HEALTH PROFESSIONS RESERVE MEDICAL INCENTIVES

PROGRAM APPLICATION

By my signature below, I am applying for the:

              Health Professions Loan Repayment Program (LRP), or

              Special Pay for Selected Reserve Health Care Professionals in Critically Short Wartime Specialties program.

I understand that this application in no way guarantees me participation in the program I desire.  I further understand, that until I am notified by HQ ARPC/SGX, I am not approved for participation.  I understand that participation in either of these programs is not an Air Force entitlement or benefit.  These programs are incentives, which are awarded based on the needs of the Air Force Reserve.

(PROGRAM ELIGIBILITY CRITERIA)

To be eligible to participate in either program:

1.
I must fill a valid Reserve vacancy in either a Category A (Unit) or Category B Individual Mobilization Augmentee (IMA).    
2.
I must hold an Air Force Specialty Code (AFSC) which appears on the 2003 publication of the Reserve Component Critical Skills List.

3.
I will complete a satisfactory R/R year (consisting of 50 points) for every year I am awarded an incentive.

SECTION TO BE COMPLETED BY APPLICANT

APPLICANT'S NAME__________________________________          SSN ________________________

APPLICANT'S STREET ADDRESS                                                                                                     __________

CITY _______________________
STATE ______
ZIP CODE _______________________

HOME PHONE (____) ____ - _____
 WORK PHONE (____) _____ - ______

EMAIL ADDRESS ____________________________________________________________

APPLICANT’S SPECIALTY ____________________________________________________

____________________________________________________________________________

SIGNATURE OF APPLICANT
DATE SIGNED

SECTION TO BE COMPLETED BY HQ ARPC/SG

DATE APPLICATION RECEIVED ____________________________

APPLICANT (APPROVED)/(DISAPPROVED)BY HQ ARPC/SG ON __________

_____________________________________________________________________

SIGNATURE OF HQ ARPC/SGX or DESIGNATED REPRESENTATIVE/DATE

