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FLORIDA HHS EXCHANGE VISITOR PROGRAM 
RECOMMENDATION APPLICATION 

 
PLEASE TYPE OR PRINT CLEARLY 
I. Physician Information: 
 
Name, Last:       First:       Middle:       

                  
Email Address:        FL License Number:       

                 
Country of Birth:       Country of Residence:       

                   
Date of Birth:        Gender:   Female   Male 

Practice Specialty (select one):          
  Family Medicine  Internal Medicine  Pediatrics  OB/GYN  Psychiatry         
Subspecialty (if applicable):       

Did you complete your residency in the state of Florida?  Yes    No (specify state):       
 
II. Employer Information:             
             
Employer Name:             

                       
Email Address:        Telephone Number:       

                         
Address:        

                   
City:         Zip:      County:       

Employer Type (select one):          
  Health center as defined under Section 330 of the Public Health Service Act, and which is
 receiving a grant from the U.S. Health Resources and Services Administration under this section  
            
  Rural health clinic as defined under Sections 1102 and 1871 of the Social Security Act   
            
  Native American/Alaskan Native tribal medical facility as defined by the Indian Self-Determination and 
 Education Assistance Act (P.L. 93-638) 

Primary Practice Facility:          
 Facility Name:         Address:         
            
 City:       Zip:      County:       

Secondary Practice Facility (if applicable):        
 Facility Name:         Address:         
            
 City:       Zip:      County:       

Tertiary Practice Facility (if applicable):         
 Facility Name:         Address:         
            
 City:       Zip:      County:       
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III. Assurances            
            
 I hereby acknowledge that all information and statements contained herein are true and do not misrepresent 
fact.  I further acknowledge that I have not evaded or suppressed any information contained in this application or in 
any of the supporting materials.          
             
         
 ___________________________________   ___________________   
 Physician Signature     Date     
             
             
 ___________________________________        
 Physician Printed Name          
             
             
 ___________________________________   ___________________   
 Employer Signature     Date     
             
             
 ___________________________________   ___________________   
 Employer Printed Name     Title 
 
 
 
 
 
 
 
 
Application materials may be submitted electronically to: FL.PCO@flhealth.gov 
                                                            
                                                               Or by mail to: 
 

Application materials may be mailed to: 
State Primary Care Office 

Division of Public Health Statistics and Performance Management 
Florida Department of Health 

4052 Bald Cypress Way, Bin #A05 
Tallahassee, Florida 32399 
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