‘ pl‘ EPIC Behavioral Healthcare

BEHAVIORAL HEALTHCARE Registration Information

First Name Middle Name Last Name
Suffix SSN DOB
GENDER RACE ETHNICITY MARITAL STATUS
O male O American Indian O cuban O Never Married
O Female O Asian O Haitian O married
(Given on ID) O Black O Mexican O widowed
Preferred Gender O Alaskan Native O Mexican American O Divorced
O Hawaiian/Pacific Islander O Puerto Rican [ Separated
O Multi-racial O Spanish/Latino O Legally Separated
O white O other Hispanic O Unreported
1 other 0 None of the Above O Registered Domestic Partner
Do you need accomodations? [ Yes O No
Interpreter? O Yes O No If yes, what language dialect?
Sign Language? OYes O No Reading Assistance? 0 Yes 0 No

Assistance Filling Out Forms? O Yes O No

IDENTIFY ANY KNOWN DISABILITIES OF THE CLIENT

O Developmentally Disabled O physically Disabled 0 Non-Ambulatory

O Visually Impaired O Hearing Impaired O severely Impaired English Language
Address Homeless [ Yes O No

Mailing Address

City State Zip

Is the above also the billing address? O Yes O No

Home Phone Work Phone Cell Phone

Message Phone

Email Address @

Emergency Contact Person

Business Phone Home Phone

Relation to client
Is this person the Client's guardian? OYes CONo
s this person Financially Responsible for the client's care? OYes CINo

What is the highest grade level you completed? {Or estimate # years of schooling)
O No School O HS Diploma/GED O Some College [1 AA [ BS/BA I Master's OI Doctorate [ Vocational C1 Special School

Employment Status l O Full Time [ Leave of Absence

O Active Mmilitary, Overseas O Part Time O Terminated/Unemployed
O Active Military, USA O Homemaker O Not Authorized to Work
O Disabled O student O Criminal Inmate

O Retired O Unpaid Family Workers O Inmate Other

5/24/2023



I BEHAVIORAL HEALTHCARE

Has the client ever or are you currently serving in the military? OYes [INo
Current Tobacco Use? [INever used [IHave Used/Not Current CRegular User CUse Smokeless Tobacco
Do you have Advanced Directives? (Yes ONo
Are you receiving any Psychiatric Social Security Disability income?
O Determined to be ineligible O Eligibility determination pending O Eligibility status unknown
O Eligible, not receiving payments O Eligibile, receiving payments O Potentially eligible, has not applied

CLIENT RESIDENTIAL STATUS

O Independent Alone O Assisted Living Facility O Nursing Home O children's Residential Treatment
O Independent Relatives O Foster Care/Home O Supported Housing O MH Licensed ALF

O Independent Non-Relatives [ Group Home O Correctional Facility O Other

OO0 Dependent Relatives O Homeless O b Facility O Unknown

[0 Dependent Non-Relatives O Hospital O crisis Residence

Have you been diagnosed in past with Co-Occurring Mental Health/Substance Use Disorder? O vYes O No [Ounknown
Name of Primary Care Physician/Practice Phone

O No Client does not have a Primary Care Physician
Previous Mental Health services: [ Yes O No O Unknown
If yes, where?

Previous Substance Treatment Services: O Yes OO No O Unknown
If yes, where?

Have you recently been Baker Acted to a Treatment Facility? O Yes OO No O Unknown
If yes, where?

*¥*x*Obtain Releases of Information on any facilities listed above****#

Number of Dependents Total Number in Household

Client Monthly Income Client Annual Income

Household/Family Annual Income
*****Income primarily needed for anyone with insurance*****

PRIMARY SOURCE OF INCOME (Must be completed)

O salary O Retirement/Pension/sS!

