
Suffix 

Do yo uhave an Advance Di rective? o Yes o No 
If Yes. can you provide us a copy? o Yes o No 
If No. do ou want the form? o Yes o No 
Email: 

FDOH-PBC 
Registration/Eligibility Form 
To be filed under eligibility 

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

Date of Birth: 

Were you a single birth? o Yes o No 
Were you born? o First o Second 

living Address: 

Mailing Address: (If different from where you live) 

Spouse's Name: (If different than patient) 

list all dependent family members: 
Child #3 Name: ---------------------------­

Date of Birth: (mm/dd/ Date of Birth: (mm/ 

rt? o Yes o No 

Are you or any of the famil ymembers pregnant? o Yes o No 

I CERTIFVTHATTHE ABDVE INFDRMATIDN IS CDRRECTTD THE BEST DF MY KNOWLEDGE. I GIVE MY CDNSENTTD THE PALM BEACH CDUNTY HEALTH DEPARTMENT. TD VERIFY THE 
INFDRMATIDN PRDVIDED. I UNDERSTAND THAT GIVING FALSE DR INACCURATE INFDRMATIDN MAY MAKE ME INEUiliBLE FDR SERVICES PRDVIDED BY THE CUNIC DR I MAY BE REUUIRED 

PAY IDD%DFTHE BILL 

o Client o Parent o Guardian Date: 

Child #I Name: 

oHomeless Resource Ctr iter o lantana/LW o Northeast oWPB 


