DOH-PBC Registration/Eligibility Form

,WEAL_TJ:_! To be filed under eligibility
Pati-1: ENFOMASYON SOU KLIYAN-AN
Siyati Premye Non ou Dezyem Non ou Sifix

Dat ou Fét: (mwajou/ane) Nimewo Sosyal Sekirite: Seks (V): o bGason oo i
01 Change seks - 8aks nan nesans: o Gason o fi
Adrés Email: Peyi ou fet (V): o Etazini o Lot (Detay): Dat nan Etazini:

Lang (V): o Angle o Espaydl o Kreyal
o Lot (Detay)

Eske ou genyen yon Direktiv Medikal Sou Lavi ou (Direktiv Alavans)® Wi o Non Si Wi, ske ou kapab ban nou yon kopi® Wi o Non Non, eske ou vle fom nan? o Wi o Non
Ras: Tcheke v tout kategori rasyal ki aplike: o Nwa/Afriken/Ameriten o Blan o Ameriken Indien/Natif alaskenc Azyatik o Natif natal Awayi

o Lat Abitan Zil Pasifik o Japong o Chinwa o Guamanian oswa Charmorroc Filiping o Vietnamien o Korean o Samaoan

Ispanic?: o Wi o Non Si wi, chwazi youn: o Meksiken oswa Meksiken Ameriken o Patoriken o Kiben o Lot Panyal oswa Lating/a oswa orijin Panyal

T pou Viveyali Eske ou te vwayaje nan Afrik de Lwés nan 21 dénye jou ki sot paseyo? o Yeso Mo

Eske ou te an kontak ak nenpat moun ki te soti nan Afrik de Lwés nan 2 denye jou ki sot pase yoes o No

Eské'w té fét pou kont ou? o Wi c Non Sinon: o Jima o Tripletc Lat (Detay) Eske ou té fet:o Premye o Dezyem o Lot (Detay)

Adres kote ou rete: Apttt Tcheke (+) yon sl kdm kontak prensipal ou:
Vil [State: FL Zip Kod: 0 Telefon Selile#

Adres koté'w résévwa let si'l diféran dé koté'w rété a Apt# o Telefon Lakay#

Vil o State: fL Zip Kod: o Telefon Travay#

Lot adres pou kominikasyion sou sante ou Apt# o Nimewo Faks

Vil: State: FL Zip Kod:

O Altene telefon#

Premye Non ou; Siyati:

Nimewao Telefon: o Selile o Lakay o Travay|Relasyon:

Pati-3: ASIRANS MEDIKAL (+/)

2 Medicaid o Medicare o Health Care District © BC/BS o Molina o Clear Health Alliance o Oken o Lot (Detay):

Si ou ta renmen pélisipe nan Pwosesis Pou Paye yon ti kras lajan ki baze sou gwose fanmi ou ak lajan ou fé. ou dwe bay "Prév sou Revni ou” jodi a. ki baze sou bagay sa yo:
LAJAN DU TOUCHE PA MWA ANVAN TAKStis lajan. poubwa ak sale ou resevwa chak mwa nan tout travay aktyal yo.
LAJAN DU TOUCHE PA MWA ANVAN TAKS KI PA SOTI NAN TRAVAYis lajan ki sati taut kote excepte nan travay. (Egzanp: Tout kalite benefis Social Sekirite. kompensation pou moun ki pap travail,
Pansyon alimanté. Konpansasyon Travaye. Pansyon pou Veteran. Lot Pansyon ak Pansyon Anyel. (Pa mete lajan ki soti nan 88! oswa TANF)
LAJAN SIPO LAJAN DU TOUCHE| pan ou Toucke pa | KanTme Loy
NON TOUT MOUN NAN FANMI LAN (natﬁ“fﬁ‘=} SEKS (Egﬁégm — A??TFEULNAIT!:ENUDSLT:UUEHE POUTIMOUN | A MWA ANVAN | Mk ANvan TaKS k1P| 00 pEve pou
e jom) e DU RESEYWA TAKS SOTI HAN TRAVAY GADRI
Pwip tét ou &8 Gf 0 § g
Mari/Madanm HB iGE 0 $ §
Aitit #1 Nom =i ot § $ $ g
le #ZNEIITI UG DF $ $ $ $
PLlil ﬁE N[IiTI DE DF s S $ $
Eske ou ap peye sipo po timoun™ Wi © Non Si wi, kombyen ou peyé chak mwa? §
Eske au ansent aubyen gen lot moun nan kay la ki ansenio Wi o Non Si Wi, Ki moun Dat Akm{chman i Kunhyen‘ti bebe
MWEN SETIFYE KE ENFOMASYON KI ANWDO A KOREK SELON TOUT SA MWEN KONNEN. MWEN BAY KONSANTMAN'M POU DEPATMANSANTE PIBLIK LA KA VEFIYE ENFOMASYON
MWEN BAY YO. MWEN KDONPRANN KE BAY ENFOMASYON KI FO DSWA KI PA KOREK KA FE MWEN PA KALIFYE POU SEVIS YO BAY NAN KLINIK LA DUBYEN MWEN KA DBLIJE PE
100% NAN BODWO A
Kliyan/Paran/Respansab siyati: o Kliyano Paran o Responsab ~ Dat:
PBCHD Official Use Only: Registered by: Date:
Facility: oBelle Glade oCentering Program nDelray olupiter olantana/LW oNortheast oWPB

