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Massachusetts Community Health Center
Primary Care Physician Loan Repayment Program

APPLICATION REQUIREMENTS GUIDANCE AND CHECKLIST
For current physicians with a minimum tenure of two years at MA CHC
This Checklist reflects core application requirements.  We reserve the right to ask for additional information or clarification. You must initial each item on this Checklist, and sign and date the Checklist below. Your signature indicates that you understand all items required by the application. Return this Checklist with your application.
Keep a copy of the application package for your records, and submit the original. No application materials will be returned to applicants. Applications will be continuously accepted.  Please see dates for Committee review and decision making times in Information for Applicants document.
____1.
Completed Application Form for Loan Repayment Program.

____2.
Completed Loan Information and Verification Form for each loan for which you are seeking repayment assistance.

____3.
Copies of your original loan application, promissory notes, disclosure statements, and statements from current holder indicating the borrower’s name, amount borrowed, date of original disbursement, and type of loans are required with a Loan Information and Verification Form completed for each loan.
___ 4. 
Copies of current account statement showing your loan balance for each loan submitted.  The current account statement must be dated not more than 90 days before the postmark on the application.

___ 5.
Payment Information Form for each qualified loan.

___ 6.
If potential employer is known, confirm with them that they have completed an Employer Application.
____7.
Copy of your medical degree (for medical school graduates).

____8.
Copy of your permanent license to practice in Massachusetts with an expiration date if you have your license.  Copies of all current state licenses.

____9.
Provide copies of “Responses to Information Disclosure Request” by requesting a Self-Query through the National Practitioner Data Bank (NPDB) and the Healthcare Integrity and Protection Data Band (HIPDB) (www.npdb-hipdb.hrsa.gov). Please note that the response to the Self-Query may take up to a month to receive; please plan accordingly.
___10.
Letters of Reference should be provided by your CHC’s Executive Director and Medical Director; and mailed directly to the Massachusetts League of Community Health Centers.
___11.
Proof of U.S. citizenship or status as a permanent/legal resident.  A copy of U.S. passport, birth certificate, or residency certificate.

___12.
Copy of your specialty board certification or residency completion certification.
___13.
Copy of your curriculum vitae/resume.
___14.
Initialed, signed and dated Checklist.
___________________________________
___________________________________
________________
Name (print)
Signature
Date

Massachusetts Community Health Center

Primary Care Physician Loan Repayment Program
This application is designed to be completed electronically as a Word file. Please use the tab or place your cursor over the gray boxes to navigate the form. Field size will expand to accommodate entered text. Once completed, print, sign and mail along with other application materials to the address at the end of this document.
APPLICATION FORM
For current physicians with a minimum tenure of two years at MA CHC
Section A: Biographical Information

Name
     
     
     

Last
First
Middle

Home Address
                       


Street


        
         
       

City


State

Zip Code

Home Phone
(   )    -    
Work
(   )    -    
Cell
(   )    -    
Fax
(   )    -    
E-mail
     
Social Security Number
   -  -    
Date of Birth

Gender (check)
 FORMCHECKBOX 
Male /  FORMCHECKBOX 
Female

Languages Spoken
     
How did you hear about this program? 
Medical School
     
Year of Medical School Graduation
      (expected)   or       (completed)
Residency Training Program
     
Year of Completion
      (expected)   or       (completed)

Specialty (e.g. Family Medicine)
      
Board Certified (check)    FORMCHECKBOX 
Yes  /   FORMCHECKBOX 
No

Employment information:
Community Health Center (CHC) Name
     
CHC SITE ADDRESS for expected employment: 
     

     
Projected Start Date of Employment at a CHC
       or
Committed Employment Start Date
     
Full-time
 FORMCHECKBOX 
Yes       FORMCHECKBOX 
No

Number of Clinical Sessions and hours
     
Total number of hours (include admin, teaching, etc)
     

Section B: Professional Activities and Community Service

1. Provide a copy of your curriculum vitae, including information regarding your medical school education, residency training, fellowship training, teaching appointments, research experience, and employment history. Include any honors, identifying awards received during or since graduating from medical school.

