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PRESCRIPTION ASSISTANCE CLIENT CONTRACT
Please read this form in its entirety before signing!
The Rx for Oklahoma program was created to ease the burden for low-income, uninsured, or under-insured individuals, who cannot afford their prescription medications. This assistance is provided through the pharmaceutical manufactures themselves, and while the Rx for Oklahoma Program works to assist you in obtaining your medications we also need you to do your part. While you are receiving assistance through the Rx for Oklahoma Program we ask that you agree to the following terms.

· Provide any needed documentation (i.e.: Income, Denial Letters, Copy of Tax Return(s), etc) to this office in a timely manner
· Complete & return all applications to this office in a timely manner

· Understand that assistance eligibility is final according to the pharmaceutical manufacturers guidelines, Rx for Oklahoma cannot overrule these guidelines
· Understand that you will be notified by letter, or the return of the application if you are denied assistance by these pharmaceutical manufactures 
· Notify your advocate immediately if you are denied or approved for assistance  

· Supply copies of all correspondence related to your medication(s) to your advocate
· Notify your advocate when you have received your medication(s)

· Notify your advocate when you have only a (30) thirty-day supply of your medication(s) remaining

· Notify your advocate if your income or insurance status changes

· Understand that your advocate may contact you periodically to update the status of your assistance

· Keep in contact with your advocate if there are any questions or concerns
By signing this form, you agree to comply by these terms and conditions. If at any time you have questions or concerns, please do not hesitate to contact your advocate.

Client Name: _________________________________________

Advocate Name: ___Crystal Petree______________
Client Signature: ______________________________________

Advocate Signature: __________________________

Date: _______________________________________________

Date: ______________________________________
�


Deep Fork Community Action Foundation, Inc.


Prescription Assistance Services





223 West 6th Street – PO Box 670


Okmulgee, Oklahoma 74447





Office: 918-756-2826 Ext: 103 / Cell: 918-759-1898


Facsimile: 918-756-6829


Email: � HYPERLINK "mailto:Rxforok@dfcaf.org" �Rxforok@dfcaf.org� 





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











