Florida DOH-PBC Special Event Registration Form For: ZIKA

% To be filed under eligibility
Pati-1: ENFOMASYON SOU KLIYAN-AN
Sivati Premve Non ou Dezvem Non ou
Dat ou Fet: (mwa/jou/ane) Lang (V): o Angle o Espayal o Kreyal Seks (V): o Gason ofi oChange seks -
o Lot (Detay) Seks nan nesans: o Gason o Fi

Adres Email Peyi ou fet (V): o Etazini o Lat (Detay): Dat nan Etazin

Ras: Tcheke J tout kategori rasyal ki aplike: o Nwa/Afriken/Ameriten o Blan o Ameriken Indien/Natif alasken o Azyatik o Natif natal Awayi

o Lat Abitan Zil Pasifik o Japone o Chinwa o Guamanian oswa Charmaorro o Filipino o Vietnamien o Korean o Samoan
Ispanic?: o Wi o Non Si wi, chwazi youn: o Meksiken oswa Meksiken Ameriken o Potoriken o Kiben o Lot Panyal oswa Latino/a oswa orijin Panyal

Eské'w té fét pou kont ou? o Wi o Non Sinon: o Jimo o Triplet o Lat (Detay) Eské ou té fat: o Premye o Dezyem o Lat (Detay)
Adres kote ou rete: Apt# Tcheke (v) yon sél kom kontak prensipal ou:
Vil: State: FL Zip Kod: 0 Telefon Selile#
Adrés koté'w résévwa |2t si'l diféran dé koté'w rété a: Apti# 0 Telefon Lakay#
Vil: State: Fl Zip Kod: 0 Telefon Travay#
Lot adres pou kominikasyion sou sante ou: Apt# 0 Nimewo Faks
Vil: State: Fl Zip Kod: 0 Alténe telefon#
Pati-2: KONTAK POU IJANS
Premye Non ou: Siyati:
Nimewo Telefon: o Selile o lakay o Travay|Relasyon:

MWEN SETIFYE KE ENFOMASYON KI ANWD A KOREK SELON TOUT SA MWEN KONNEN. MWEN BAY KONSANTMAN'M POU DEPATMANSANTE PIBLIK
LA KA VEFIYE ENFOMASYON MWEN BAY YO.

Kliyvan/Paran/Responsab siyati: 0 Kliyan o Paran o Responsab Dat:
PBCHD Official Use Only: Registered by: Date:
Facility: oBelle Glade oCentering Program oDelray oJupiter clLantana/LW oNortheast oWPB

Form# 294.1C HMS-PBCHD Created 8-4-2016 (Effective Date 8-8-2016)



Florida DOH-PBC Special Event Registration Form For: ZIKA
HEALTH

Tl To be filed under eligibility

Part-1: Client Information

Last Name First Name Middle Name Suffix
Date of Birth: (mm/dd/yyyy) Language (V): o English o Spanish o Crecle  |Bender (V): o Male o Female

o Other (Specify): o Transgender-Gender at birth: o Male o Female
Email:

Country of Birth (V): o USA o Other (Specity): Date to USA:

Race: Check (V) all racial categories that apply: o© Black or African American o White o American Indian or Alaska Native o Asian o Native Hawaiian
o Other Pacific Islander o Japanese o Chinese o Guamanian or Charmorro o Filipino o Vietnamese o Korean o Samoan

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

Were you a single hirth? o Ves o No I(fsggmaf;;a youa: o Twin o Triplets o Other V!lelgfh\;:u(lsjpugg;?fyf First o Second
Living Address: Apt# Check (V) One as your Primary Contact:
City: State: L Lip Code: o Cell Phone#:
Mailing Address: (If different from where you live) Apt# o Home Phone#:
City: State: L Lip Code: o Work Phone#:
Alternate Address for Health Care Communications: Apt# o Fax Phone#:
City: State: Fl Zip Code: 0 Alternate Phone#:
Part-2: Emergency Contact
First Name: Last Name:
Phone # o Cell o Home o Work|Relationship:

| CERTIFY THAT THE ABOVE INFORMATION IS CORRECT TO THE BEST OF MY KNOWLEDGE. 1 GIVE MY CONSENT TO THE PALM BEACH COUNTY HEALTH
DEPARTMENT, TO VERIFY THE INFORMATION PROVIDED.

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

Facility: oBelle Glade oCentering Program oDelray oJupiter olantana/LW oNortheast oWPB

Formit 7941 HMS-PBCHD Created 8-4-201B (Effective Date 8-8-2016)
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