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The Colorado Health Foundation Physician Loan Repayment Program

Fact Sheet

	About The Colorado Health Foundation
	The Colorado Health Foundation is a nonprofit, tax-exempt organization devoted to making Colorado the healthiest state in the nation.  Its assets total $900 million, including an investment portfolio as well as an ownership interest in the metro area HealthONE hospital system.  These assets serve the community through grants, medical education programs, and health policy initiatives.

	About the Physician Loan Repayment Program
	The Colorado Health Foundation’s Physician Loan Repayment Program, developed with Colorado Community Health Network (CCHN) and the Colorado Rural Health Center (CRHC), provides an incentive for physicians to practice in certain rural and urban underserved sites across Colorado.  The Physician Loan Repayment Program provides up to $50,000/year for three years for use in repaying a physician’s educational loans.  The physician must agree to practice at a qualified rural or urban medically underserved Colorado site for three years. 

	The Goals of the Program
	The program’s goals are to:

· Improve access to health care in rural and urban underserved communities in Colorado

· Recruit and retain Family Medicine, Internal Medicine, OB/Gyn, and Pediatric physicians to rural and urban underserved communities in Colorado

· Help attract qualified candidates to Colorado residency programs

	Program Eligibility For Providers
	Family Medicine, Internal Medicine, OB/GYN, and Pediatric physicians willing to commit to practice for at least three (3) years, full time, at a qualified site are eligible to apply.  These physicians can be currently employed or starting their career.  If a physician is looking for an eligible practice site, CRHC can assist with the job search. A signed contract will be required within one month of award notification – if not received, the award will be considered forfeited.

	Program Eligibility for Sites
	Eligible sites will be those that are non-profit or public entities, located in a Health Professional Shortage Area (HPSA) of Colorado, and serving underserved population groups – whether they are rural or urban.  The program’s definition of “rural” is any non-urbanized part of Colorado. “Underserved” populations can be evaluated by use of HPSA, MUA, and MUP designations. These designations can be researched at www.hpsafind.hrsa.gov and www.muafind.hrsa.gov. Weight is given to the degree to which the particular applicant practice site is accepting and serving Medicaid, Medicare, the State Children’s Insurance Program (SCHIP/CHP+), and any services to indigent and/or uninsured patients. Community Health Centers (also referred to as Federally Qualified Health Centers) in rural and urban areas are eligible to apply. 

	Match
	No community or practice site match is required.

	Award Information
	The program provides up to $50,000/year for three years for use in repaying the physician’s medical educational loans. There will be approximately twelve awards given each year, spread across the highest areas of need. The final award decisions are made by The Colorado Health Foundation Awards Committee. Awards will be announced approximately one month after the application deadline for physicians. The loan repayment award may be taxable and if awarded the provider strongly encourage awardees to contact their CPA for guidance.

	Award Payments
	Loan repayment funds will be dispersed in six increments, every six months for three years at the commencement of the signed service agreement.

	Deadline
	PLEASE NOTE THAT FOR ALL APPLICANTS, EXCEPT THOSE WORKING AT FQHCs, BOTH THE PROVIDER AND PRACTICE SITE MUST SUBMIT COMPLETE APPLICATIONS BY March 5, 2010.

	For More Information


	For rural or other providers:


The Colorado Rural Health Center (CRHC)
3033 South Parker Road, Suite 606

Aurora, CO 80014

(303) 832-7493

info@coruralhealth.org
	For FQHC providers:

Colorado Community Health Network (CCHN)
600 Grant Street, Suite 800

Denver, CO 80203

(303) 861-5165, 241

Tanah@cchn.org


Physician Application Form

PART 1 - PERSONAL INFORMATION (required)
	Last Name:
	First Name:

	Mailing Address:

	City:
	State:
	Zip:

	Home Phone: (       )
	Date of Birth: 

	Cell Phone: (       )
	Email Address: 

	Work Phone: (      )
	Gender: 
(Optional)
	Ethnicity: 

(Optional)


PART 2 - QUALIFICATIONS AND ELIGIBILITY (required)
	Provider Type: (Check one.)
□ Family Physician  w/  OB:  □ Yes □ No               □ OB/Gyn

□ Pediatrician                                                         □ Internal Medicine Physician
*NOTE: Only Family Physicians, Internal Medicine Physicians, Obstetrician/ Gynecologists, and Pediatricians are eligible for this award.

	Do you hold a full and unrestricted training and/or medical license to practice medicine in the state of Colorado?          □ Yes □ No
Provide license #______________Date of initial issuance:____/____/____

	If currently completing a FP, IM, OB/GYN, or PED residency in Colorado, what is the name of your residency program? ______________________________________________________________________
Expected date of completion: ____/____/____

	

	Do you verify you practice full time out-patient clinical practice? □ Yes   □ No
What is your total qualifying loan debt? ______________________________

How much funding are you requesting?  

