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Healthcare Provider Employment Information
Healthcare Provider Name (Last, First, Middle): Click or tap here to enter text.      

Healthcare Profession:Click or tap here to enter text.  Specialty/discipline:Click or tap here to enter text.      
Practice Site Name:Click or tap here to enter text.      

Practice Site Address:Click or tap here to enter text.                                                                	

City, State Zip:Click or tap here to enter text.      

Employment date: Click or tap to enter a date.     

Weekly days and hours worked by the healthcare provider at this practice location only: 
Click or tap here to enter text.     
                  	
Does the healthcare professional provide services at multiple locations?Choose an item.
If yes, please complete the Additional Practice Site section for each practice location.
 
Does the healthcare professional provide specialty care services at the practice site?
Choose an item.     	 If yes, please describe:Click or tap here to enter text.      
 

Does the healthcare professional provide telehealth services?Choose an item.
If yes, please provide the approximate number of hours per week providing telehealth services:Click or tap here to enter text.

List the proposed/current salary, benefits, and malpractice coverage provided for the healthcare professional: Click or tap here to enter text.     
 
Has the site, or will the site, reduce the healthcare professional’s compensation as a result of participation in WY-SLRP? Choose an item.
 
Is there an agreement between the site and the healthcare professional for bonus payments or compensation, such as a sign-on bonus or recruitment incentive, that creates a service obligation? Choose an item.

Describe the practice site’s plan to retain the healthcare professional in the service area upon completion of their service obligation to the WY-SLRP:Click or tap here to enter text.
  
   
Practice Site Information
Main Practice Site name: Click or tap here to enter text.     

Medical director of practice site:Click or tap here to enter text.      

Site contact name and title:Click or tap here to enter text.      

Main Practice Site Address:Click or tap here to enter text.      

City, State Zip:Click or tap here to enter text.                          County:Click or tap here to enter text.      

Site contact phone:Click or tap here to enter text.  Site Contact E-Mail:Click or tap here to enter text.                           	
FEIN:Click or tap here to enter text.      

[bookmark: _Hlk239762233]Public entity?Choose an item.	          If yes, type of practice: Click or tap here to enter text.     

Private not-for-profit? Choose an item.  If yes, type of practice: Click or tap here to enter text.     
 
Are there any limits on patients that the healthcare provider or practice site accepts?  Choose an item.     	If yes, please explain:  Click or tap here to enter text.    
 

 Do the provider and the practice site accept Medicare assignment? Choose an item.     
If not, please provide additional detail: Click or tap here to enter text.     
 

 Do the provider and the practice site accept Medicaid/CHIP patients? Choose an item. 
If not, please provide additional detail: Click or tap here to enter text.      
 
Does the practice site accept all patients regardless of ability to pay? Choose an item. 
If not, please explain:Click or tap here to enter text.

List practice site boundaries (service area): Click or tap here to enter text.     


Population centers included in this service area:Click or tap here to enter text.      
 

List any indicators of unusually high need in the service area, such as unemployment, cultural or language differences in the community, difficulty with primary care or mental health access for Medicaid/CHIP or Medicare clients, etc:  Click or tap here to enter text.    



Total number of full-time equivalent (FTE) providers employed by the practice site in the applicant’s healthcare discipline: Click or tap here to enter text.     
 
Total number of active patients at the practice site: Click or tap here to enter text.     

Additional Practice Site Information
Practice Site 2:  Click or tap here to enter text.    
  
Site address:Click or tap here to enter text.      

City, State Zip:Click or tap here to enter text.                          County:Click or tap here to enter text.      

Hours per week at site: Click or tap here to enter text.     

Is this site location on the 2026 WY-SLRP Approved Sites List? Choose an item.
     
Practice Site 3: Click or tap here to enter text.     
  
Site address: Click or tap here to enter text.     

City, State Zip:Click or tap here to enter text.                          County:Click or tap here to enter text.      

Hours per week at site:Click or tap here to enter text.      
Is this site location on the 2026 WY-SLRP Approved Sites List? Choose an item. 
     
Practice Site 4: Click or tap here to enter text.     
  
Site address:Click or tap here to enter text.      

City, State Zip:Click or tap here to enter text.                          County:Click or tap here to enter text.      

Hours per week at site:Click or tap here to enter text.      

Is this site location on the 2026 WY-SLRP Approved Sites List? Choose an item. 

I certify that Click or tap here to enter text.

began/will begin work at the above-named site(s) on  Click or tap to enter a date.                                                      

I certify that the above-named provider works/will work full-time, at least 40 hours per week, for at least 45 weeks per year, in accordance with the WY-SLRP Full-Time Clinical Practice Requirements.
 
 
____________________________________________________________ 		______________________________ 
Signature of Authorized Site Representative   	                               Date
 
Click or tap here to enter text.
____________________________________________________________  	 ______________________________   
Printed Name of Authorized Site Representative                                Title
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