New York State Department of Health 





Doctors Across New York 



Physician Practice Support Program (Cycle II) 



RFA #: 1103141142


APPLICATION COVER PAGE
Complete this form last, after all other application material has been completed and you are ready to submit your application.  Note that any missing required components will result in disqualification of the application.

Name of Applicant:                                                                                                   
Operating Certificate Number (if applicable):                                                           
FEIN/Social Security Number:                                 
Number of pages submitted, including this cover page, all attachments and appendices listed below, and corresponding supporting documentation:                          
Application Checklist:

Submissions should include two originals and three copies of your application.  

Your application submission must include this checklist and the attachments listed below: 

· Application Cover Page 

· Attachment I:  Applicant Information
· Attachment II:  Identified Physician Information

· Attachment III:  Statement of Need

· Attachment IV:  EITHER
· Attachment IV-A:  Budget Request for Individual Physician Applicants OR
· Attachment IV-B:  Budget Request for Facility or Practice Applicants

· Attachment V:  Employment Contract or Business Plan

· Attachment VI:  Program Workplan

The application should also include:

· Attachment VII:  Vendor Responsibility Attestation 
Attachment I:  Applicant Information (page 1 of 2)
1.
Applicant Name:                                                                                                             
2. Applicant Address:                                                                                                          

                                                                                                                             


                                                                                                                  
3. Applicant FEIN/TIN/SSN:                            

4. NYSDOH Operating Certificate # if applicable:                              
5. Applicant is:   FORMCHECKBOX 
 Not-for-Profit      FORMCHECKBOX 
 For-Profit 

6. Applicant Charities Registration Number:        -       -        or 

Reason for Exemption:                                                                                                  
7. Person Responsible for Project: 

Name/Title:                                                                                                                    
Phone:  (       )       -      

  E-mail address:                                            

8. Name, title, and signature of individual authorized to attest to the accuracy of the information in this application and to bind the applicant to any contract resulting from this application: 

Name:                                                           

Title:                                                
Signature:  ________________________________________________________________

Attachment I:  Applicant Information (page 2 of 2)
9. Facility Type (Check one category and appropriate subcategories): 

 FORMCHECKBOX 

  Hospital 


  FORMCHECKBOX 
         Teaching
  
 FORMCHECKBOX 
    
Non-Teaching


  FORMCHECKBOX 
         New York City
 FORMCHECKBOX 

Rest of State

 FORMCHECKBOX 

 Other health care facility licensed by the Department


  FORMCHECKBOX 
         Rural
      
 FORMCHECKBOX 
      
Non-Rural


  FORMCHECKBOX 
         New York City
 FORMCHECKBOX 

Rest of State

 FORMCHECKBOX 

Other health care facility (specify)                                                              


  FORMCHECKBOX 
         Rural
      
 FORMCHECKBOX 
      
Non-Rural


  FORMCHECKBOX 
         New York City
 FORMCHECKBOX 

Rest of State

 FORMCHECKBOX 

Solo or group medical practice 


  FORMCHECKBOX 
         Rural
      
 FORMCHECKBOX 
     
Non-Rural


  FORMCHECKBOX 
         New York City
 FORMCHECKBOX 

Rest of State

 FORMCHECKBOX 

Individual physician 


  FORMCHECKBOX 
         New York City

 FORMCHECKBOX 
Rest of State

10.  Amount of funding requested from DANY PPS (not to exceed $100,000):  $                     
11.  Dates of service obligation:        /     /      to      /     /     
 Note:  Date of service obligation will coincide with the two-year contract period.
Attachment II:  Identified Physician Information (page 1 of 3)
a)  Physician Name:                                      
                                
     
Last




First
  


Middle Initial 

b)  Address:                                                                                                                    



                                                                                                                           
                                                            

c)  Telephone:  (       )       -            

ALTY
d)  Date of Birth:       /     /     
e) E-mail:                                                              
f) Current Position:   FORMCHECKBOX 
        Resident/Fellow 

                                   FORMCHECKBOX 
        Practicing/Attending physician 

If completing a residency, fellowship, or other medical training program, indicate the anticipated date of completion.         /      
                                   month           year





Specialty:                                                                               
    Start date of current employment:       /     /     
Location of current position (facility or physician practice organization name, 

street address, city, zip):

                                                                                                                                        
                                                                                                                                        
     If the start date is prior to 7/1/10, is the current position located in or does it

     serve an underserved area in New York State?    FORMCHECKBOX 
 Yes
 FORMCHECKBOX 
 No

 FORMCHECKBOX 
  N/A

g) Is identified physician currently licensed or certified to practice as a physician in New York State?    
 FORMCHECKBOX 
      Yes, license number ______________________________       

 FORMCHECKBOX 
      No               

 FORMCHECKBOX 
      Pending, date applied _____________________________
Attachment II:  Identified Physician Information (page 2 of 3)
h) Is identified physician in good standing with the Department’s Office of Professional Medical Conduct?

