. Loan Holder:____________________________________________________________________

Loan Holder Address:_____________________________________________________________

City____________________________________ State_____________ Zip Code:______________

Account Number: _________________________Loan Balance: ___________________________

Section V – Educational Debt Continued

	5. Loan Holder:____________________________________________________________________

Loan Holder Address:_____________________________________________________________

City____________________________________ State_____________ Zip Code:______________

Account Number: _________________________Loan Balance: ___________________________



	6. Loan Holder:____________________________________________________________________

Loan Holder Address:_____________________________________________________________

City____________________________________ State_____________ Zip Code:______________

Account Number: _________________________Loan Balance: ___________________________



	7. Loan Holder:____________________________________________________________________

Loan Holder Address:_____________________________________________________________

City____________________________________ State_____________ Zip Code:______________

Account Number: _________________________Loan Balance: ___________________________



	8. Loan Holder:____________________________________________________________________

Loan Holder Address:_____________________________________________________________

City____________________________________ State_____________ Zip Code:______________

Account Number: _________________________Loan Balance: ___________________________



	9. Loan Holder:____________________________________________________________________

Loan Holder Address:_____________________________________________________________

City____________________________________ State_____________ Zip Code:______________

Account Number: _________________________Loan Balance: ___________________________




(Attach additional copies of Section V if necessary)
Section VI: Personal Statement
(A brief statement of 250 words or less highlighting your work experiences and ongoing commitment to public service.)
Section VII: Employment Verification Form
To be completed by applicant

	Name (Last, First, MI):
	

	Home Address:
	     

	City, State, Zip:
	


I authorize my employer to provide the employment information requested by the ISDH SLRP Program.
	
	
	

	Applicant’s Signature
	
	Date


********************************************************************************************************************

To be completed by employer 

The above named employee has applied for loan repayment benefits from the State Loan Repayment Program (SLRP). Please complete the following section and return this form to the applicant. 

	Job Title of Employee:
	

	Date of Hire
	

	Applicant is employed full-time(40 hrs/wk)
	 FORMCHECKBOX 
 Yes
 FORMCHECKBOX 
   No
	

	Name of Organization:
	

	Organization Address:
	

	Employee practice site(s) addresses. Please list all:
	

	
	


As the authorized official of this site, I certify that the information provided above is true and complete to the best of my knowledge and that the applicant meets the eligibility for SLRP.  
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Printed Name







Date
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Authorized Signature
	
Section VIII – Certifications and Registrations

	As applicant, I certify the following: 

During the past 12 months, I have not discriminated, nor will I in the future discriminate against any persons seeking my medical/dental/mental or other health care services. I charge fees at the customary rate prevailing in the area in which my services are provided, except that I charge fees at a reduced rate (using a sliding fee scale), or no fee at all for services provided to anyone who does not have the insurance or income to pay the usual fee. During the past 12 months, I have accepted and will continue to accept Medicare/Medicaid/Children’s Health Insurance/Healthy Indiana Plan assignments as full payment for my services as established in Titles XIII - XIX of the Social Security Act. 

All statements made in this Application are complete and accurate to the best of my knowledge. I understand that falsification will disqualify my application. I authorize representatives of the Indiana State Department of Health to contact institutions holding any of the listed educational loans, educational institutions that I attended, and employers to verify the accuracy of the information contained in this Application. 

_______________________________________________________________________________

Applicant Signature (Full Legal Name)                                                                        Date 

___________________________________________________________________________________
Typed or Printed Name: 



	Attestation, Auditors Forms, and State Bidder Registration
Opioid ECHO Learning: Provide A written statement to attest to the completion of an Opioid Echo Learning opportunity before the end of the contract period.  Link to the Echo: https://oudecho.iu.edu/get-involved/
Auditor of State Registration:  Applicants must submit the W-9 AND Automated Direct Deposit Authorization Agreement forms found on the Auditor’s Office webpage at http://www.in.gov/auditor/924.htm. Indiana Code (IC 4-13-2-14.8) mandates that all payments to vendors be made via direct deposit. 

Buy Indiana Registration: Any individual, company or business desiring to receive payment from the State of Indiana must complete the bidder profile registration at http://www.in.gov/idoa/2464.htm.



	Email your completed application  and attachments to:

ISDH SLRP Team,  SLRP@isdh.in.gov 



	Indiana Health Care Professional Recruitment and Retention Fund
Outstanding Educational Loan Debt Information

LENDER DISCLOSURE

	Applicant:   Lender Disclosure forms must be sent to each lending institution or agency for which you are seeking loan re-payment.  The lending institution should forward the completed form to our office.

	Lender: If the named individual's application is approved, the requested information will be used to arrange third-party pre-payment of a portion or all of the applicant's debt.

	Applicant's name as it appears on loan: ____________________________________________​​​​​​​​_________________                                         
Original lending institution, federal or state program, please provide:

	______________________________________________________________________________________________
Full Name of Institution or Program                                 Contact Person                   Telephone Number 
 _____________________________________________________________________________________________
Street Address                                                City                                        State                  Zip Code 
_____________________                      $_____________________                           _________________
Loan ID Number                                       Original Loan Amount                                    Date of Original Loan 
__________________________          $______________________                          _________________
Grace Period/Forbearance Dates        Current Balance                                                 Date of Balance 
______________%                                  _______________________
Interest Rate                                             Simple or Compound 
If interest rate is variable, explain terms: 
Purpose of loan as indicated on the application:


	Certification by Applicant Borrower: 
I hereby authorize the government or financial institution named above to release information to the Indiana State Department of Health for repayment of outstanding health care professional education debt. I certify the accuracy of the enclosed information and apply to enter into an agreement with the INDIANA HEALTH CARE PROFESSIONAL RECRUITMENT AND RETENTION FUND for repayment of all or the appropriate portion of the educational loan listed above, incurred solely to finance undergraduate, graduate, or health care professional education, not including residency. 
___________________________________________________________       _______________________________

Full Legal Signature:                                                                                                      Date:

	Certification by Authorized Agent of Lending Institution: 
The undersigned states that, to the best of his or her knowledge, the loan identified above is a bona fide, legally enforceable, commercial, state, or government educational loan, made for the purpose of meeting the borrower's costs of obtaining a health care professional education. 
__________________________________________________________        ________________________________

Print/Type Name of Authorized Agent                                                                                                         Title 
Official Signature:_______________________________________________________________________________
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