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INSTRUCTIONS

For new Applications, or for updating Medical Records ALL fields are required to be completed:
* Name
* TRN
e Address
» Contact Information
* Signature of Applicant / Guardian
* Doctors Medical Council Registration Number
* Doctors Signature

N.B TRN and Doctors information must be included to process your application for the NHF Card

If you have lost your NHF Card, please complete the NHF Application and ensure that the following fields are completed:
* Name '
*TRN
» Signature of Applicant / Guardian

- Forms may be submitted to any of our following NHF Card Print Locations:

* Head Office, 25 Dominica Drive - New Kingston * Union Square Drug Serv - Cross Road

* Cornwall Regional Hospital (CRH) - St. James » St. Ann's Bay Hospital (SABH) Drug Serv - St. Ann
 Mandeville Regional Hospital (MRH) - Manchester * May Pen Regional Hospital, Drug Serv - Clarendon

* Spanish Town Hospital, Drug Serv - St Catherine * Greater Portmore Health Centre, Drug Serv - St. Catherine
* Linstead Hospital, Drug Serv - St. Catherine * Kingston Public Hospital (KPH) Drug Serv - Kingston

* Princess Margaret Hospital Drug Serv - St. Thomas  * Percy Junor Hospital, Drug Serv - Manchester

* Port Maria Hospital, Drug Serv - St. Mary * Santa Cruz Health Centre, Drug Serv - St. Elizabeth

* Black River Hospital, Drug Serv - St. Elizabeth  Savanna-la-mar Hospital, Drug Serv - Westmoreland

* Noel Homes Hospital, Drug Serv - Hanover * Lionel Town Hospital, Drug Serv - Clarendon

* Port Antonio Hospital Drug Serv - Portland * Falmouth Hospital Drug Serv - Falmouth

N.B Your card will be ready the same day within 15 minutes once the form is correctly completed. For addition of
new conditions, you will not get a new card but your medical records will be updated within 24 hours.

Diagnostic/ Screening tests available on the NHF Card:

Breast Cancer Receptor Studies — NHFCard holders diagnosed with Breast Cancer

Haemoglobin A1c (HbA1c)- All NHFCard holders ( 4 tests per year for diabetics; one test for all other beneficiaries)
Prostate-Specific Antigen (PSA) Test- Men aged 40-75 years old. One test per year.

Pap Smear- Women aged 21-64 years of age. One test every three years

Electrocardiogram (ECG)- All NHFCard holders. One test per year.

Mammogram - Women aged 40 - 74 years of age. One test per year.

Opening Hours

Our Same Day Locations at Drug Serv Pharmacies are open to the general public:
Mondays to Thursdays - 8:30am to 4:30pm
Fridays - 8:30am to 3:30pm

Our Customer Care Centre at Head Office is open:
Mondays to Thursdays from 7:00am to 4:30pm and on Fridays from 7:00am to 3:30pm.
Our Customer Support Call Centre service extends to 7:00pm Mondays to Fridays.

Here are some helpful tips:

* Never leave your card unattended; if card is damaged, lost or stolen report it to us immediately.
* Your NHF Card never expires.

* Kindly present the NHF card every time you fill your prescription at any NHF participating pharmacy.

If you have further questions or queries, feel free to contact us: toll free (888)-342-5643: (876)-906-1106;
visit our website at www.nhf.org.jm or our social media pages @nhfjamaica.
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