                  FORMCHECKBOX 
  Yes         FORMCHECKBOX 
  No

i) Does the identified physician have a Physician Profile on the Department of Health’s website?
             FORMCHECKBOX 
  Yes         FORMCHECKBOX 
  No

j) Check the one that applies to the identified physician:

 FORMCHECKBOX 
 

Identified physician is a U.S. citizen

 FORMCHECKBOX 


Identified physician is a permanent resident alien holding an I-155 or I-551 card

 FORMCHECKBOX 


Identified physician is neither of the above

k) Indicate all medical schools, residency programs or fellowship programs that the identified physician has attended, as well as dates attended, major or specialty, and degree awarded.  Attach additional sheets as necessary.
	    Name and Address of Institution and Program
	Dates Attended
	Major or Specialty
	Degree Awarded

	1.       
	  /   to   /      
	     
	     

	2.       
	  /   to    /    
	     
	     

	3.       
	  /   to   /   
	     
	     

	4.       
	  /   to   /   
	     
	     


Attachment II:  Identified Physician Information (page 3 of 3)
l) Has identified physician applied for or received any other scholarship and/or loan forgiveness awards?   
 FORMCHECKBOX 
   No                 FORMCHECKBOX 
   Yes        If yes, please fill in boxes below, as applicable.








          







	Applied To
	Award Received
 (DP = Decision Pending)
	Amount
	Date of Award

(if applicable)
	Dates of Service Obligation

	Regents Health Care Scholarship
	Yes / No / DP
	$     
	   /   /   
	   /   /   

	National Health Service Corps Scholarship
	Yes / No / DP
	$     
	   /   /   
	   /   /   

	Regents Physician Loan Forgiveness Award Program
	Yes / No / DP
	$     
	   /   /   
	   /   /   

	National Health Service Corps Loan Repayment Award
	Yes / No / DP
	$     
	   /   /   
	   /   /   

	Doctors Across New York Loan Repayment 
	Yes / No / DP
	$     
	   /   /   
	   /   /   

	Doctors Across New York Physician Practice Support
	Yes / No / DP
	$     
	   /   /   
	   /   /   

	Loan Repayment Program – Other (Please specify)


	Yes / No / DP
	$     
	   /   /   
	   /   /   


m) For individual physician applicants who are requesting funding for the purpose of repaying qualified educational debt:
List all loan debt for undergraduate or medical education, made by or guaranteed by the federal or state government, or made by a lending or educational institution approved under Title IV of the federal Higher Education Act.    
	Creditor Name
	Creditor Address
	Original Amount Borrowed
	Current Balance

	     
	     
	$     
	$     

	     
	     
	$     
	$     

	     
	     
	$     
	$     

	     
	     
	$     
	$     

	     
	     
	$     
	$     


                                                                                         

 TOTALS    $      

     $      
Attachment III:  Statement of Need (page 1 of 4) 

1. Proposed Service Area:

For the proposed service area to be served by the identified physician, please list the following:

County(ies) of:                                                                                                                            
Town(s) (if applicable):                                                                                                              
Neighborhood(s) (if applicable):                                                                                                  
Population served (if applicable):                                                                                               
Please check all letters below that characterize the service area described above and fill in the blanks where indicated.  Please note that if less than two (2) items are checked or if documentation for the checked items is missing or does not substantiate the information checked, the application will be deemed ineligible for an award.  

The information below pertains specifically to:                                                                                    . 








County, Town, or  Neighborhood 

 FORMCHECKBOX 
 a. For primary care services:  Geographic area encompasses one or more federally-designated primary care Health Professional Shortage Area(s) or Medically Underserved Area(s).  Documentation supporting the HPSA or MUA is attached.

 FORMCHECKBOX 
 b. For mental health services:  Geographic area encompasses one or more federally-designated mental health Health Professional Shortage Area(s) or Medically Underserved Area(s).  Documentation supporting the HPSA or MUA is attached.

 FORMCHECKBOX 
 c. For specialty physicians:  County(ies) of proposed service area listed above is/are listed in Attachment VIII for the specialty indicated in Attachment II, item f.