O Wages/TANF O Other

O Disability O Unknown O None

Do you have Florida Medicaid? O Yes O No If Yes, Medicaid #
Medicare Part B? O Yes 0O No If Yes, Medicare #
Do you have Commercial Insurance? O Yes O No

Name of Insurance

Insurance ID # Group #
Is the client the subscriber of policy? O Yes ONo

If No, Name of Subscriber

DOB of Subscriber SSN of Subscriber

Address of Subscriber
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epIC

BEHAVIORAL HEALTHCARE

REFERRAL SOURCE (Check as many as apply)

O individual {Self Referral) O other Community Referral 0 wmHsa: DCF/Family Svcs O Physician/Doctor
O subtance Use Provider O TASC/Assessment Ctr O ans (Children in Need Svc) O Law Enforcement
O Mental Health Provider O Probation/Parole O addiction Receiving Felty O Family Safety Foster Care
O Juvenile Justice Oa DUI/DWI O Qutreach Program O Family Safety Protective Svcs
O County Public Health Unit O eretrail (| DCF/ADM I None of the Above
O schoot (Educational) O Prison/Jail O Community Hospital O other:
| Employee/EAP 3 oher court Order O state Hospital O other:
Referring Agency or Physician/Hospital
Reason for Referral
Phone Number Contact Person
Address of Referring Person/Agency
City State Zip
Would you like to register to vote while you are here today? O Yes O No

(For any Florida resident not already registerad)

STAFF CHECKLIST

Insurance subscriber added as a contact in order to be linked to the coverage plan
Creat coverage plan

Apply coverage plan w/start date

Complete Financial Worksheet

Complete Financial Attestation if applicable

Client Account check box Financial Information Complete

Client information Billing address checkbox selected to billing address

Informed Consent completed

Registration FL document completed

Online Therapy Consent (if applicable) completed

HIV/TB Risk Assessment completed

Picture of patient added to account

Insurance cards scanned and uploaded

Program Enrollment requested

Release of [nformation to Primary Care Physician

Release of information to any past MH, Substance Treatment or Baker Act Facilities
Release of Information to Referral Sources

Release of Informantion to any family members

i I o o o o 0 Y |

Next should be Medical History Questionnaire
Communicable Disease Questionnaire
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BEHAVIOIRAL HEALTHCARE

epIC
HIV/AIDS/TB Risk Assessment

Please check your response to the following questions:

Shared needles/syringes? [0 Yes [ No

Have you had unprotected sex within the lastyear? [ Yes [0 No

Have you been a sex or needle sharing partner of a person with HIV/AIDS? O Yes
Have you traded sex for drugs ormoney? [ Yes O No

Have you had a sexually transmitted disease? [ Yes O No

Have you ever had an HIV test? O vYes O No
If yes, Date: Results:
Are you a hemophiliac or blood transfusion recipient? O Yes O No

Are you a victim of sexual assault? [ Yes O No

An injection drug user? O ves O No

A person with other/HIV/AIDS risks? O Yes O No

Unexplained fevers? O Yes O No

Recent unexplained weight changes? 1 Yes O No

Client was referred to the Public Health Department for follow up? [ Yes [ No

Date of positive Tuberculosis (TB) test

Date of last X-ray for Tuberculosis

Have you ever taken medication for Tuberculosis? O ves O No

Name of Medication

Check if you have had any of the following symptoms for 3-4 weeks
Productive Cough O ves O No

Persistent weight loss without dieting O ves O No
Loss of appetite O Yes O No

Persistent fever above 100.0F [ Yes [0 No

Night sweats O Yes O No

Swollen glands in the neck or elsewhere [ Yes [0 No
Coughing up blood (hemoptysis) O ves O No
Shortness of breath [0 Yes [ No

Chest pains O ves O No

Fatigue or weakness 1 Yes O No

Frequent or Recurring chills O ves O No
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eplc Medical Questionnaire Page 1

BEMAVIDHAL HEALTIMCARE

Patient Name:

Medical History
Have you had any of the following (please check box and explain if needed):

