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Hours:


Medical Clinic 

Monday – Thursday
8:30 AM – 5:00 PM    Friday
8:30 AM – 12:00 PM

Pharmacy

Tuesday – Thursday
1:00 PM – 4:00 PM



Our clinic operates from the generous donations of both our patients and the Norman community. For each medical visit, a $5 donation is suggested; for each prescription that our pharmacy fills, a $3 donation is suggested. Our dental clinic is run solely off of patient fees, and is based on the cost of the procedure. Payment is due at the time services are rendered unless otherwise approved. 
Health for Friends is not a walk in emergency clinic, and we do not schedule new patient appointments over the phone. We are limited in the types of services we are available to offer and may not be able to treat your needs. Health for Friends is not responsible for any costs that accrue as a result of referrals to other agencies.  

Our pharmacy is open Tuesday, Wednesday, and Thursday from 1:00 – 4:00 pm and this is the only time you may pick up medication. In order to request refills, you must call 405.701.0306 at least one day prior and leave a message with both your name and the prescription number. Many medications are not consistently available here, and some may not be available at all. Please understand that our pharmacy does not carry narcotic or controlled medications. 

In order to fill prescriptions or be seen at Health for Friends, you must meet the following eligibility criteria:

· Be uninsured 
- No private insurance, Medicaid, Medicare, Veteran’s benefits, or Indian health services

· Be a Norman resident

· Be at least 18 years of age 

· Be at or under 125% of the Federal Poverty guidelines

The following documents are required as part of your completed patient application and must be updated every six months. 
· Patient Application

· Proof of Residency (at least one of the following) :

· Utility bill, recently received mail, or notarized letter from friend or family member

· Proof of Income (at least one of the following) :

· Current pay stub, recent tax return, most recent W2, notarized letter from employer stating your income, notarized letter from friend/family member stating that you are unemployed, unemployment check stub, or another approved document
I understand that:

· Health for Friends is a private non-profit organization; it is not insurance or a government entitlement program.
· Health for Friends utilizes the services of volunteer medical practitioners including physicians, physician assistants, registered nurses, nurse practitioners, pharmacists, dentists, dental assistants, clinic assistants and other volunteers. Under the “Volunteer Medical Professional Services Immunity Act” these professionals are immune from medical liability and cannot be liable for non-treatment or treatment at this facility.

· Help and services may end at any time, for any reason.
· Health for Friends is a tobacco, alcohol and illegal drug free facility. Intoxication by any means will result in denial of services.
· Health for Friends will keep medical and personal information confidential. HFF will only use and disclose information for the following reasons: 

· To insure that we are providing with the best service possible including audit and review of records for quality assurance.

· To share information with other medical providers who are involved in your care.
· When ordered by a court or government agency.
· To prevent the spread of diseases. 
I agree:
· To keep each appointment as scheduled. If I am unable to keep a scheduled appointment I will notify the office at least two hours prior to the appointment. If I miss three scheduled appointments I will disqualify myself from using Health for Friends services.

· To contact HFF immediately with any changes to my contact information. 

· To provide updated income and residency information every six (6) months

· To follow the treatment plan provided by Health for Friends physicians and professionals. I will have prescriptions filled and take them as directed and follow the medical advice as directed.

· To apply for Medicaid or other assistance programs at the request of HFF staff.
· That any disruptive or inappropriate behavior directed toward staff or facilities will result in immediate removal from HFF and disqualification for any future services.
Authorization

By signing this contract you consent to the use and disclosure of your health information to carry out treatment, payment activities and healthcare operations at Health for Friends.  You have the right to revoke the consent for medical records, with written notice, at any time.
Signature of Patient ___________________________________________________ Date _________________
�





317 E. Himes, Norman, OK 73069


405.329.4161	


� HYPERLINK "http://www.healthforfriends.org" ��www.healthforfriends.org�











