Provider Application: Part A

Michigan State Loan Repayment Program 

Michigan Department of Community Health

	Applicant Name and Title: 

     
	Sponsoring Agency:
     
	Date:
     

	Instructions:

	This form must be completed by the provider applying for loan repayment.  It should be typed, then printed and mailed to the MSLRP Office as part of your MSLRP Single-submission Application Package, which must include:


· Provider Application, Part A – completed by provider
· Provider Application, Part B – completed by provider and holder(s) of loans

· Practice Site Application – completed by employer

	Agreement Information

	You must discuss this application with your employer before applying for loan repayment.  Since your employer must contribute to your loan repayment agreement, all of the terms you request below must be the same as those requested by your employer on the Practice Site Application and Declaration of Intent Form.  Please note that initial MSLRP agreements must be for a minimum of two years.

	Please indicate below the terms you have agreed upon with your employer:
Length of agreement (number of years):

 FORMCHECKBOX 
 1 Year (continuations only)
 FORMCHECKBOX 
 3 Years
Note:  You may not receive loan repayment for a total of more than four (4) years
 FORMCHECKBOX 
 2 Years
 FORMCHECKBOX 
 4 Years
Total amount to be paid to you each year:

 FORMCHECKBOX 
 $15,000
 FORMCHECKBOX 
 $35,000
Note:  You may not receive more than $35,000 per year
 FORMCHECKBOX 
 $25,000
 FORMCHECKBOX 
 Other (     )
Total amount to be paid to you over the term of the agreement: $      
Note:  You may not receive an amount greater than the amount of your eligible debt, as indicated on your Provider Application, Part B
My employer is a:
 FORMCHECKBOX 
  Not-for-profit and agrees to contribute 20 percent (20%) of the total amount of this agreement, as described above.

 FORMCHECKBOX 
  For profit and agrees to contribute 50 percent (50%) of the total amount of this agreement, as described above.


	Priority Provider Status Request:
You may request priority status to receive preference in the MSLRP selection process by checking the box indicating your provider type:

 FORMCHECKBOX 
  Obstetric Service Provider

Obstetrics is the branch of medicine that deals with the care of women during pregnancy and during and following childbirth.  This includes OB/GYN physicians and certified nurse midwives, as well as family medicine physicians, nurse practitioners, and physician assistants who provide obstetric services on a regular basis at both hospital and non-hospital-based clinics.  Clinicians who provide prenatal care, but do not perform deliveries, may also receive priority status.

 FORMCHECKBOX 
  Psychiatrist

 FORMCHECKBOX 
  M-SEARCH Participant

Did you complete an M-SEARCH clinical rotation, including a Community Project, as part of your professional education?  

 FORMCHECKBOX 
 Yes        FORMCHECKBOX 
 No

If ‘Yes,’ please complete the following:

· Name of the professional education program you were attending:       
· Name of your M-SEARCH clinical rotation site:      
· Your clinical rotation site’s address:  Street:              City:               State:          Zip Code:       
· Enter the ‘Begin’ and ‘End’ dates of your M-SEARCH rotation:  Begin Date:                      End Date:       


	National Health Service Corps (NHSC) Application Status

	 FORMCHECKBOX 
  No – I  have not applied and will not apply to the NHSC Loan Repayment Program. 

 FORMCHECKBOX 
  Yes – I have also applied or will apply to the NHSC Loan Repayment Program.

Please note:  Program funds will need to be obligated quickly after 1/15/2013.  Providers, including those applying to the NHSC, must be ready to either accept or decline an MSLRP contract when first contacted by the program.  Once the contracting process begins, applications of those not ready to contract will be withdrawn, and they will be invited to reapply during the following year.



	

	


	Personal Information

	Age and Race information is required for federal reporting.

	Last Name

     
	First Name
     
	Middle Name
     
	Social Security No.
      -   -     
	 FORMCHECKBOX 
 Male    FORMCHECKBOX 
Female

	Address

                                 
	City
     
	State

  
	Zip

     

	Home Phone  (   )      
	Cell Phone  (   )      
	E-mail      

	Are you a U.S. citizen?     FORMCHECKBOX 
 Yes     FORMCHECKBOX 
 No
	Date of Birth:       
	Age at time of this application:

	Race/Ethnicity:

 FORMCHECKBOX 
 Hispanic

 FORMCHECKBOX 
 American Indian, Eskimo or Aleut (AIEA)

 FORMCHECKBOX 
 White (except Hispanic)

 FORMCHECKBOX 
 Asian or Pacific Islander (API)

 FORMCHECKBOX 
 Black (except Hispanic)
	Are you MULTIRACIAL*?   FORMCHECKBOX 
 Yes   FORMCHECKBOX 
 No

*For the purposes of this question, you are Multiracial if you have parents from more than one of the broad race categories listed or if at least one of your parents is Multiracial.
	If Yes, please mark all of the races with which you identify.

 FORMCHECKBOX 
 Hispanic     FORMCHECKBOX 
White     FORMCHECKBOX 
 Black 

             FORMCHECKBOX 
 API          FORMCHECKBOX 
 AIEA 



	Educational and Professional Information

	Professional Designation:   FORMCHECKBOX 
 CNM    FORMCHECKBOX 
 NP   FORMCHECKBOX 
 PA    FORMCHECKBOX 
 Social Work    FORMCHECKBOX 
 DDS/DMD    FORMCHECKBOX 
 Psychologist    FORMCHECKBOX 
 MD    FORMCHECKBOX 
 DO

	If MD or DO, what is your specialty?  FORMCHECKBOX 
 Family Practice   FORMCHECKBOX 
 Obstetrics/Gynecology   FORMCHECKBOX 
 Pediatrics   FORMCHECKBOX 
 Internal Medicine   FORMCHECKBOX 
 Psychiatry

	License Number:       
	State of Licensure:  FORMCHECKBOX 
 Michigan     FORMCHECKBOX 
 Other:

	Name of Medical/Nursing/Dental/PA/Graduate School       

	School Address        

	City    
     
	State
  
	Zip

     

	Beginning date of medical/graduate/dental education:       
	Graduation date:       

	Name of residency program(if applicable):
	Completion date:

	Program Address
     
	City
     
	State
  
	Zip

     

	Will you provide OB/GYN care on a regular basis?          