A e S O e [ vow
l:i;};;:-gjs;ﬁreated: D Never D Past D Now
Ersliri:fl:z:g'ﬁ)eated: D hiever D Past D Now
E::Irati:-r;:i::Treated: D Never D Past D Now
Casin peng Tromty 1 wever O e [ now
E)i;tl)aei:a-;eingTreated: D R D Past D Now
S vheing Tt O] wewer O et 1 wow
SRS (] wever m ] ow
E:glsa:icr?-lB:?::i;fepated: D MEVE D Past D Now
E:;l;inr:j;:i::\fl'erreated: L1 wever [ st [] Now
E)?[:?I;:Er?—zs;ig:gtﬂeated: D Never D Past D Now
ESS;:-E::?Treated: D Never D Past D Now
= O wever O et [ now
Eeplanadng Trentod O newer m ] wow
B S et ] ever O p [ wow
é:pelr;i:-BeingTreated: D Never D Past D Now
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eplc Medical Questionnaire Page 2

BERIAVIDIRAL HEALFHCARE

Medical History Continued
Have you had any of the following (please check box and explain if needed):

Suicidal in Last 3 Months

Never Past Now
Explain-Being Treated: D D D
Allergic to drugs/foods

Never Past Now
Explain-Being Treated: D D D
Pregnant (Females Only)

Never Past Now
Explain-Being Treated: D D D
Immunizations up to date

Never Past Now
Explain-Being Treated: D D D
Sickle cell

Never Past Now
Explain-Being Treated: D D D
Any other conditions:

FOR ANSWERS MARKED IN THE NOW COLUMN, IT IS RECOMMENDED YOU SEEK A DOCTOR'S CARE
List all medications you are taking:
Primary Care Physician Name:
Primary Care Physician Phone Number; ( ) - I have no Primary D
Care

Patient Signature: Signature Date:
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SNAP Assessment

eplmcwm Strengths, Needs, Abilities, Preferences

Client Name;

Client ID:

Date:

Program:

Check all that apply and list what is not shown.

STRENGTHS (What will help you in treatment)

COMMENTS

Support from family

Support from spouse or significant other

Connection to self-help group (AA, NA, NAMI)

Connection to a church group of minister

Supportive friends

Stable finances or benefits

Stable housing or shelter

Stable transportation or access to transportation

Established primary care (doctor) services

Distance from unsupportive social network

Others:

U|g|g|oooo|ojojog|ono|o

NEEDS (What you want to learn in treatment)

COMMENTS

Education about my diagnosis

Education about addiction

Education about the impact of trauma

Improvement in my communication skills

Improvement in my interpersonal skills

Contact with supportive others

Emotion management skills

Anger management skills

Anxiety management skills

Personal safety and recovery plan

Parenting skills

Education about improving my health

Day to day self-management (structure, goals)

Others:

Oo|0Oog|o|oooioo|/o|o|/a|o|o|o




ABILITIES (Your qualities/skills that will help in treatment) COMMENTS

I am motivated for treatment

I have insight in to my mental health or substance
use concerns

I am willing to accept feedback and guidance

t'am willing to take responsibility for my actions

| am able to ask for help from others

olololo] olo

| am willing to work to grow and change

I am able to express my concerns and needs

T

I have some positive plans and goals for my
future

| have a good relationship with a higher power

| am capable of offering support to others

f believe recovery is possible

I am able to fulfill my treatment obligations

Others:

O|oooooaic) g)lo

PREFE

RENCES (What you hope to get out of treatment)

COMMENTS

| will have a better understanding of my diagnosis

| will have a better understanding of trauma and
its effects

I will learn the skill to stay mentally stable

I will learn the skill to stay clean and sober

| will be able to communicate more effectively

My interpersonal skills/relationships will impréve

| will be able to manage my emotions

| will be able to manage my anxiety

| will be able to manage my anger

| will be able to resolve grief and loss concerns

| will develop a positive support network

My health will improve

| will have developed a recovery/relapse plan

I will improve my day to day functioning

Others:

L\gogiaooo|ooo/o|o|ja|/a;o) On

Client Signature:

Staff Signature:

Date:

Date:




