The Commonwealth of Massachusetts

Executive Office of Health and Human Services

Department of Public Health

250 Washington Street, Boston, MA 02108-4619

MASSACHUSETTS NATIONAL INTEREST WAIVER (NIW) REQUIREMENTS 

The Massachusetts NIW program is administered by the Health Care Workforce Center (HCWC) for the Department of Public Health (DPH). Please contact Troy Cox at the HCWC with any NIW communication or questions.
Troy Cox 

DPH-250 Washington Street, 4th Floor
Boston, MA. 02108-4619
DPH-HealthCareWorkForce-PCO@mass.gov
Support letters are sent to the requestor representative. The HCWC does not play a role in this NIW process outside of producing a support letter. Please allow approximately three weeks for a response from the HCWC.
Instructions

Physicians with a waiver supported by Massachusetts provide both a completed and current Application Information Sheet (AKA Appendix B, attached to this document and on our webpage) and a request letter from the heath care facility where the physician is or will be practicing.
Non-Massachusetts Supported Physicians provide a:

· Completed Application Information Sheet (attached to this document or on our webpage)
· Request letter from the heath care facility where the physician is or will be providing services.

· Copy of the physician’s current resume and Massachusetts license to practice.
· Copy of the signed employment contract as evidence of a valid position.

· Facility description.
If the physician obtained and met a visa waiver obligation in another state or territory, also provide a letter from the appropriate office in that state or territory confirming that the three (3) year waiver commitment has been met. This letter must include, practice type, site name and address, start and end date of commitment.
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To fill out form, please double click above.
_1568803049.pdf


                            Conrad - 30/J 1 Visa Waiver Application Sheet 


Appendix B:      Confidential Information 
 
This form must be completed and filled electronically. 


  


Health Care Workforce Center-Conrad-30/J1Visa Waiver Program  


Massachusetts Department of Public Health  


250 Washington St. Boston, 5
th
 Floor, MA 02108-4619  


 
Purpose of request:  Check one: Conrad-30/J1 Visa Waiver Program    National Interest Waiver  


 


Physician First Name: _________________________________________________MI: _________Male: ____________   Female: ____ 


 


Physician Last Name: _________________________________________________Language___________________________________ 


 


Date of Birth: _________________________ Dept. of State Case (DOS) #: ________________________________________________ 
  MM__DD__YYYY___ 


Country of Birth:  ______________________            Visa Waiver Expiration Date: __________________________________________ 


 


Physician Preferred Phone #:_______________________ Physician E-mail address: __________________________________________ 


               


Primary Care Practice Type: ______________________ Specialty Practice Type: _____________________ NPI number:____________ 


(Do not include Hospitalists) 


 
 


Employer Name: _______________________________________________________________________________________________ 


 


Employer Address: _________________________________City _____________________________________State ____Zip________ 


 


Employer Contact Name: _____________________________________________ Phone: _____________________________________ 


 


Email of Contact:  ______________________________________________________________________________________________ 


 


Practice Site Type: drop down list with check box and other  If other type, please specify/describe____________________________ 


 


Urban   Rural     Non-profit    For profit  


 


Practice Site 1 Name: ______________________________________________________   Medicaid Billing Number: _______________ 


 


Practice Site 1 Address: ________________________________________City_________________________State______ Zip________ 


 


County: ____________________________   Census Tract: _______________ # of hours to be spent at this site: _________________ 


 


HPSA #:  ___________________________   MUA or MUP # (if applicable): __________________________ FLEX_______________ 


  


Practice Site 2 Name: ________________________________________________________Medicaid Billing Number: ______________ 


 


Practice Site 2 Address: _________________________________________City________________________State _______Zip_______ 


 


County: _____________________________ Census Tract: _______________ # of hours to be spent at this site: _________________ 


 


HPSA #:  _____________________________   MUA or MUP # (if applicable):___________________________FLEX_____________ 


 


Please complete another form for any additional sites. 


 


Lawyer Name (write N/A if none): _______________________________________Lawyer Email: ______________________________ 


 


Law Firm Name: _______________________________________________________________________________________________ 


 


Law Firm Address: _____________________________________________________________________________________________ 


 


Phone: __________________________       Fax: ______________________________ 
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