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INSTRUCTIONS FOR APPLYING FOR FUNDS


Application for program participation is made jointly by a physician and an organization or institution (for example, a hospital or clinic) in the community in which the physician wishes to practice. The application form is to be completed by the physician with a supporting letter from the organization/institution. Applicants must include a copy of their curriculum vitae or resume with their application materials. The physician applicant must submit a loan information and verification form for each educational loan being submitted for repayment consideration. Only verifiable medical school loans will qualify toward the $50,000 maximum repayment.

The letter of support from the institution/organization must include documentation of demonstrated physician shortage and physician recruiting difficulties as well as support of the medical community and community leaders. Applications must be submitted to the following address:

OFFICE OF THE STATE BOARD OF EDUCATION
Attn: Patty Sanchez
650 W. STATE ST., STE. 307
P.O. Box 83720
BOISE, ID 83720-0037 

For further information regarding the program and application process, contact Patty Sanchez with the Office of the State Board of Education at (208) 332-1562 or email at Patty.Sanchez@osbe.idaho.gov.

Deadline for submission is no later than March 1, 2012

Notice:
The Office of the State Board of Education is in the process of amending legislation that would transfer the Rural Physician Incentive Program to the Department of Health and Welfare, Office of Rural Health and Primary Care. Aside from the transfer, another significant change to the program would include changing the payment schedule so that the $50,000 maximum amount of educational debt repayments that a rural physician receives is distributed over a four- period instead of a five-year period. If this and other changes are approved by the Legislature, the changes would go into effect July 1, 2012. The Board office will continue to manage the program until such time and will provide updates on the status as it becomes available.

CHECKLIST FOR APPLICATION SUBMISSION 

Each applicant must submit the following pertinent information in order to be considered for an award from the Idaho Rural Physician Incentive Program. Only complete application submissions will be considered. 

________	Application with appropriate signatures to include:
____Section 1 (To be completed by physician applicant)
____Section 2 (To be completed by supporting institution) 
Supporting institution must include documentation regarding the need for assistance with physician recruitment and retention in the specified community. Please attach applicable documentation in letter or memo format to this application.

		____Letter of support from organization/institution 


________	Loan Information and Verification Form Part A (To be completed by physician applicant)
Complete one copy of this form for each loan you are submitting for repayment consideration under the Idaho Rural Physician Incentive Program. 

Attach a copy of the original loan agreement and current statement of account to the corresponding loan verification form. Please print clearly and be sure to complete all of Section A to expedite verification. DO NOT SEND THIS FORM TO YOUR LENDER – RETURN IT ALONG WITH YOUR APPLICATION TO THE OFFICE OF THE STATE BOARD OF EDUCATION.

________	Loan Information and Verification Form Part B (To be completed by lending institution)


________	Copy of Curriculum Vitae or Resume


________	Practice Location is in a medically underserved area designated by the U.S. Department of Health and Human Services as a Health Professional Shortage Area (HPSA) http://hpsafind.hrsa.gov//. 



2

IDAHO RURAL PHYSICIAN INCENTIVE PROGRAM
Application Form – Section 1
(To be completed by Physician)
	NAME:
	IS APPLICANT AN MD or DO? Please mark with an ‘X’.
	MD
	
	DO
	

	SOCIAL SECURITY NO:
	

	ARE YOU CURRENTLY OR HAVE YOU BEEN A RESIDENT OF IDAHO? IF SO, PLEASE PROVIDE DATES.

	HOW LONG DID YOU LIVE THERE?

	

	HOME ADDRESS:
	BUSINESS ADDRESS:

	
	

	HOME PHONE:
	BUSINESS PHONE:

	EMAIL ADDRESS:

	

	SCHOOL OF MEDICINE ATTENDED:

	DATES YOU ATTENDED:

	DID YOU PAY INTO THE FUND AS A STUDENT SUPPORTED THROUGH EITHER WWAMI OR UUSM? Please check ‘yes’ or ‘no’.
	YES
	
	NO
	

	If yes, from which State:

	

	RESIDENCY ATTENDED:

	Dates:
	

	Specialty:
	

	Institution:
	

	Location:
	

	

	NAME OF THE PRACTICE OF YOUR RESIDENCY PROGRAM (graduate medical education):

	Name
	Address
	Phone Number

	
	
	