(The maximum amount is $50,000/year for a three year employment commitment.)

$_____________ Year One
$_____________ Year Two
$ ___________ Year Three

	Please note that according to the policies of the National Health Service Corp (NHSC) and the Colorado State Loan Repayment Program (SLRP) you are not permitted to be fulfilling a service obligation for multiple loan repayment awards at the same time (this includes outstanding service obligations for health professional service to the Federal Government (e.g., an active military obligation or a Nursing Education Loan Repayment Program obligation), a State (e.g. other State Loan Repayment Program or Scholarship Program obligation) or other entity, including privately funded programs such as this one…). Therefore the following scenarios hold true:
· If you are currently a recipient of NHSC or SLRP you are not permitted to accept a TCHF award, unless your NHSC or SLRP obligation will be completed before the start of your TCHF commitment.  

· If you are not yet a recipient of any loan repayment award but have applied to several programs, and if you are eventually offered more than one program’s award, you must choose between them if they have overlapping service commitments. The penalties for receiving awards and serving obligations for more than one program at a time are severe. Please reference each program individually for further details. 

Keep in mind that once you have completed a service obligation for one program, you may then receive an award and fulfill a service obligation for another program.



	Please specify if you have applied for or received other financial assistance through loan repayment or scholarship programs to date. Please carefully answer regarding each program listed below:

	Program
National Health Service Corp - Scholarship

National Health Service Corp - Loan Repayment
CO State Health Care Provider Loan Repayment 

Colorado Rural Outreach Program (CROP)

Other – Specify:______________________
	Applied

□ Yes/date: ___ □ No
□ Yes/date: ___ □ No
□ Yes/date: ___ □ No
□ Yes/date: ___ □ No
□ Yes/date: ___ □ No
	Received

□ Yes, date: ___ □ Pend □ No 
□ Yes, date: ___ □ Pend □ No 
□ Yes, date: ___ □ Pend □ No 
□ Yes, date: ___ □ Pend □ No 
□ Yes, date: ___ □ Pend □ No 


PART 3 - PRACTICE SITE INFORMATION (required)
	Practice Site Name:

	Address:
	

	City:
	State:
	Zip:

	Site Contact:

	Phone: (       )
	Website address:

(optional)

	Start Date: ____/____/____
	

	Has the site completed and submitted the Site Application Form?  □ Yes □ No


PART 4 – ESSAY AND DOCUMENTATION (all items required)
1. Attach a personal statement (maximum of two pages) defining your commitment to serving the underserved populations in the community where you will practice. Please include the following information:  

· Tell us a little about yourself, your history, if you grew up in a rural or urban area, and why you are interested in rural or urban underserved practice.
· Address your commitment to serving the needs of rural or urban underserved populations (depending on your practice location).

· Describe how the practice meets the particular healthcare needs of the community and/or region.
· Describe cultural competency and unique experiences that assist you in serving the clinic’s population.

· After the loan repayment commitment, what will you do?
· Describe any other information that would be helpful to TCHF Awards Committee in assessing your qualifications to receive benefits under this program. 

2. Attach a copy of your Curriculum Vitae (C.V.)

3. Attach a copy of your signed employment contract. If you do not yet have a signed contract, you can still submit this application. 
Note: A signed loan repayment contract must be received within one month of notification of receipt of award. If it is not received within one month, we will consider your award forfeited and will re-distribute the monies to the next deserving applicant. It can take quite a while to negotiate a contract, so we strongly suggest that you have all the negotiations of your contract figured out BEFORE submitting your application to this program. This will make it easier for you to submit a signed contract to us within one month of award, if you are awarded. 
4. Attach current statements confirming all eligible educational loan balance(s); these should be documents from your lending institutions.
5. Provide one letter of support.

· If you are currently completing a residency program, please submit a letter of support from the residency program director.

· If you are currently employed please submit a letter of support from your employer. The letter needs to be from the CEO and/or Medical Director.
· If you are not currently in residency and have yet to work for the employer with whom you are submitting this application, please submit a letter of recommendation from a peer.
PART 5 – SUBMISSION REQUIREMENTS: The application must be submitted in its entirety, in one package, at one time via e-mail, USPS mail or fax. Incomplete applications will be disqualified. Applications must also be received by the deadline (NOT postmarked by the deadline). Applications received after the posted deadline will be disqualified. 
	For rural or other providers:

Cherith Chapman

The Colorado Rural Health Center

3033 South Parker Road, Suite 606

Aurora, CO 80014

(303) 832-7493

Fax (303)

info@coruralhealth.org

	For FQHC providers:

Tanah Wagenseller

Colorado Community Health Network

600 Grant Street, Suite 800

Denver, CO 80203

(303) 861-5165, 241

Fax (303) 861-5315

Tanah@cchn.org


Practice Site/Clinic Application Form

If you are a Federally Qualified Health Center (FQHC) BEFORE filling out this form, contact Tanah Wagenseller at Colorado Community Health Network, at (303) 861-5165 x 241. 
 PART 1 - PRACTICE SITE INFORMATION (required)
	Practice Site Name:

	Address:
	Website address (optional):

	City:
	State:
	Zip:

	Site Contact:

	Phone: (       )
	Email:

	What is the name of the physician candidate for whom you are submitting this application?