EPIC Behavioral Healthcare

Informed Consent for Treatment and Participant Agsreement

By my signature, T understand and agree to the following:

v" Thave read, understand, and have been offered a copy of this Informed Consent for
Treatment and Participant Agreement, which includes but is not limited to an explanation

of my rights and responsibilities, complaint/grievance procedure, and confidentiality of
my patient record.

v Tagree to participate in the intake and assessment process, and to receive services, which
could include assessment, stabilization, detoxification, medication treatment, clinical and
medical services, drug screens, discharge planning, and Care Coordination services.

v Tagree to follow the Program Rules as discussed.

v" Tunderstand and agree to the exchange of confidential information through Release of
Information process

v' Tagree to participate in programmatic data collection as needed for this program

v" I was informed that this consent could be revoked by me verbally or in writing, before or

during the period in which I receive services, except to the extent that action has been
taken on reliance on it.

v Tacknowledge that there have been no guarantees or assurances made to me as the results
of services rendered by EPIC, or its employees.

v 1give permission to contact me for the purposes of obtaining follow up information
concerning my progress after completing services.

Signature of Person Served Date
Guardian or Legal Custodian Signature, if applicable Date
Staff Signature and Title/Credential Date

[ Participant Agreement provided to patient.
[J Signature Page placed in patient record.

Rev. 09.20 Consent and Orientation Page 11 of 11



eplc EPIC Behavioral Healthcare

BEHAVIORAL HEALTHCAR Online Therapy Consent Form

Online Therapy and Limitations

I understand that online therapy includes the practice of health care delivery, diagnosis, consultation,
treatment, and education using interactive audio and video communication. I understand that discussing
my presenting concerns may cause discomfort as difficult issues are addressed and worked through.
This is often a common experience of psychotherapy in general and I acknowledge no guarantees have
been made to me as to the effect of treatment on my condition. T understand that phone and online
sessions have limitations compared to in-person sessions, among those being the lack of “personal”
face-to-face interaction, the lack of visual and audia cues in the therapy process, and the fact that most
insurance companies will not cover this type of therapy. I understand online therapy is not appropriate
if I am experiencing crisis or having suicidal or homicidal thoughts. Should crisis occur, T agree to call
911, go to the nearest emergency room, or contact a crisis hotline (e.g. 800-273-8255).

Procedures for technical difficulties or Internet disruptions
As a client of EPIC Behavioral Healthcare, I understand that online therapy is technical in nature and
that problems with the Internet may occur. If something beyond our control disrupts the connectivity
of our session I will immediately try to video call the therapist again. If video call is repeatedly
unsuccessful for 10 minutes, sessions will be:

1) completed via phone call to the therapist at (904) 829-2273 or

2) refunded based on length of session prior to disruption (e.g. less than 10 minutes the session

will be rescheduled at no cost, 15-30 minutes will result in half of the fee being refunded).

Appointment Payment

I agree to pay the agreed upon fee at the time of service through the EPIC Mental Health Outpatient
Office in person or by phone. (e.g. through credit card or insurance on file, which will be charged the
day of the appointment).

Appointment Cancellations
If cancellation is needed, I understand that notice of at least 24 hours via phone call to the office staff

is necessary in order to avoid any associated fees. Cancellations with less than 24 hours notice will be
billed at $25 per occurrence.

Missing an appointment without prior notice will be billed at $25 per occurrence. In addition, I
understand that the accumulation of 3 late cancellations or missed appointments in any
combination will result in discharge from the program.

Termination of Services

During the intake and first few sessions, the therapist will assess if online therapy is of benefit to me
and my needs. The therapist will use his/her best judgment to determine if online therapy is the best
medium for providing me counseling services, If online therapy is deemed inappropriate, the therapist
will provide me with a number of referrals in my area so face-to-face counseling can be pursued.

Confidentiality:

Because online therapy utilizes the Internet for the transmission of personal information I understand
the therapist cannot guarantee confidentiality of the personal information I provide via this form of
communication. However, any information that I provide to the therapist will subsequently remain
confidential and will not be given to a third party unless I give specific permission to release the
information, or the therapist is required to do so by law. The issue of confidentiality is further governed
by both law and ethics, I understand that the therapist follows the law and professional regulations of



the State of Florida and the counseling treatment provided will be considered to take place in the State
of Florida.

