
Friend Family Health Center 
Resident Urgent Care Add­Ons 

Fax: 834­0213 (Faxes must be received by 8AM on day of appointment) 

Available Appointments (1 for each time slot) for Weekday Resident Clinic: 
8:30AM  1:30 PM 
9:30AM  2:30 PM 
10:30AM  3:30 PM 

Patient Name: __________________________Appointment Date/Time: ___________________________ 
Parent Name: ___________________________Phone Number: __________________________________ 
DOB: _________________________________ Primary Doctor: __________________________________ 
History/Concerns: _______________________________________________________________________ 
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