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MINNESOTA STATE LOAN REPAYMENT PROGRAM (SLRP)

CANDIDATE APPLICATION

2010-2011
Loan Repayment for primary health care providers practicing in Health Professional Shortage Areas (HPSAs)

Application Deadline: August 3, 2011
APPLICATION DEADLINE: August 12, 2011 (must be faxed or postmarked by this date)
RETURN APPLICATION AND SUPPORTING DOCUMENTS BY MAIL TO:
Minnesota Department of Health

Office of Rural Health and Primary Care

Attn: Loan Forgiveness Program Officer

P.O. Box 64882

St. Paul, MN 55164-0882

OR BY FAX TO: (651) 201-3830

CANDIDATE APPLICATION CHECKLIST

The candidate application must include the following documents. Incomplete applications will not be fully scored and may not be considered for an award.
 FORMCHECKBOX 

Candidate application

 FORMCHECKBOX 

Certification of Naturalization (if born outside of the United States)
 FORMCHECKBOX 

Certification of residency completion (required for physicians)

 FORMCHECKBOX 

Board Certification (if available)

 FORMCHECKBOX 

Minnesota license (must be permanent and unrestricted)

 FORMCHECKBOX 

Resume or Curriculum Vitae (CV)

 FORMCHECKBOX 

Reference letters

 FORMCHECKBOX 

Essay response

 FORMCHECKBOX 

Site application 

Use tab key (do not use enter key) to navigate through the form to fill-in your information.
Include all information requested or your application will be void.
Personal Information

First Name:




      Middle Name: 

                          Last Name:




     
     
     
Home Address:












Home City:



  Home State:
     
     
     
Home Zip:


       Home Phone (xxx-xxx-xxxx):


   Work Phone (xxx-xxx-xxxx):

     
     
     
Email Address:










          DOB (m/d/yyyy):


     
     
Are you a U.S. Citizen or national? 
 FORMCHECKBOX 
 Yes
 FORMCHECKBOX 
 No 


Place of Birth:
     
If born outside the U.S., please provide proof of citizenship.

Type of Provider
 FORMCHECKBOX 

Family Practice Physician



 FORMCHECKBOX 
 
Licensed Independent Clinical Social Worker




 FORMCHECKBOX 

Obstetrics/Gynecology Physician

 FORMCHECKBOX 

Licensed Professional Counselor

 FORMCHECKBOX 

Internal Medicine
 Physician

 
 FORMCHECKBOX 

Psychiatric Nurse Specialist
 FORMCHECKBOX 

Pediatric Physician




 FORMCHECKBOX 

Marriage & Family Therapist

 FORMCHECKBOX 

General Psychiatrist




 FORMCHECKBOX 

Nurse Practitioner

 FORMCHECKBOX 

Clinical Psychologist, Ph. D. 


 FORMCHECKBOX 

Certified Nurse Midwife
 FORMCHECKBOX 

Dentist







 FORMCHECKBOX 

Certified Midwife
 FORMCHECKBOX 

Dental Hygienist





 FORMCHECKBOX 

Physician Assistant
Professional Education

University: 








                                   University City:

           University State: 
     
     
     
Start Date (m/d/yyyy): 

          Graduation Date (m/d/yyyy):  

  Approximate remaining educational debt:
     
     
$     
Training
Residency Program (if applicable): 








Residency City:


       Residency State: 
     
     
     
Start Date (m/d/yyyy):


 End Date (m/d/yyyy):         

     
     
Please provide a copy of your residency certificate. 

Certification

Are you Board Certified? 
 FORMCHECKBOX 
 Yes
 FORMCHECKBOX 
 No

Are you Board Eligible?
 FORMCHECKBOX 
 Yes 
 FORMCHECKBOX 
 No
Name of Board:




     Certification Date (m/d/yyyy):
     
     
Please provide a copy of your certification. 

License

Type:





     State: 



  Number: 

     
     
     
Issue Date (m/d/yyyy):


  Expiration Date (m/d/yyyy):

  Restrictions (if any): 
     
     
     
Please provide a copy of your licensure. 

Has your licensed ever been restricted or revoked in any state?  FORMCHECKBOX 
 Yes 
 FORMCHECKBOX 
 No

If yes, Please explain: 

     
Are any professional disciplinary actions pending in any state:  FORMCHECKBOX 
 Yes 
 FORMCHECKBOX 
 No
If yes, Please explain:

     
Do you have an existing service obligation with any federal, state, or other entity?  FORMCHECKBOX 
 Yes     FORMCHECKBOX 
 No
If yes, please describe the obligation and when it will be completed:

     
Have you defaulted on any federal debt or have a judgment lien against you arising from a federal debt?  FORMCHECKBOX 
 Yes     FORMCHECKBOX 
 No
If yes, Please explain:

     
Have you defaulted on any federal student loans even if the creditor now considers you in good standing?
 FORMCHECKBOX 
 Yes  FORMCHECKBOX 
 No

Have you breached a prior service obligation to any entity, even if you have subsequently satisfied the obligation?
 FORMCHECKBOX 
 Yes  FORMCHECKBOX 
 No

Have you had any Federal debt written off as uncollectible or had any Federal service or payment obligation waived?
 FORMCHECKBOX 
 Yes  FORMCHECKBOX 
 No

Personal Contact
List two individuals who will be in contact with you during the next three years to ensure our ability to contact you.
Name (First and Last): 









  Relationship to you: 
     
     
Home Phone (xxx-xxx-xxxx):

     
Name (First and Last): 









  Relationship to you: 
     
     
Home Phone (xxx-xxx-xxxx):

     
Employment

Clinical Site where you have signed an employment agreement to practice full-time:

Name:















     
     
     
Address:













 County:

Sites must apply and be approved by the Office of Rural Health and Primary Care.

Training and Experience
Include a resume or CV that describes and details your educational background, health care training and clinical experiences. 
References
Please provide letters of reference and support from at least one but no more than two individuals (including your intended service obligation site) evaluating your suitability for participation in the State Loan Repayment program. If you are a recent graduate or in a residency program, you may include one reference letter from the director of your training program. 

Reference letters should be on letterhead and include; (1) a statement of the writer’s relationship to you; (2) an evaluation of your suitability for participation in this program; and (3) the writers contact information. 
Essay

Please describe the patient population in which you provide services including any health disparities experienced by that population. In addition, please describe how you, as a health care provider, will address these disparities and increase the health outcomes of the patient population (e.g., community outreach/education, support groups, research).  
 
I certify that the information given in this application and supporting documents is accurate and complete to the best of my knowledge. I hereby authorize the Minnesota Department of Health to contact references listed in the application for the purpose of obtaining information about my professional qualifications and experience. I understand that the information I have provided is subject to verification  and providing willfully false information will result in disqualification from participation in this program. 
Name (First, Middle, Last), original signature required:
                                                    Date (m/d/yyyy):
     

For more information contact Deb Jahnke at (651) 201-3845 or (800) 366-5424 (MN only) or debra.jahnke@state.mn.us 
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