
Pati-1: ENFOMASYON SOU KLIYAN-AN 
Siyati Premye Non ou Dezyem Non ou Sifix 

Peyi ou fet {J): o Etazini o Lot (Oetay): Oat nan Etazini: 

Eske'w te fllt pou kont ou? o Wi o Non 

Adres kote ou rete: 

Adri'!s kote'w resevwa let si'l diferan de kote'w rete a: 

Mari/Madanm: (Si li diferan de nonkliyan) 

Pitit #I Nom: - ­ --- ­ --------------------- ­ ------
Seks: o G o F Oat ou Fet: (mwa/jou/ane) 

Si wi. ko 

Eske ou ansent oubyen gen lot moun nan kay Ia ki ansent? 

MWEN SETI MASYON Kl ANWO A TOUT SA MWEN KONNEN. MWEN BAY KONSANTMAN'M POU PIBLIK LA KA 
ENFDMASYON MWEN BAY YO. MWEN KONPRANN KE BAY ENFDMASYON Kl FO OSWA Kl PA KDREK KA FE MWEN PA KALIFYE POU SEVIS YO BAY NAN KUNIK LA OUBYEN 
MWEN KA OBUJE PEYE 100% NAN BDOWO A. 

olantana/LW oNortheast oWPB 

Eske ou ekri dokiman legal echawzi gyou mounpou pran desizion 

pou ou an ka ke gyou bagaj ta janm rive-w? o Wi o Non 
Si Wi. eskeou kapab ban nou yon kopi? o Wi o Non 
Non. eske DU vie fDm nan? o Wi o Non 
Adres Email: 

FDOH-PBC 

Registration/Eligibility Form 

To be filed under eligibility 


Seks {J): o Gason o Fi o Change seks Lang {J): o Angle o Espayol o Kreyol o Lot (Oetay) lspanic?: o Wi o Non 

Ras: Tcheke J tout kategori rasyal ki aplike: o Nwa/Afriken/Ameriten o Blan o Ameriken lndien/Natil alasken o Azyatik o N o Lot 
Abitan Zil Pasilik o Japone o Chinwa o Guamanian oswa Charmorro o Filipino o Vietnamien o Korean o Samoan 
Note to Clerk: If more than one race is selected use the "Multiracial" button to record all races selected. 

Form#155 HMS-PBCHD Rev 2-16-15 (Effective Date 4-6-15) 



Do you have an Advance Directive? o Yes o No FDOH-PBC 
If Yes. can you provide us a copy? o Yes o No 

Registration/Eligibility FormIf No. do ou want the form? o Yes o No 
Email: To be filed under eligibility 

Part-1: Client Information 
last Name First Name Middle Name Suffix 

Date of Birth: 

Hispanic? o Yes o No 

Date to USA: 

e you a single birth? o Yes o No We re you bo rn? o First o Second 

living Address: 

Mailing Address: (If different fromwhere you live) 

Spouse's Name: (If different than patient) 

Child #I Name: -------------------------------­
Date of Birth: (mm/dd/ 

Date of Birth: 
s o No 

A f th f ·1 b t? o Yes o No If yes. Who:______________ 
re you or any o e am1 y mem ers pregnan . Due Date: # of Babies Due: 

ICERTIFY THAT THE AB!IVE INF!IRMATI!IN IS C!IRRECT T!l THE BEST !IF MY KN!IWLE!IGE. I GIVE MYC!INSENT T!l THE PALM BEACH C!IUNTV HEALTH DEPARTMENT.T!l VER IFY THE 
INF!IRMATI!IN PR!IVI!IE!l. I UN!IERSTAN!l THAT GIVING FALSE !IR INACCURATE INF!IRMATI!IN MAYMAKE ME INEUGIBLE F!IR SERVICES PR!IVI!IE!l BY THE CUNIC !IR I MAYBE REIIUIRE!l 
T!l PAY 1!1!1%!IF THE BILL 

Client/ Parent/ Guardian Signature: o Client o Parent o Guardian Date: 
PBCHD Official Use Only: Registered by: _______________________________________ 

o Belle Glade oOelray oHomeless Resource Ctr oJupiter olantana/lW oNortheast oWPB 
Form#155 


