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PART G: CERTIFICATION OF PRACTICE SITE 
(to be completed and signed by practice site) 
The completed form must be signed and faxed or emailed: 1-833-740-4152; helpprg@hawaii.edu 
Examples of certifiers include the site owner, lead finance officer, or an authorized official of the employer. 

PARTICIPATING SITE INFORMATION 
Type of Practice:   FQHC Private solo Practice Private group practice  

Employed Locums  Resident 
 Other : ___________________________________________________________________________ 

If your main practice site is on O‘ahu, but you routinely provide care on a neighbor island, please 
indicate how many days per month, on average, you provide this care: in-person ___  via telehealth ___ 

Please list the actual street address of the practice setting(s) where the applicant is working or has 
entered into an agreement for services. 
Primary Site Name:_____________________________________________________________________ 
Address:____________________________________________________________ 
City: ____________________________ County:  ___________________ Zip +4: ____________________ 

Secondary Site Name: ___________________________________________________________________ 
Address: _____________________________________________________________________________ 
City: ____________________________ County:  ___________________ Zip +4: ____________________ 

If you provide care in more than two sites, please provide the additional site information on a separate document. 

Contact Person (person who will sign MOU below):___________________________________________ 
Employer/Organization Name: ____________________________________________________________ 
Title: _____________________________________________ Telephone Number: __________________ 
Email Address:_________________________________________________________________________ 
Applicant’s start date with the primary site or employer: ________________ 

For the purposes of this program, public insurance includes and is limited to Medicare Fee For Service, 
Medicare Advantage, Medicaid Fee For Service, QUEST Integration (Med-QUEST), Veterans 
Administration, and/or TRICARE (“Public Insurance”).  As a participating practice site in HELP, the above-
named practice site agrees to the following terms regarding acceptance of Public Insurance: 

The practice site accepted Public Insurance for at least thirty percent (30%) of patient billing claims 
for the calendar year prior to the year for which loan repayment is being requested and continues to 
accept Public Insurance.  The practice site reasonably believes that the percentage of Public 
Insurance accepted at the practice site shall be no less than thirty percent (30%) of claims on an 
annualized basis during the two-year service commitment of the participant in which the participant 
is providing services at the practice site.  If the practice site is a multisite group practice, the 
percentage of the practice site’s Public Insurance claims shall be calculated based on an aggregate of 
all claims at all of the practice site’s locations. 
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If the participant has or is starting a private practice, the participant attests that the participant shall 
care for patients that in aggregate have thirty percent (30%) public insurance, with the percentage 
of Public Insurance accepted at the practice site to be no less than thirty percent (30%) of claims on 
an annualized basis for the duration of the Participant’s service commitment in which the 
Participant is providing services at the practice site. 

Site or practice will provide to the University of Hawai‘i the following: 
a. An initial and quarterly confirmation of employment status of the HELP program participant.
b. Notification by phone to (808) 692-1060, or written notification to ahec@hawaii.edu, within

seven business days, if the provider moves from this location.

Practice site, through its authorized official, acknowledges and agrees to the above terms as evidenced 
below. 

Signature: Date: 

Name: ________________________________________________ Title: ____________________ 

mailto:ahec@hawaii.edu
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