	
	
	

	
	
	

	

	WORK EXPERIENCE SINCE LEAVING TRAINING:

	

	

	

	PLEASE MARK RESPONSES WITH AN ‘X’

	SPECIALITY BOARD CERTIFICATION:
	YES
	
	NO
	
	Date:

	LICENSED TO PRACTICE MEDICINE:
	YES
	
	NO
	
	

	CURRENTLY LICENSED AND UNRESTRICTED TO PRACTICE MEDICINE IN IDAHO?
	YES
	
	NO
	
	

	

	



IDAHO RURAL PHYSICIAN INCENTIVE PROGRAM
Application Form – Section 1 Continued
(To be completed by Physician)
	PROFESSIONAL REFERENCES

	Name/Title
	Address
	Phone Number

	
	
	

	
	
	

	
	
	

	

	OUTSTANDING EDUCATIONAL INDEBTEDNESS:*

	Name of Lending Institution
	Mailing Address
	Phone Number
	Account Number
	Balance of Account

	
	
	
	
	

	
	
	
	
	


*To facilitate the proper verification, it is necessary that you complete a separate loan verification form (attached) for each individual lending institution. 
	INTENDED/CURRENT LOCATION(S) OF PRACTICE (in eligible area)


	TYPE OF PRACTICE (i.e., community health center, private owned practice):

	PRACTICE IS EXPECTED TO BE (Please check one): 
	
	FULL-TIME
	
	PART-TIME
	
	

	IF PART-TIME, WHAT PERCENTAGE OF TIME WILL BE DEDICATED AT THIS PRACTICE LOCATION?


	DATE ON WHICH EMPLOYMENT IS EXPECTED TO BEGIN:

	REASONS FOR CHOOSING THIS SITE FOR EMPLOYMENT:

	

	HAS FEDERAL OR OTHER NATIONAL SERVICE BEEN APPLIED TO FOR REPAYMENT OF EDUCATIONAL LOAN DEBT?
	YES
	
	NO
	
	To be determined
	

	If yes, please provide details.

	

	

	

	NOTE: Federal loan repayment benefits should be applied for in all eligible locations. State and Federal loan repayment benefits may not be received concurrently. IRPIP participating physicians must notify the State Board of Education in writing if and when participation in the Federal loan repayment program commences. Only qualified medical school loan debts not reimbursed through the federal loan program for repayment under the Idaho Rural Physician Incentive Program are eligible.

	



I CERTIFY THAT THE ABOVE INFORMATION IS CORRECT TO THE BEST OF MY KNOWLEDGE:

	Signature of Physician
	Date




IDAHO RURAL PHYSICIAN INCENTIVE PROGRAM
Application Form – Section 2
(To be completed by Supporting Institution)
	SUPPORTING INSTITUTION:
	

	ADDRESS:
	

	
	

	PHONE:
	
	FAX:

	CONTACT (Name and Title):
	

	EMAIL:

	

	POPULATION OF COMMUNITY:
	

	NAME AND LOCATION OF LOCAL HOSPITAL:

	DOES APPLICANT PHYSICIAN HOLD PRIVILEGES AT LOCAL HOSPITAL?
	YES
	
	NO
	

	If not, at what hospital does applicant hold privileges?

	

	NAMES OF OTHER PRIMARY CARE PHYSICIANS IN THE COMMUNITY:

	Name
	Type of Practice

	
	

	
	

	
	

	

	DOES THE COMMUNITY HAVE A HISTORY OF DIFFICULTY IN RECRUITING AND RETAINING PHYSICIANS?
	YES
	
	NO
	

	LETTER OF SUPPORT
Supporting institution must provide documentation regarding the need for assistance with physician recruitment and retention in the specified community. Please attach applicable documentation in letter or memo format to this application. 



I CERTIFY THAT THE ABOVE INFORMATION IS CORRECT TO THE BEST OF MY KNOWLEDGE:

	Signature

	

	Title/Affiliation

	

	Date





LOAN INFORMATION AND VERIFICATION FORM
Office of the State Board of Education
650 W. State Street, Ste. 307
Boise, ID 83720-0037

The following information must be provided for each loan being submitted for repayment consideration under the Idaho Rural Physician Incentive Program. Print clearly and completely to help expedite verification. Please note that incomplete information may delay verification of your loan.