2. List and describe any volunteer work, community service, advocacy efforts and leadership activities in which you have been involved. Please describe those efforts focusing on underserved or special populations.
Essays

Essays should be one to two pages in length. 

1. Please share your vision of medicine and describe how you have demonstrated your commitment to this vision. Please share your interest in practicing medicine at a community health center and in primary care.
2. Please describe the professional goals you have set for yourself to achieve over the next two years at your community health center.  What resources and/or support will you need to accomplish your goals? Describe the opportunities and challenges you perceive face community health centers and how this will impact your career in the future.
Section C: Educational Indebtedness

What is the approximate total of your outstanding educational loans?       








       as of (date) 
Are any of your educational loans in a delinquent status?  FORMCHECKBOX 
Yes    FORMCHECKBOX 
No
If yes, describe below the financial circumstances resulting in the delinquency.


Copy of loan balance(s) from month previous to this application, attached     FORMCHECKBOX 
Yes    FORMCHECKBOX 
No
Please list your qualified educational loans below. (Attach additional page(s) if necessary.)

	Loan Holder/Servicer’s Name,

Address, and Telephone Number
	Loan Type
	Account Number
	Current Balance

	     
	     
	     
	     

	     
	     
	     
	     

	     
	     
	     
	     

	     
	     
	     
	     

	     
	     
	     
	     

	     
	     
	     
	     


Please describe, on a separate page, any special circumstances or economic hardships that you would like us to consider in reviewing your application.

Are you currently participating in or applying for a federal, state, private or employer- sponsored loan repayment program?  FORMCHECKBOX 
Yes    FORMCHECKBOX 
No
If yes, name the program:      
Period receiving funding: From:
     

     
  
 $ FORMTEXT 

     

To:  or
Expected award notice date:

Section D: Other Information

Provide a letter of recommendation from your Executive Director and Medical Director. Letters should describe your contributions to your patient panel and the organization as a whole as well as explain how you will continue to remain committed going forward. List the names of these individuals along with their phone numbers, postal and email addresses. Letters of recommendation should be mailed directly to the Massachusetts League of Community Health Centers. These letters may accompany the Employer Site Application.
Name:
                  
                           
             
       

  Last
First
Middle
Title

Address:
      
      
         
       

 Street
City
State
Zip Code

Telephone:
(    FORMTEXT 

   
)-    
Email Address      
Name:
                  
                           
             
       

  Last
First
Middle
Title

Address:
      
      
         
       

    Street
City
State
Zip Code

Telephone:
(    FORMTEXT 

   
)-    
Email Address      
Provide affirmation of the eligibility criteria by initialing the following items: 

	Statement
	Affirmation

	I, the applicant, am a United States Citizen or a legal resident of the United States.
	     

	I have a current and non-restricted license or certificate to practice in the Commonwealth of Massachusetts or indicate date you will be eligible and applying.
	     

	I do not have an existing unsatisfied obligation to the National Health Service Corps, or to any other federal, state or local government or other entity for health professional service.
	     

	I agree to provide primary health services to any individual seeking care and will not discriminate on the basis of the patient’s ability to pay for care.
	     

	I do not have a judgment lien against my property for a debt to the U.S. government.
	     

	If awarded a loan through this program, I will work fulltime in an eligible community health center for at least two years, or at least three years if I receive three years of loan funding.
	     


Please provide any other information that you would like us to consider as we review your application. (Attach additional pages.)

By signing below, I authorize the MLCHC to confirm my interest, qualifications and employment opportunity with interested community health centers.

By signing below, I certify that the information that I have submitted in this application is complete and correct to the best of my knowledge and belief.

Signature: __________________________________________________

Date: 
Return application and recommendations to:

Massachusetts League of Community Health Centers

Primary Care Physician Loan Repayment Program

Leslie Bailey, Program Manager

40 Court Street, 10th Floor

Boston, MA  02108 617-426-2225

This program was made possible by donations from Bank of America, Partners HealthCare System, Inc. and the Commonwealth of Massachusetts. It is administered by the Massachusetts League of Community Health Centers.
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	This program is partially funded through a grant from the Bank of America Charitable Foundation. BOA is not a participating lender in this program.


PAGE  
3

[image: image1.png][image: image2.emf][image: image3.emf] 

