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	Missouri Department of 

Health & Senior Services
P.O. Box 570, Jefferson City, MO 65102-0570     Phone: 573-751-6400     FAX: 573-751-6010
	J-1 Visa Program

 Employer Data Information Form

	
	


Employer Data Information Form

 If you have any questions, please contact the Office of Primary Care and Rural Health (J-1 Visa Waiver Program) at (800) 891-7415.   

	Health Care Facility Information

	
	

	1.
	Name 
	

	
	
	

	
	Contact:
	
	Title:
	

	
	
	

	
	Phone:
	
	Email:
	

	
	
	

	2.
	Mailing Address:

	
	

	
	Street:
	

	
	City/State/Zip
	

	
	
	

	Practice Location (if different from above)

	
	

	3.
	Mailing Address:

	
	

	
	Street:
	

	
	City/State/Zip
	

	
	
	

	
	
	

	Community Description

	
	
	

	4.
	Service Area

	
	

	
	Please briefly describe the local health care delivery system and the nature of the relationships with the various health care stakeholders in the community 

	
	(Use additional sheets if necessary)
	

	
	

	
	

	
	

	
	

	
	

	
	

	
	

	
	

	
	
	

	5.
	Population Demographics:

	
	

	
	Please describe the demographic characteristics of the patient population to be served, including age distributions, ethnicity, poverty status, health status and insurance coverage.  Please estimate the total patient encounters expected.

	
	(Use additional sheets if necessary)
	

	
	

	
	

	
	

	
	

	
	

	
	
	

	6.
	Community Need:

	
	

	
	Please briefly describe the need for health professional services in the community and how the position will provide the health care services that meets the need. Attach documentation of Health Professional Shortage Area (HPSA) designation.

	
	(Use additional sheets if necessary)
	

	
	

	
	

	
	

	
	

	
	

	
	
	

	
	
	

	Insurance and Payer Information 

	
	
	

	
	
	Yes
	
	No

	7.
	Do you accept assignment under Part B of Medicare?
	
	
	

	
	

	
	Provider Number:
	
	Effective Date(s)
	

	
	
	

	
	
	Yes
	
	No

	8.
	Do your accept Medicaid patients?
	
	
	

	
	
	
	
	

	
	Provider Number:
	
	Effective Date(s)
	

	
	

	
	
	Yes
	
	No

	9.
	Do you have restrictions on the number of Medicaid patients accepted, e.g., practice percentages, no new, etc.?  (If yes please provide detailed explanation.)
	
	
	

	
	(Use additional sheets if necessary)
	

	
	

	
	

	
	

	
	

	
	

	
	
	Yes
	
	No

	10.
	Do you provide a reduced fee (sliding fee scale) for patients based on income and family size? (If yes, please attach a copy of the fee schedule.)
	
	
	

	
	

	
	If yes, please describe below how the reduced fee schedule information is shared with your patients, e.g., posting in office, fliers, etc.

	
	

	
	

	
	

	
	

	
	

	
	
	Yes
	
	No

	11.
	Are you currently contracting with any Health Care Plans as a managed care provider?
	
	
	

	
	

	
	If yes, please list the plans below.  Attached additional pages if necessary.

	
	
	
	
	
	

	
	
	
	
	
	

	
	
	
	
	
	

	
	
	
	
	
	

	
	
	
	
	
	

	
	

	12.
	Credit and Collection Policy

	
	

	
	Please describe the credit and collection policy(ies).

	
	

	
	

	
	

	
	

	
	
	

	13.
	Patient Utilization and Payer Mix:

	
	

	
	Please provide, in the table below, the total number of patient encounters (visits) by source of payment during the last calendar or fiscal year.  Include office, hospital, nursing home and home health visits. (Please specify time period)

	
	
	

	
	Payer Type
	Number of Encounters
	Time Period

	
	
	
	

	
	a. Medicare Part B
	
	

	
	b. Medicaid
	
	

	
	c. Commercial Insurance/Private Pay
	
	

	
	d. Reduced Fee/Sliding Fee Scale
	
	

	
	Total Encounters
	
	

	
	

	14.
	Please describe the financial capacity of the sponsoring organization to meet the contractual obligations to the J-1 Physician, including regular and systematic payroll.  (Attach documentation as appropriate).

	
	

	
	

	
	

	
	

	
	
	

	
	

	Sponsor Description

	
	
	

	15.
	Years Providing Patient Care Services:
	

	
	
	

	16.
	Scope of Services: 

	
	

	
	Please briefly describe the scope of medical and health care services provided.

	
	(Use additional sheets if necessary)
	

	
	

	
	

	
	

	
	

	
	

	
	

	
	
	

	17.
	Patient Referrals 

	
	

	
	Please briefly describe the referral networks or relationships with secondary and tertiary care providers.  (Use additional sheets if necessary)

	
	
	

	
	

	
	

	
	

	
	

	
	

	
	

	18.
	Evaluation /Quality Assurance Plan:

	
	

	
	Please describe the methodology for ensuring that the medical services provided meet community need and adhere to the quality standards of the sponsoring organization.  (Use additional sheets if necessary)

	
	
	

	
	

	
	

	
	

	
	

	
	
	

	
	

	Health Professional Recruitment and Retention 

	
	
	

	
	

	19.
	Recruitment Efforts:

	
	

	
	Please describe how the health care facility has attempted to locate qualified United States of America (USA) physicians.  Include copies of recruitment advertisements, agreements with recruiting firms and other like documentation.

	
	(Use additional sheets if necessary)
	

	
	

	
	

	
	

	
	

	
	

	
	

	
	

	
	

	
	
	

	20.
	Physician Retention:

	
	Please describe your retention plan for all physicians and specifically for requested position during and beyond the three-(3) year obligation.

	
	

	
	(Use additional sheets if necessary)
	

	
	

	
	

	
	

	
	

	
	

	
	

	
	

	
	
	

	21.
	Waiver Denial:

	
	

	
	Please describe, in the event that the request for waiver of home residency requirement is denied, what the impact will be on the community.

	
	(Use additional sheets if necessary)
	

	
	

	
	

	
	

	
	

	
	

	
	

	
	

	
	

	
	
	

	
	
	


I certify that the information provided on this Employer Date Information Form is truthful, complete and accurate to the best of my knowledge.  
_________________________________________________

Signature (Head of Sponsoring Employer or designee)
_________________________________________________

Signator’s printed name

_________________________________________________

Title

_________________________________________________

Date 
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