By law I hold the privilege of confidentiality and the therapist will not release any information to anyone
without my written permission, or a court arder. There are some exceptions to my rights under the law.
Examples include, but are not limited to, when the therapist has reasonable cause to believe that T am
a danger to myself or another person. The therapist is also required by law to report any information
about or reasonable suspicion of sexual, physical or emotional abuse of minors or elders to Child
Protective Services or Adult Protective Services. I understand that if 1 have any concerns regarding
confidentiality issues, I should speak with my therapist about these and other exceptions to the
confidentiality privilege and her responsibility concerning them.

I understand EPIC Behavioral Healthcare has not given consent or release for the recording of this
session outside the electronic platform used to deliver the service.

Harm to Self or Others

If there is an emergency during our work together where the therapist is concerned about my personal
safety, the possibility of me injuring someone else or about my receiving proper psychiatric care, I
understand the therapist will do whatever she can within the limits of the law to prevent me from
injuring myself or others and to ensure that I receive the proper medical care. For this purpose, the

therapist may also contact law enforcement, hospital or an emergency contact whose name I have
provided,.

By signing this form I agree with the above.

Signature of Client Date

Signature of Client Date



EPIC BEHAVIORAL HEALTHCARE
Sliding Fee Scale/ Financial Attestation
Effective March 1, 2023-February 28, 2024

Client Name Client (D #
Federal Poverty Level
Family Annual Income ELEGIBLE FAMILY ANNUAL INCOME HOUSEHOLD NUMBER
Minimum Maximum 150% Minimum 150% Maximum 1 2 3 4 5 6 7 8
income Income Income Income
The percentage represents the clients responsibility for each chargeable service. 0% will be assessed a minimum fee of
$3.00 per chargeable service. Any consumer that falls into the yellow is eligible for LSFHS funding, all others will fall under
the siiding fee scale of your organization.
$0.00 $  14,580.00 $0.00 $ 21,870.00 0% 0% 0% 0% 0% 0% 0% 0%
$ 14,581.00 $ 19,720.00| $ 21,87001 $ 29,580.00 5% 0% 0% 0% 0% 0% 0% 0%
$ 19,721.00 $ 24,860.00 | $ 29,58001 S 37,290.00 10% 5% 0% 0% 0% 0% % 0%
$ 2486100 S 30,000.00 | $ 37,29001 $ 45,000.00 15% 10% 5% 0% 0% 0% 0% 0%
$ 30,001.00 $§ 3514000 |$ 45,000.01 $ 52,710.00 25% 15% 10% 5% 0% 0% 0% 0%
$ 3514100 $ 40,280.00|$ 52,71001 § 60,420.00 35% 25% 15% 10% 5% 0% 0% 0%
$ 40,281.00 S 4542000 S 60,420.01 S 68,130.00 45% 35% 25% 15% 10% 5% 0% 0%
S 4542100 $ 55,700.00 | 68,130.01 $ 83,550.00 55% 45% 35% 25% 15% 10% 5% 0%
$ 5570100 $ 60,840.00 (% 83,55001 $ 91,260.00 65% 55% 45% 35% 25% 15% 10% 5%
S 60,841.00 $ 65,980.00(5$ 91,260.01 $ 98,970.00 70% 65% 55% 45% 35% 25% 15% 10%
S 6598100 § 71,120.00|$ 98,970.01 $ 106,680.00 75% 70% 65% 55% 45% 35% 25% 15%
S 71,121.00 $ 76,260.00 | $ 106,680.01 S 114,330.00 80% 75% 70% 65% 55% 45% 35% 25%
S 76261.00 $ 81,400.00 | $ 114,390.01 $ 122,100.00 85% 80% 75% 70% 65% 55% 45% 35%
S 8140100 $ 86,540.00| S 122,100.01 $ 129,810.00 90% 85% 80% 75% 70% 65% 55% 45%
S 8654100 $ 91,680.00($ 129,810.01 $ 137,520.00 95% S50% 85% 80% 75% 70% 65% 555
S 91,681.00 S 96,820.00 | $ 137,520.01 $ 145,230.00 100% 95% 90% 85% 80% 75% 70% 5%
S 9582100 $ 101,960.00| $ 145,230,01 $ 152,940.00 100% 100% 95% 90% 85% 80% 75% T0%
$ 101,961.00 $ 107,100.00| S 152,940.01 $ 160,650.00 100% 100% 100% 95% 90% 85% 80% 5%
$ 107,101.00 $ 112,24000($ 160,650.01 § 168,360.00 100% 100% 100% 100% 100% 100% 100% 100%
Insurance Company Policy Number

