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NEW YORK STATE DEPARTMENT OF HEALTH
NEW YORK STATE HIGHER EDUCATION SERVICES CORPORATION
PRIMARY CARE SERVICE CORPS LOAN REPAYMENT PROGRAM
EMPLOYMENT VERIFICATION – 2018-20
____________________________________________
	
REPORTING PERIOD: May 1, 2018 –October 31, 2018 
I. NAME OF LOAN REPAYMENT RECIPIENT:
CONFIDENTIAL INFORMATION FOR
DOH/HESC PURPOSES ONLY
Jane Doe, RPA-C  
	
DISCIPLINE: Physician Assistant
FACILITY: Your Doc Internal Medicine, P.C.
Start Date of Obligation: May 1, 2018 
End Date of Obligation:  April 30, 2020

SERVICE HOURS (Check one): Full time __ ___	Part time _____				
                                                                                                                            
II. EMPLOYMENT VERIFICATION. To be completed by recipient’s supervisor:

During the above reporting period, was the clinician listed above still employed at your facility?

          Yes	(Complete A & B if applicable)
           No	(Complete C)

A.	Please note any time periods during which the employee has worked LESS than a full-time[footnoteRef:1]  or part-time[footnoteRef:2] work week, or the employee has been on ‘Educational Leave With Pay:’ [1:  Defined as a minimum of 40 hours per week, for a minimum of 45 weeks each service year. The 40 hours per week may be compressed into no less than four (4) days per week, with no more than 12 hours of work to be performed in any 24‐hour period. Participants do not receive service credit for hours worked over the required 40 hours per week, and excess hours cannot be applied to any other work week. Also, time spent “on call” will not be counted towards the service requirement, except to the extent the provider is directly serving patients during that period.]  [2:  Defined as a minimum of 20 hours per week (not to exceed 39 hours per week), for a minimum of 45 weeks per service year. The 20 hours per week may be compressed into no less than 2 work days per week, with no more than 12 hours of work to be performed in any 24‐hour period. Participants do not receive service credit for hours worked over the required 20 hours per week, and excess hours cannot be applied to any other work week. Full‐time work done by a half‐time participant will not change the participant’s half‐time status (and will not entitle the clinician to full‐time service credit). Also, time spent “on call” will not count towards the service requirement, except to the extent the provider is directly serving patients during that period.] 


FROM      ____  / ____  / ____       	TO      ____  / ____  / ____    HOURS WEEKLY:  _____              

REASON:  _________________________________________________________________________                                                                                                       

B.	Please note any time periods the employee was on leave without pay:

FROM      ____  / ____  / ____       	TO      ____  / ____  / ____    HOURS WEEKLY:  _____              

REASON:  _________________________________________________________________________                                                                                                       

C. 	What was the date and reason for the clinician’s employment ending?

DATE:    _____    / ______     /______      

REASON:  _________________________________________________________________________ 

I, the undersigned, hereby certify that I am the supervisor or am otherwise familiar with, and accountable for, ___________________________________________’s work hours and time records, and that, to the best of my knowledge, the above is true and correct. 

___________________________________________________________________________________
Name (please print)									Title

__________________________________________________________________  	____  / ____  /20__                 
Signature	      								Date
                                                                                                                                          
III. EMPLOYMENT VERIFICATION. To be completed by the clinician receiving the award (as listed in Section I. above)

A. Please specify the number of visits you provided during the above reporting period (complete below):

	
	Medicaid/Child Health/Family Health Plus
	Uninsured/Self-Pay
	All Others
	Total

	Number of Visits

	
	
	
	



B. Briefly describe the measures your site has taken during the reporting period to assure that the above-referenced clinician or facility has provided culturally appropriate services to the patient/client population  (include languages spoken/translation services in other than English; application of  Cultural and Linguistic Appropriate Service (CLAS) Standards, etc.[footnoteRef:3])  [3:  See http://minorityhealth.hhs.gov/omh/browse.aspx?lvl=2&lvlid=53 for more information.] 

__________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________

C. During the reporting period, did you encounter any barriers that prevented you from providing services as specified in Appendix D of your Primary Care Service Corps contract? If so, please explain in the spaces below (add additional sheets as necessary):

________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________

Please return to:  	Primary Care Service Corps Loan Repayment Program
                            	New York State Department of Health
                          	Tower Building, Room 1695, Empire State Plaza
                             	Albany, New York 12237
                             	Fax:   (518) 486-7835
			Email: Jonathan/Wettergreen@health.ny.gov (for scanned documents)
