
Attachment 2. Application Cover Sheet 
 
a. Applicant Name: ________________________________________________________________________ 
 
b. Applicant Address: _______________________________________________________________________ 
 
c. Applicant FEIN: ____________________________________________________________ 
 
d. Applicant Charities Registration Number:  _ - _ -_ _ or Exemption Reason: 

___________________________________________________________________________ 
 
e. Person Responsible for Project: 
 

Name/Title: ___________________________________________________________________  
Phone: (                ) __________________ E-mail address:_____________________________ 

 
Signature of individual authorized to attest to the accuracy of the information in this RFA, or (if an individual 

physician seeking loan repayment) to bind the applicant to any contract resulting from this application: 
_______________________________________________________ Date: _________________ 

 
f. Applicant is:   ___  Not-for-Profit   ___  For-Profit 
 
g. Title, if signatory is different from Person Responsible for Project: 
 
_________________________________________________________________________________________ 
 
Provide summary information below on applications submitted: 
 
I. Residency Program Loan Repayment Tracks 
 
h. NYSDOH Operating Certificate # 

______________________________________________________________ 

i. Name of residency program: 
_________________________________________________________ACGME/AOA#: _______________  

j. Specialty identified: ______________________________________________________________________ 

Number of loan repayment positions requested over three years (maximum of three): ____ 

k. Underserved practice site/community identified: _______________________________________________ 

l. Area served by Practice Site (check one)       NYC _______ 
 Rest of state ______ 

II. Physician Loan Repayment 
m. Facility Type (Check one):  

Hospital         _____  
Other health care facility licensed by NYSDOH    _____  
Other health care facility (Specify) ___________________________________________  
Solo or group medical practice     _____ 
Individual physician (also complete III below)    _____ 

 
n. NYSDOH Operating Certificate # ___________________________________________________________ 

(Write “N/A” as applicable) 



 
o. Name of physician if known: _____________________________________________________________ 
 
p. Specialty identified: _____________________________________________________________________ 
 
q. Underserved practice site/community identified: 

_____________________________________________________________________________________ 
 
r. Area served by Practice Site (check one)       NYC _______ Rest of 

state _____ 
 
s. Requested Contract Begin Date:  ____________/____________________/_________________ 

Requested Contract End Date:  ____________/____________________/_________________ 
(Not to exceed 5 years) 

III. Individual Physicians or Facilities That Have Identified Physicians Only: Please complete 
 
t. Current Position:             

Resident 
(specialty) ____________________________________________________________________               
 Fellow   
(specialty)_____________________________________________________________________               
 Practicing Physician 
(specialty)_____________________________________________________________________  

 
u. Location of current position (facility or physician practice organization name, street address, city, zip): 
 
__________________________________________________________________________________________ 
 
 
v. License # ______________________________________________________________________________ 
 
w. Start date of current employment: _______________ / __________________ / _______________________ 
 
x. If the start date is prior to 5/1/08, is the current position located in, or serving an underserved area (circle one; 

see definition, page 3)?          Y            N  N/A 

y. Is physician a U.S. citizen or permanent resident (circle one)? Y   N 
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