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PCL Post‐Residency CerƟficaƟon Form 

INSTRUCTIONS FOR COMPLETING THE 
POST‐RESIDENCY CERTIFICATION FORM 

Complete this cerƟficaƟon form. If you don’t have an SSN, please leave this field blank. Along with 

compleƟng all requested informaƟon, please list your most frequently used email address to expedite 

communicaƟon about the status of your form. 

You must sign and date this form in the fields specified on the form. Your signature must be a digital 

signature or an ink signature. Digital signatures include an uploaded image of your handwriƩen 

signature, drawing your signature with a cursor or stylus on a touch device, or an authenƟcated 

signature using a mathemaƟcal algorithm (such as Adobe Signature). Typed signatures will not be 

accepted. If the form is not properly signed, your request will be rejected.  

Failure to submit this form Ɵmely and annually could result in an interest penalty imposed.  

IMPORTANT: You must sign and date this form no more than 45 days before you submit the form. 



PRIMARY CARE LOAN PROGRAM 
POST-RESIDENCY CERTIFICATION FORM 

As a Primary Care Loan recipient, you are required to practice primary health care.  Please complete and return 
this form.  An annual self-certification is required to avoid interest penalty. 

Name: ____________________________________________ Last 4 SSN: __________________________ 

Cell/Home Phone: ___________________________________ Student ID: __________________________ 

Home Address: _____________________________________________________________________________ 

Name of Employer: __________________________________ Work Phone: _________________________ 

Employer Address: __________________________________________________________________________ 

BORROWER CERTIFICATION 

I certify that the information contained on this Certification Form is accurate and that I am in compliance with 
the obligations specified in my Primary Care Loan Promissory Note for Primary Health Care Service.   

_______________________________________________________ ___________________________ 
Signature Date 

Please submit completed form to: 

 Indiana University 
 1024 E 3rd Street Room 122 

            Bloomington, IN 47405 

CURRENT PRACTICE 

_____ Family Medicine _____ General Internal Medicine 

_____ General Pediatrics _____ Preventative Medicine 

_____ Osteopathic General Practice _____ General Dentistry  

Email Address: __________________________________________ 
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