Number of Household
Household Annual Income

1 hereby attest that my Annual household income reported is correct.

Date Client Signature

I hereby attest that | have perforned due diligence in assessing financial eligibility for State funding.

Date Employee Signature



EPIC Behavioral Healthcare
AUTHORIZATION FOR RELEASE OF INFORMATION

I hereby authorize EPIC Behavioral Healthcare to (please check one):
Obtain ] Release Ol Exchange

the following [ written, O verbal, O electronic, O video, O audio information ( check all that apply):

O Treatment goals | Psychological evaluation [ information concerning AIDS/
and progress and test results HIV Infection
O Physical exam [J Educational information [ Medical treatment
O Social history O Behavioral observation D Alcohol/drug treatment
O Psychiatric evaluation and treatment
Oother (specify)
(In compliance with FS 90.508, 394.459(9), 395.3025(2)(3), 397.501(a) and Federal Regulations 42 CFR, Part 2.)
Information from the records of- Contact;
Agency Contacl Name
To/From
Client Name Client Code/Record # (Circle one) Agency Name
Address Address
City, State, Zip Cily, State, Zip
For information from to
Date ol Binh Date of Birth Date
For the purpose of (check one): [ to assist in the evaluation and treatment of the client.

[ other (specify
A signed revocation may be submitted at any time, but EPIC Behavioral Healthcare shall not be held liable for any information
released prior to its receipt. This release form shall be valid for (check one)

D A single disclosure OR D A continuing disclosure for 90 days from signature date below.

D A continuing disclosure for 1 year from signature date below
To Receiving Agency:
PROHIBITION OF REDISCLOSURE: This information has been disclosed fo you from records whose confidentiality is protected. Any
further disclosure is strictly prohibited unless the client provides specific written consent or the subsequent disclosure of this

information. A general authorization for the release of medical or other information is not sufficient to waive confidentiality of these
records.

[In compliance with Federal Regulations 42 CFR, Part 2.}

| acknowledge that | have read this authorization and fully understand its contents.

/ /
Sighalure of Client ale
Signature of legal guardian {When appiicable) Date :
Relationship
/
Witness Dale
PLEASE RETURN INFORMATION TO:
EPIC Behavioral Healthcare, Attn: ® - , 1400 Old Dixie Hwy, St. Augustine, Florida, 32084,
ame of sla

(!;ZP.IC% dS}laogf When requesting information, send original to other Agency. When sending information, keep original in chart.
riginale



NATIONAL VOTER REGISTRATION ACT
'Preference Form/Application

OFFICIAL USE ONLY (check all that apply)

Cllent's prference (check the box only In 1. or 2.)

Il you do not check any box, it will be considered that you chose nol to [Nate: Only a clienl who is eliglble can dacline or agtepl an

register or update your voter reglstration at this lime. apportunily to ragister or update a record on his or har behalf]
1. 1F you are not registered to vote where you live now, 1. Client applled for: [} New sarvices/asslstance
would you like to apply to reglster to vote today? iJRenewal of services/asslstance [} Address change

D Yes D No, | decline. 2. How cllent applled: [ (nperson  [J By phone

{2} At home [ Onlinetweb service
2. If you are reglsterad to vote where you live now, would you
llke to updats your voter reglstratlon record? 3. Cllent: 0 Submitted regfsiration application,
(1 Was senl form/application on 1 __(dste),

D Yes D No, | decline. {7j Did not complsls applicalion/look formfapplication,

CLIENT: Name or [dentiication numbar Date Pralerence form must be retalnad by agency for two years (rom daled

form (DS-DE 77-ENG; rev. 11-2011)

SESEEEsEsssz=====zz====Notice of Rights========== Eomms e

Help: It you would like halp in filling out your votar registration applicalion, we will help you. The decision whethsr to seek or
accept help Is yours, You may fill out the voier registration application in private.