	APPLICANT: Complete one copy of this form for each loan you are submitting for repayment consideration under the Idaho Rural Physician Incentive Program. Attach a copy of the original loan agreement and current statement of account to the corresponding loan verification form. Please print clearly and be sure to complete all of Section A to expedite verification. DO NOT SEND THIS FORM TO YOUR LENDER – RETURN IT ALONG WITH YOUR APPLICATION TO THE OFFICE OF THE STATE BOARD OF EDUCATION.

	LENDING INSTITUTION: Please complete part B on the next page of this form and return to: Office of the State Board of Education, Attn: Patty Sanchez, 650 W. State Street, Ste. 307, Boise, ID 83720-0037.

	PART A – (To be completed by Physician Applicant)

	1. NAME: (Last, Middle, First)
	2. BIRTHDATE:
	3. SOCIAL SECURITY NUMBER:

	4. COMPLETE ADDRESS: (street, PO Box, City, State, Zip

	5. TELEPHONE NUMBER:

	6. NAME OF LENDING INSTITUTION: (street, PO Box, City, State, Zip

	7. TELEPHONE NUMBER:
	8. FAX NUMBER:
	9. LOAN ACCOUNT NUMBER

	10. FULL ADDRESS OF LENDING INSTITUTION: (Street, PO Box, City, State, Zip)


	11. HAS THE LOAN BEEN SOLD TO ANOTHER LENDER OR PAYMENT PROCESSING CENTER? IF YES, INDICATE SECONDARY LOAN HOLDER/PAYMENT PROCESSING CENTER’S NAME AND FULL ADDRESS.    YES_____     NO_____

	12. LOAN INFORMATION

	Loan Account Number
	Original Amount of Loan
	Original Date of Loan
	Current Balance/Date:

	
	
	
	

	
	
	
	

	13. PURPOSE OF LOAN AS INDICATED ON LOAN APPLICATION:
	14. TYPE OF LOAN (Stafford, Health Professions, etc.)


	FOR CONSOLIDATED UNDERGRADUATE AND GRADUATE EDUCATION LOANS: If you have consolidated your loans for undergraduate and graduate education costs, you must attach a copy of the loan documents for all health professions education costs that were consolidated into the new loan. 

	WARNING: Any person, who knowingly makes a false statement or misrepresentation in this loan repayment transaction, fraudulently obtains repayment for a loan, or commits any other illegal action in connection with this transaction is subject to repaying any amount received from this program plus 8% interest. I have read this statement and understand its contents. Please initial ____________



CERTIFICATION BY APPLICANT: I hereby certify to the accuracy of the above information and apply to enter into an agreement with the Office of the State Board of Education for repayment of the medical education loans I have submitted with my application hereof, incurred solely for the costs of medical education, including reasonable living expense, at a school of medicine or osteopathy. I hereby authorize the financial institution named in Item 6 above to release all applicable loan information to Idaho Rural Physician Incentive Program.


	Signature of Applicant
	Date



LOAN INFORMATION AND VERIFICATION FORM
The Idaho Rural Physician Incentive Loan Repayment Program

PART B – To be completed by Lending Institution

The individual identified on the first page of this form has applied to participate in the Idaho Rural Physician Incentive Loan Repayment Program and states that, to the best of his/her knowledge, the loan information provided is a bona fide legally enforceable commercial, state or government educational loan made for the purpose of meeting the borrower’s costs of attending a school of medicine. Please verify this information according to your records by completing the information below. 
	ACCOUNT NUMBER:
	

	ORIGINAL AMOUNT OF LOAN:
	

	ORIGINAL DATE OF LOAN:
	

	CURRENT LOAN BALANCE:
	

	LENDING INSTITUTION/LOAN SERVICER:
	

	NAME:
	

	HOME ADDRESS:
	

	
	

	EMAIL ADDRESS:
	

	PHONE:
	

	FAX:
	



PERSON TO CONTACT REGARDING CURRENT LOAN BALANCE INFORMATION PRIOR TO EACH SIX-MONTH DISBURSEMENT:
	NAME:
	

	DEPARTMENT:
	

	PHONE:
	



COMMENTS:

I hereby certify to the accuracy of the loan information contained on the reverse side of this form or as provided by the above notations and comments.

	Signature

	

	Title

	

	Date
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