
- THIS SECTION IS TO BE FILLED OUT BY THE STUDENT -
Loan Repayment recipients, please Attach a current lender statement of a loan specified on your 
contract, which you would like us to pay this quarter.  Also include your most recent paycheck stub. 

Scholarship recipients, please attach your most recent paycheck stub. 

Payment on your  debt will not be processed until this information is received.  failure to  submit this 
form may Force our office to consider you in breach of contract. 

LAST NAME: 		    FIRST NAME: 	   MIDDLE INITIAL: 	  
MAILING ADDRESS: 			    
CITY: 		    STATE: 	   ZIP: 	  
PHONE: (	 )	   CONTRACT #: 		
HEALTH PROFESSIONAL LICENSE #: 	   EXPIRATION DATE: 	

The purpose of this report is to verify that you are complying with your obligation to practice full-time service (32 hours 
or more per week) in direct patient care in a medically underserved area  or qualified facility of California, as stated in 
your contract.  Falsification of any information required in this form shall be deemed a breach of contract.

WORK SITE: 			     New employer?  □Yes   □no
SITE ADDRESS: 			    
CITY: 		    STATE: 	   ZIP: 	  
Phone Number: (           ) 	    
DAYS WORKED PER WEEK: 	   HOURS WORKED PER DAY: 		

Sign below to certify that you have fulfilled the service in direct patient care at the above identified work site for the 
period of:	 ________________ to ________________.
                                  (month/year)                                          (month/year)

SIGNATURE: 		    DATE: 		

- THIS SECTION IS TO BE FILLED OUT BY YOUR SUPERVISOR -
By signing below, I verify the above information is correct. 
_________________________________________ 
Print Name 
_________________________________________ 
Signature 
_________________________________________ 
Title 
_________________________________________ 
Phone Number

Attach Business Card Here

RETURN TO:  Health Professions Education Foundation  400 R Street, Ste. 330  Sacramento, CA 95811  Tel 916.326.3640  Fax 916.324.6585  www.healthprofessions.ca.gov

Quarterly report # HPEFprogram name:
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