 FORMCHECKBOX 
 d. The service area contains a high percentage of indigent persons demonstrated by:

 FORMCHECKBOX 
 
A percentage of individuals below poverty level that exceeds 13.2% of the population of the service area (for non-NYC areas), and/or 

 FORMCHECKBOX 
 
A median family income level lower than $63,211, and/or 

 FORMCHECKBOX 
 
A per capita income level lower than $27,466.  

 FORMCHECKBOX 
 e. The service area contains      % of non-white individuals, which is higher than the national average of 27%.

 FORMCHECKBOX 
 f.  The service area contains      % of employed persons, which is lower than the national average of 65.2% for persons in the labor force (population 16 years and over) 

 FORMCHECKBOX 
 g.  The service area contains      % children ages 5 or younger, which is higher than the national average of 6.9%.

 FORMCHECKBOX 
 h.  The service area contains      % of adults ages 65 or older, which is higher than the national average of 12.6%.
Attachment III:  Statement of Need (page 2 of 4)
2.  Proposed Site Location:

Please complete this section for each site where the identified physician will be providing services.  If the physician will be providing services in more than one location, please complete a separate page for each site.
Name of practice site                                                                                                                   
     Street                                                                                                                                           
     City                                                       New York     Zip          County                              
     Date service began/will begin:       /     /       Percentage of time spent at this site:      
     Location of area served by practice site:   
     
  FORMCHECKBOX 
  NYC  

      FORMCHECKBOX 
  Rest of State ( FORMCHECKBOX 
 Rural  or   FORMCHECKBOX 
 Non-Rural)
Please check all that characterize the site listed above.   Please note that if less than two (2) items are checked or if documentation for the checked items is missing or does not substantiate the information checked, the application will be deemed ineligible.
 FORMCHECKBOX 
  a.  For primary care providers:  Site is designated as a primary care Health Professional Shortage facility (HPSA), but is not located in a geographically designated HPSA area. 

 FORMCHECKBOX 
  b.  For mental health providers:  Site is designated as a mental health Health Professional Shortage facility (HPSA), but is not located in a geographically designated HPSA area. 

 FORMCHECKBOX 
  c.  For rural health providers:  Site is located in a rural town or county as listed in Attachment IX.

 FORMCHECKBOX 
  d.       % of the site’s visits, combined as a percentage of total visits (i.e.,      % Medicaid +      % Child Health Plus +      % free and sliding fee-scale care +      % Family Health Plus), are for indigent care, which is thirty percent (30%) or more.

 FORMCHECKBOX 
  e.  Site has      % use of emergency room facilities for routine primary care, which is greater than 35%.

Attachment III:  Statement of Need (page 3 of 4)
 FORMCHECKBOX 
 f.   Average waiting time for established patients for routine preventive or follow-up appointments with a primary care physician is       weeks, which exceeds twelve (12) weeks from the initial patient request.
 FORMCHECKBOX 
 g.  Average waiting time for new patients for routine preventive  appointments with a primary care physician is       weeks, which exceeds six (6) months from the initial patient request. 

 FORMCHECKBOX 
 h.  For referrals to the specialty requested, the average waiting time for consultation appointments is       weeks, which exceeds 12 weeks from the initial patient request.

 FORMCHECKBOX 
 i.   For referrals to the specialty requested, the average waiting time for urgent appointments is       weeks, which exceeds 4 weeks from the initial patient request.

Site #       of      
Attachment III:  Statement of Need (page 4 of 4)
3. Proposed Specialty:

For the specialty listed on Attachment II, item f, of the application, please check all letters (a-e) that characterize the specialty.  Please note that if less than two (2) items are checked or if documentation for the checked items is missing or does not substantiate the information checked, the application will be deemed ineligible.  See section VI.C.3 of the application instructions for information regarding acceptable documentation.

 FORMCHECKBOX 
 a. There are currently NO other providers offering similar services for the specialty at the proposed service site. 

 FORMCHECKBOX 
 b. The travel distance from the applicant’s proposed service site to the next closest provider practicing the listed specialty exceeds 20 miles (Rest of State) or 5 miles (NYC). 

 FORMCHECKBOX 
 c. Site anticipates a decrease in the number of physicians practicing in the specialty due to announced retirements or departures.

