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Massachusetts Community Health Center
Primary Care Nurse Practitioner Loan Repayment Program
EMPLOYER APPLICATION FORM AND INFORMATION
Multiple applications from any single Community Health Center or eligible site will be considered for loan repayment dependant on funding, priority and need. Sites submitting multiple applications must prioritize each application in Section C of this form.

Section A: Community Health Center Information 
Name of Community Health Center
     
Corporate Address
     

     

     
List all primary care sites  
     

     

     
Center CEO      
Center CMO      
Center Contact Person
     

Telephone
(   )    -    

Fax
(   )    -    

Email Address
     
Section B: Vacancy and Staffing Information for Site 
Is the CHC seeking to fill a vacancy
 

 FORMCHECKBOX 
 Yes    FORMCHECKBOX 
 No  or
                                      …a new position 


 FORMCHECKBOX 
 Yes    FORMCHECKBOX 
 No
If the position is a vacancy, how long has it been or will it be vacant?

     
If the position is a new expansion position how long has it been or will it be vacant?

     

*How many new patients has this site had over the last year? 



*Do you have a waiting list for new patients?

     
*Please expand on these items in Section C: Statement of CHC site need.

To assist us in reviewing (and prioritizing) your application and projecting need please provide the following information:


# of Currently Employed/Contracted Primary Care Nurse Practitioners

     

# of Fulltime Equivalency (FTE’s) of Primary Care Nurse Practitioners

     
Please reflect in the table below your best projected estimates of your potential need for loan repayment for primary care retention and recruitment.  Please include the full estimate of primary care nurse practitioners you employ now or will recruit for who you think would possibly benefit from loan repayment (LRP):
Projected Need for PC Nurse Practitioners over Three Years and Potential LRP Applications:

	Reason
	Current
	Year 1
	Year 2
	Year 3
	Cumulative Total

	Retention
	     
	     
	     
	     
	     

	Vacancy
	     
	     
	     
	     
	     

	Expansion
	     
	     
	     
	     
	     

	Period Totals
	     
	     
	     
	     
	     


Section C: Statement of CHC Site Need 
Please attach a separate page with 1-2 paragraphs describing how a particular applicant for loan repayment meets the needs at your site and how they will benefit the patients and the community that they will be serving.  Examples of areas to address in this statement include:  language skills, cultural competency, clinical experience treating prevalent disease within community, leadership, CHC hardships prior to hiring provider.

If this is a vacancy replacement, please also describe the void and hardships the applicant will fill.  If this is an expansion position, please include details of your CHC’s needs as they pertain to growth and reasons for the expansion.  
	     



Section D: CHC Retention Plan

Please submit your site’s plan for retaining the provider during and after the loan repayment period. 

Section E: CHC Eligibility Verification

	 FORMCHECKBOX 
Yes  FORMCHECKBOX 
No
	The       (CHC) is licensed by the Department of Public Health as a free standing community health center.

	 FORMCHECKBOX 
Yes  FORMCHECKBOX 
No
	The       (CHC) is licensed by the Department of Public Health or       under       (hospital).

	 FORMCHECKBOX 
Yes  FORMCHECKBOX 
No
	The       (CHC) serves a HPSA designated community or population and/or is located in a HSPA designated community.


As a representative of       (CHC) we are committed to place a qualified primary care nurse practitioner applicant for loan repayment for which our CHC is deemed eligible.  We have a specific interest in the following applicant:       and recommend this applicant for approval for loan repayment with a commitment by the applicant to work at our community health center.

SIGNATURE OF THE PRESIDENT/CEO OF THE COMMUNITY HEALTH CENTER
____________________________________
     
Signature
Date

     
     
Print Name
Title
This program was made possible by donations from the Commonwealth of Massachusetts and Neighborhood Health Plan. It is administered by the Massachusetts League of Community Health Centers.
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