	Is the physician for whom this application is being submitted going to be practicing at your facility full time? □ Yes    □ No

	Type of Practice – Please check all that apply:

□  Non-profit                                                         □ Public entity 

      □  Federally Qualified Health Center (FQHC)*
□ Private Practice


□  Certified Rural Health Clinic (RHC) – hospital owned 

      □  Certified Rural Health Clinic (RHC) – not hospital owned 
      □  Other, please describe: ______________________________________

	Is your facility located in the following? 


If you do not know, please contact the program administrator for assistance.

 □ HPSA – Score _______                        □ N/A
 □ MUA

 □ MUP

	Payor Mix


Percent of patients with the following payor source:


____% Medicare

____% Medicaid

___% Private Insurance



____% CHP+

____% Uninsured/Indigent


Is the practice currently accepting new patients for the following?

     Medicare


□ Yes   □ No

     Medicaid


□ Yes   □ No

     CHP+  


□ Yes   □ No

	Does the practice use a sliding fee schedule for uninsured patients?  □ Yes □ No


If yes, please attach a copy of the sliding fee schedule to this application.



	List the number, type, and full time equivalent (FTE) clinical staff at the site:


Clinical staff providers (physicians) _______


Clinical non-physician providers (mid-levels) ______


Clinical support staff _____

	If the provider receiving the award is a new hire (versus current staff), how long have you 
been recruiting for this position?

____Less than 6 Months
____6 Months to 1 Year
___More than 1 Year


	Please specify other members of your staff who have applied or received other loan repayment programs. Please check all that apply:

	Loan Repayment Program

National Health Service Corp
Colorado State Health Care Provider Loan Repayment Program
Colorado Rural Outreach Program (CROP)
Other – Specify:______________________
	Applied

□ Yes □ No
□ Yes □ No
□ Yes □ No

	Received

□ Yes □ No
□ Yes □ No
□ Yes □ No


PART 2 – ESSAY (all items required)
1. Provide a brief history of your clinic and description of the healthcare situation in your community.

2. Describe the general ethnic, cultural, and/or socio-economic makeup of the practice site’s patient population. 
3. What additional services does your clinic provide that are designed to serve the uninsured/indigent patients in your community (for example, free clinics at specific times, mobile outreach, transportation, interpreters, housing assistance, etc.)?

4. Please provide a statement of how your clinic assists your clients in accessing other health care resources they may need (ie. program enrollment, specialist care when needed, etc.)

5. If the provider that will be receiving this award is a new hire (versus someone that is already on your staff), why is this provider needed in your clinic and community?

6. If the provider that will be receiving this award is already on your staff, why is it important for you to retain this provider?

7. Please provide a retention strategy for you to retain this provider. (Please see the enclosed information regarding retention plans to get an idea of what a solid retention plan encompasses.) 
8. Attach at least three letters of support from the local community for this recruitment and retention effort (ie. from the local Chamber of Commerce, other local health care facilities and providers, the school board, the economic development council, etc.).
I certify that the site information on this profile is accurate.

__________________________________
_____________________



Signature




Date
__________________________________
_____________________



Name





Title

NOTE: This information is used to assist The Colorado Health Foundation’s Loan Repayment Program Review Committee in determining which loan repayment applications best meet the objectives of serving the rural and urban underserved communities of Colorado.  The Committee may ask for additional information, if necessary.  Other than to help the Committee make its award decision, this information will be kept confidential.

SUBMISSION REQUIREMENTS: The application must be submitted in its entirety, in one package, at one time via e-mail, USPS mail or fax. Incomplete applications will be disqualified. Applications must also be received by the deadline (NOT postmarked by the deadline). Applications received after the posted deadline will be disqualified. 
Submit Application Form and Attachments to:


If you are an FQHC, please contact Tanah Wagenseller at Colorado Community Health 
Network, at (303) 861-5165 extension 241, before filling out this form. 


If you are not a FQHC, please return this form to:


Cherith Chapman


Colorado Rural Health Center


3033 S Parker Rd., Suite 606

Aurora, Co 80014

(303) 832-7493


cc@coruralhealth.org