 FORMCHECKBOX 
 d. Site has been recruiting to fill a vacancy for 12 months or longer.
 FORMCHECKBOX 
 e. For the hospital closest to the site, the rates of hospitalization for preventable conditions, or prevention quality indicators (PQI), exceed the statewide rate by 25% for the composite of conditions related to the specialty.   
Attachment IV-A:   Budget Request for Individual Physician Applicants
Doctors Across New York – Physician Practice Support
a) 

Contractor Name:                                                                                              
Identified Physician:                                                          Period of Service Obligation:       /     /      to      /     /     
b)

	Cost Category
	Months 1-12

(50% of total)
	Months 13-24

(50% of total)
	Total For Category
	Justification/Explanation

	Qualified Educational Loan Repayment
	$     
	$     
	$     
	     

	Land/Building Acquisition 
	$     
	$     
	$     
	     

	Renovation/Construction 
	$     
	$     
	$     
	     

	Equipment/Furniture 
	$     
	$     
	$     
	     

	Staff Salaries
	$     
	$     
	$     
	     

	Investment in Partnership
	$     
	$     
	$     
	     

	Other (specify):
	$     
	$     
	$     
	     

	TOTAL*:
	$     
	$     
	$     
	


*Total for two years cannot exceed $100,000.  Note: See Section VI.D  for a listing of ineligible costs.

Attachment IV - B:   Budget Request for Facility or Practice Applicants

Doctors Across New York – Physician Practice Support
a) 

Contractor Name:                                                                                              
Identified Physician:                                                          Period of Service Obligation:       /     /      to      /     /     
b)

	Cost Category
	Months 1-12

(50% of total)
	Months 13-24

(50% of total)
	Total For Category
	Justification/Explanation

	Income Guarantee
	$     
	$     
	$     
	     

	Recruitment Bonus
	$     
	$     
	$     
	     

	Productivity Bonus
	$     
	$     
	$     
	     

	Relocation Reimbursement
	$     
	$     
	$     
	     

	Professional Membership Fees
	$     
	$     
	$     
	     

	Continuing Medical Education Costs
	$     
	$     
	$     
	     

	Other Cash Payment to Physician (specify):
	$     
	$     
	$     
	     

	Other Cash Payment to Physician (specify):
	$     
	$     
	$     
	     

	TOTAL*:
	$     
	$     
	$     
	


*Total for two years cannot exceed $100,000.  Note: See Section VI.D  for a listing of ineligible costs.

Attachment V:  Employment Contract or Business Plan

Be sure to label your documents “Attachment V:  Employment Contract” or “Attachment V:  Business Plan.”

· If the applicant is a hospital, group practice or other organization, please insert a copy of a fully executed employment contract between the applicant and the identified physician.  Applicants may wish to consider including a contingency clause in the employment contract to address the issue should funding become exhausted. 

· If the applicant is an individual physician requesting funds to join a practice, please insert a copy of the fully executed employment contract or partnership agreement.

· If the applicant is an individual physician requesting funds to start a practice, please insert a copy of a business plan, which includes the following items:
· Mission statement

· Goals

· Ownership structure

· Clinical/professional profiles

· External influences on the practice

· Demographics of patient mix expected to be served

· Marketing initiatives

· Fee schedule

· Financial analysis and projections

· Administrative overview

· Capital needs

· Medical records protocol

Guidance on writing business plans for specific types of businesses can be found on many websites, including the following:  http://www.clpgh.org/research/business/bplansindex.html#H

Attachment VI:  Program Workplan

Doctors Across New York – Physician Practice Support Program

a)

Contractor Name:                                                                                              
Identified Physician:                                                                                          
Practice Site Location:                                                                                       

Period of Service Obligation:       /     /      to      /     /     
b)

	Project Objectives
	Activities to Achieve Project Objectives
	Projected Timeline

	     
	     
	     

	     
	     
	     

	     
	     
	     

	     
	     
	     

	     
	     
	     

	     
	     
	     

	     
	     
	     

	     
	     
	     


Attachment VII:  Vendor Responsibility Attestation
VENDOR RESPONSIBILITY ATTESTATION
To comply with the Vendor Responsibility Requirements outlined in Section V, Administrative Requirements, G. Vendor Responsibility Questionnaire, I hereby certify:

Choose one:

 FORMCHECKBOX 

An on-line Vender Responsibility Questionnaire has been updated or created at OSC's website: https://portal.osc.state.ny.us within the last six months.

 FORMCHECKBOX 

A hard copy Vendor Responsibility Questionnaire is included with this application and is dated within the last six months.  

 FORMCHECKBOX 

A Vendor Responsibility Questionnaire is not required due to an exempt status.  Exemptions include governmental entities, public authorities, public colleges and universities, public benefit corporations, and Indian Nations.

RFA #1103141142
Signature of Authorized Organization Official: 








Print Name:                                                                                                  
Title:                                                                                                             
Organization:                                                                                                
Date:      /     /     


















































































































