ﬁ GEORGIA DEPARTMENT
Y~/ OF COMMUNITY HEALTH State Office of Rural Health
~~ ot

ADivision of the Geargia Department of Community Health

Georgia State Office of Rural Health State Loan Repayment
Program Loan Application

I. Personal Data

Full Legal Name

Address:

City:
County:

State:

Zip Code:

Primary Phone:

Secondary Phone:

Social Security Number: Email:

(Provide copy of Social Security Card)

11. Discipline; Include a copy of license with application
__ MD: Allopathic Medicine DO: Osteopathic Medicine

___ NP: Nurse Practitioner PA: Physician Assistant

LCSW: Licensed Clinical Social Worker

___ LPC: Licensed Professional Counselor RN: Registered Nurse

__ Dentist (General/ Pediatric) Registered Dental Hygienist

III: Primary Care Specialties for Physicians

Family Medicine Internal Medicine Pediatrics

Obstetrics/Gynecology Geriatrics Psychiatry
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IV: Primary Care Specialties for Nurse Practitioners and Physician Assistants

Adult Family ___ Pediatrics

Psychiatry/Mental Health Geriatrics ___Women’s Health

V: Practice Information

Applicant agrees to provide primary care services at the following eligible facility:

Practice Site Name:

Address:

City:

County:

Zip Code:

Number of clinical hours per week at this location:

Beginning date of employment with practice:

Are you receiving any type of loan repayment or sign on bonus through this employer?

(Circle One) Yes No

Include a copy of current employment contract with practice site

VI: Educational Debt
In order for your application to be considered, you must include a current loan statement from

ualifying educational loans (e.g.: Government or commercial loans).

Please complete the following:

1. Loan Holder:

Account Number:

Loan Balance:
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2. Loan Holder:

Account Number:

Loan Balance:

3. Loan Holder:

Account Number:

Loan Balance:
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