	 FORMCHECKBOX 
Yes (
 FORMCHECKBOX 
 No (
	If yes, will you work at least 40 hours per week, spending at least 21 hours per week providing direct primary care in an ambulatory setting during normally scheduled office hours?  FORMCHECKBOX 
Yes  FORMCHECKBOX 
No

	
	
	If no, will you work at least 40 hours per week, spending at least 32 hours per week providing direct primary care in an ambulatory setting during normally scheduled office hours?  FORMCHECKBOX 
Yes  FORMCHECKBOX 
No


	Practice Site Information

	Complete the information requested below for each Practice Site at which you intend to fulfill your MSLRP service obligation.  A Practice Site is a location at which you will provide primary care to residents of a Health Professional Shortage Area. The Sponsoring Agency is the health care system or organization that owns the practice site.

	Practice Site Name:
     
	Name of Sponsoring Agency

     

	Practice Site Address:

     
	City
     
	State
  
	Zip

     

	Work Phone:  (   )      
	Work Email:       


	Date of Employment:       
	Hours Worked Per Week:   

	Or Expected Date of Employment:       
	Or Expected Hours Worked Per Week:    


	Practice Site 2 (If Applicable)

	Practice Site Name:
     
	Name of Sponsoring Agency

     

	Practice Site Address:

     
	City
     
	State
  
	Zip
     

	Work Phone:  (   )      
	Work Email:       

	Date of Employment:       
	Hours Worked Per Week:    

	Or Expected Date of Employment:       
	Or Expected Hours Worked Per Week:    


	Practice Site 3 (If Applicable)

	Practice Site Name:
     
	Name of Sponsoring Agency

     

	Practice Site Address:

     
	City
     
	State
  
	Zip
     

	Work Phone:  (   )      
	Work Email:       

	Date of Employment:        
	Hours Worked Per Week:    

	Or Expected Date of Employment:       
	Or Expected Hours Worked Per Week:    


Practice Site 4 (If Applicable)

	

	Practice Site Name:
     
	Name of Sponsoring Agency

     

	Practice Site Address:

     
	City
     
	State
  
	Zip
     

	Work Phone:  (   )      
	Work Email:       

	Date of Employment:        
	Hours Worked Per Week:    

	Or Expected Date of Employment:       
	Or Expected Hours Worked Per Week:    


Practice Site 5 (If Applicable)

	

	Practice Site Name:
     
	Name of Sponsoring Agency

     

	Practice Site Address:

     
	City
     
	State
  
	Zip
     

	Work Phone:  (   )      
	Work Email:       

	Date of Employment:        
	Hours Worked Per Week:    

	Or Expected Date of Employment:       
	Or Expected Hours Worked Per Week:    


	Loan Information


	You must list all educational loans for which you have a remaining balance, whether or not they entail a service obligation.  Include only loans that funded your undergraduate or graduate education and training that led to the professional license necessary for the position at which you will fulfill your MSLRP service obligation. 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 or included in your Provider Application: Part B.  Please list the information about all of your current educational loans in the “Current Loans” section.  List all original educational loans that have been consolidated into one of your current loans in the “Original Loans That Have Been Consolidated” section.  Next to the name of each original loan you list, fill in the current loan # (1-20) of the loan into which the original loan was consolidated.

	Current Loans: 
	
	Original Loans That Have Been Consolidated: 

	#
	Account or Other ID #
	Academic Period Covered by Loan
	Name of Loan Program
	Lender
	Balance
	
	Original Loan Name
	Current

 Loan # 

	1
	                     
	                             
	                                                                                                   
	                                
	     
	
	                                                       
	                 

	2
	
	
	
	
	     
	
	
	

	3
	
	
	
	
	     
	
	
	

	4
	
	
	
	
	     
	
	
	

	5
	
	
	
	
	     
	
	
	

	6
	
	
	
	
	     
	
	
	

	7
	
	
	
	
	     
	
	
	

	8
	
	
	
	
	     
	
	
	

	9
	
	
	
	
	     
	
	
	

	10
	
	
	
	
	     
	
	
	

	11
	
	
	
	
	     
	
	
	

	12
	
	
	
	
	     
	
	
	

	13
	
	
	
	
	     
	
	
	

	14
	
	
	
	
	     
	
	
	

	15
	
	
	
	
	     
	
	
	

	16
	
	
	
	
	     
	
	
	

	17
	
	
	
	
	     
	
	
	

	18
	
	
	
	
	     
	
	
	

	19
	
	
	
	
	     
	
	
	

	20
	
	
	
	
	     
	
	
	

	Total Eligible Debt
	[0 FORMTEXT 

0
]

	
	
	

	

	 (  Do any of the above loans already entail a service obligation?        FORMCHECKBOX 
 Yes      FORMCHECKBOX 
 No      If yes, check those that apply.

	Certification Statement:

	I certify that the information above is true and correct:   __________________________________________________         _________________

                                                                                                                                                                       Signature                                                                                          Date                           
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