
ADULT AND CHILDREN REGISTRATION FORM 
 

 
PATIENT INFORMATION (PLEASE PRINT)      DATE     
INFORMACION DEL PACIENTE (LETRA DE IMPRENTA/ECRIRE EN MAJUSCULES)  FECHA | DAT 
 
LAST NAME      FIRST NAME      MI       
APELLIDO | SIYATI     NOMBRE | PREMYE NON     
 

S.S. #     BIRTHDATE      SEX:   M    F  
# DE SEGURO SOCIAL | SOSYAL SEKIRITE  FECHA DE NACIMIENTO | DAT NESANS    SEXO| GASON OU FI 

          

ADDRESS                                                   APARTMENT #:             PHONE       
DIRECCION | ADRÈS                          APARTAMENTO #:     TELEFONO | TELEFÒN 

          

CITY      STATE    ZIP          
CIUDAD | VIL     ESTADO | ETA   CODIGO POSTAL | KÒD POSTAL 
 

MARITAL  STATUS        RACE              
ESTADO CIVIL | ETA SIVIL    RAZA | RAS    

 

EMPLOYER         INCOME        MEDICAID #    
TRABAJO | AMPLWAYE    INGRESO | ENKOM    

 

EMAIL ADDRESS: _____________________________________________________________________________ 
DIRECCION DE CORREO ELECTRONICO 

FOR CHILDREN’S IMMUNIZATION ONLY 
SOLO PARA LOS NIÑOS QUE NECESITAN VACUNAS 

 

PERSON HERE WITH CHILD TODAY (CHECK ONE)   MOTHER   FATHER   LEGAL GUARDIAN  OTHER ___________________ 
PERSONA CON EL NIÑO AQUI HOY                                 MADRE             PADRE            GUARDIAN LEGAL              OTRAS 

 
PARENT/GUARDIAN INFORMATION (for children’s registration only) 
INFORMACION SOBRE LOS PADRES O GUARDIANES LEGALES (SOLO PARA PACIENTES MENORES DE EDAD) 
 
MOTHER’S NAME       DATE OF BIRTH     
NOMBRE DE LA MADRE | NON MANMAN     FECHA DE NACIMIENTO | DAT NESANS 

 
FATHER’S NAME       DATE OF BIRTH          
NOMBRE DEL PADRE | NON PAPA                       FECHA DE NACIMIENTO | DAT NESANS 

  
FAMILY MEMBERS (LIVING IN HOUSEHOLD) (IF YOU ARE BRINGING MORE THAN ONE CHILD, PLEASE LIST BELOW) 

INFORMACION SOBRE FAMILIA (QUE VIVEN CON USTED)  (SI USTED TRAE MAS DE UN NIÑO POR FAVOR ESCRIBA SUS NOMBRES AQUI) 

EKRI NON FANMI KI ABITE AVE-W 
NAME 

NOMBRE  
NON 

DATE OF BIRTH 
FECHA DE NACIMIENTO  

DAT NESANS 

SS# 
# DE SEGURO SOCIAL  

SOSYAL SEKIRITE 

SEX: M  F 
NIÑO O NIÑA  
GASON OU FI 

MEDICAID # 
 

     

     

     

     

     

     

ADULT USE ONLY 

ADULT USE ONLY 

ADULT USE ONLY 



 

 

Zika Virus Testing for Pregnant Women 

DEMOGRAPHICS

Date____/____/_____ 

Name (Last, First): _____________________________________DOB: ____/____/______        

Phone: __________________________________ 

Street Address:________________________City:_____________State:________ Zip Code:________ 

  

 

Race: ☐ White    ☐ Black    ☐ Other    ☐ Asian / Pacific Islander 

Race: ☐ American Indian / Alaskan      ☐ Unknown / Not specified 

Ethnicity: ☐ Hispanic          

               : ☐ Non-Hispanic         

PREGNANCY STATUS 

SYMPTOMS 

TRAVEL HISTORY 

Due date: ____/____/______        Week of Pregnancy: ________________ 

 

Physician (Name): _____________________________________________________ 

 

Physician (Address):___________________________________________________ 

Did you travel  outside of the continental U.S. in the last 14 days? ☐ Yes    ☐ No    ☐ Unknown    

If yes, Country/Countries__________________________________________________________________ 

  

Dates of travel ____/____/_____ to ____/____/_____ Returned to Florida (date) ____/____/_____  

 

Did you travel outside of the continental U.S. in the last 6 months?   ☐ Yes    ☐ No    ☐ Unknown 

If yes, Country/Countries__________________________________________________________________  

 

Dates of travel ____/____/_____ to ____/____/_____  Returned to Florida (date) ____/____/_____   

 

Have you had any of the following symptoms in the last 14 days?     ☐ Yes  ☐ No  ☐ Unknown 

Check all that apply:    ☐ None     ☐ Fever   ☐ Rash   ☐ Joint Pain   ☐ Conjunctivitis (reddened eyes)   

☐ Other____________________________________________________________________________  

 

Additional Comments:  
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