Form#155 HMS-PBCHD Rev 8-30-2016 (Effective Dale 9-05-2016)



@i&ﬁ DOH-PBC Registration/Eligibility Form

Pl Heach County To be filed under eligibility
Part-1: Client Information
Last Name First Name Middle Name Suffix
Date of Birth: (mm/dd/yyy) Social Security#: Gender (V): o Male o Female
o Transgender-Gender at birtho Male o Female
Email: Country of Birth (V): o USA o Other (Specify): Date to USA:

Language (V): o English o Spanish o Creole T — Have you travelled to West Africa in the last 21 days? oYes o No

o Other (Specify): ' Have you been in contact with any person who has been to West Africa in the last 21 days? o VYes oNa
Do you have a Living Will (Advance Directive)® Yes o No If Yes, can you provide us a copy™s Yes o No If No. do you want the form? o Yes o No
Race: Check (V) all racial categories that apply: o Black or African American o White o American Indian or Alaska Nativeoo Asian o Native Hawaiian

o (ther Pacific Islander o Japanese o Chinese o Guamanian or Charmorroo Filiping o Vietnamese o Korean o Samoan

Hispanic? o Yes o No If yes, select one o Mexican or Mexican American or Chicano/ac Puerto Rican o Cuban o Another Hispanic or Latino/a or Spanish origin

Were you a single birth?o Yes o No IFND. are you a: o Twin 2 Triplets o Other (Specify): Were you born? o First o Second o Other (Specify):
Living Address: gApl# Check (/) One as your Primary Contact:
City: ‘State: L Tip Code: o Cell Phaned:
Mailing Address: (If different from where you live) Ap'(# 0 Home Phone#:
City: EState: FL le Code: o Wark Phone#;
Alternate Address for Health Care Communications: [Apt# o Fax Phone#t:
City: 'State: FL Tip Code: o Alternate Phone#:
Part-2: Emergency Contact
First Name: Last Name:
Phone # o Cell o Home o Work|Relationship:

Part-3: Health Insurance (/)
o Medicaid o Medicare o Health Care District o BC/BS © Muolina o Clear Health Alliance o None o Other (Specify):

ar KL Ry

If you would like to participate in the Sliding Fee Pracess you must provide "Proof of Income” taday, based an the following:

MONTHLY GROSS EARNED INCOME: List wages, tips. salaries received monthly from all current employment.

MONTHLY GROSS UNEARNED INCOME: List monies received manthly fram sources other than employment. (Examples: Al types of Social Security benefits. Unemployment Compensation, Alimany.
Waorkers' Compensation. Veteran's Pension, and Pensians and Annuities. (Do not include SSI or TANF)

DATE HEAD OF EMPLOVER or CHILD MONTHLY MONTHLY AMOLNT
FAMILY MEMBERS NAME OF BIRTH SEX HOUSEHOLD OTHER TYPE OF INCOME SUPPORT | GROSS EARNED [GROSS LINEARNED | PAID FOR

(MM/DD/YYYY) (CHECK DNE) RECEIVED INCOME INCOME CHILDCARE
SELF oM of | § §
SPOUSE T ; "
LRI oM of 3 3 $ 3
R oM of 3 3 3 g
e oM of 3 3 3 3
Sl oM of 3 3 3 g
GBS oM of $ 3 $ $
Are you making any payments for child support® Yes o No I yes, how much is paid each month? §
Are you or any of the family members pregnant o Yes o No If yes, Who: Due Date: # of Babies Due

| CERTIFY THAT THE ABOVE INFORMATION IS CORRECT TO THE BEST OF MY KNOWLEDGE. | GIVE MY CONSENT TO THE PALM BEACH COUNTY HEALTH DEPARTMENT, TO VERIFY TT
INFORMATION PROVIDED. | UNDERSTAND THAT GIVING FALSE OR INACCURATE INFORMATION MAY MAKE ME INELIGIBLE FOR SERVICES PROVIDED BY THE CLINIC OR | MAY BE
REQUIRED TO PAY 100% OF THE BILL,

Client/Parent/Guardian Signature: o Client o Parent o Guardian  Date:
PBCHD Official Use Only: Registered by: Date:
Facility: oBelle Glade oCentering Program oDelray clupiter olantana/LW oNortheast oWPB

Form#155 HMS-PBCHD Rev 8-26-2016 (tffective Date 9-5-2018)

m