Benefits; If you are applying for public assisiance fram this agency, applylng to reglster, or declining to register 1o vote Wil nol
affect tha amount of assistance you will be provided by this agency.

Privacy: Your daclslon not to ragistar or Uptale your record and the location whers you applied o register or update your vatar
registration record Is confidential and may anly be used for valer registration purposes,

Formal Complaint: If you believe someone has Interfered with either your right ta apply to reglster or to decline to register to
vote, your right to privacy in deciding whether ta apply to register to vota, or your right to choocse your awn polltical party or other
polilical prefersnce, you may file a complaint with: Florlda Secrelary of Slale, Division of Elections, NVRA Administrator, R.A,
Gray Bullding, 500 S. Branough Street, Tallahasses, Florida 32399-0250. Forms for filing a complaint are available at

m;g:h’sraultcn,dns,slaga.ﬂ.gs{nvgaﬁndeg shtml or call 1-850-245-6200,

IAuthorly: National Voter Reglstration Act (42 LLE.C. 19739g); socllons 97.023, 87.058, and 97,0685, F.S.)

To Register to Vote in Florida, You Must:

* Bsal.s. citizen (a lawful permanent resident canno! register or vote)

* Bealleast 18 years old (you may pre-register if you are at least 16 years old although you cannot vote
until you are 18 years old)

° Be a Florida resident

* Have had your right to vote restored if you have ever besn convicted of a felony

* Have had your right to vote restored if a court has ever declared you to be mentally incapacitated as to
your right to vote.

If you do not meet these requirements, you are not eligible to register.

You Can Register to Vote at:
e Any Supervisor of Elections’ office
¢ Any driver's license office or tax collector's office that issues driver's llcenses
©  Any voter registration agency (that is, any public assistance office, any office that provides services for

persons with disabilities, any center for independent living, any armed forces recruitment office or any
publiclibrary)

¢ The Division of Elections (Florida Department of State)

You Can Hand-in or Mail a Completed Application to
Any of the Locations Listed Above

If mailing, mail with sufficient postage to:

Division of Elections
R.A. Gray Building
500 S. Bronough Street
Tallahassee, Florida 32399-0250

(contact information: 850-245-6200; http://election.dos.state.fl.us)

Your Supervisor of Elections will conlact you if your application is incomplete, denied, or a duplicate,
Once you are regislered, you will receive a voter information card.

***************************Turn Page over for Reg|Stration AppliCation*********************
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@g@ Application to Regist

er in Florida

Part 1 - Instructions

To Register In Florlda, you must: Be a
U.S. cllizan, be & Florda resident and at
leasl 18 years old {y ou may also pr e-
register |f you are 18 or 17 years old but you
cannol vole unlil you are 18).

It you have ever bean convicted of & felony
or Il & court has ever found you to be
mentadlly Incapacitaled as lo yaut rght 1o
vole, your right to vote has lo be restared
befors you can reglstor,

If you do not meet any ong of these
requiroments; you are nol allgible to
rogistar,

Where to Register: You can register 1o
vole In-persan or by malllng or hand-
dallvering your application to any supervisor
of eleclions’ offics, sny office thal |ssuss
driver's: licenses, & ny volar regislration
agency (for plo, any public L&)
office, assistad living facility, aflice seving
persans with disabiliies, pub llc library, or
armad lorces racruitment offive) or| e
Olvision of Elections. If mailing appiication,
be sure o add sufficient postags.

Doadiine to Register: The deadline ta
regisler 1o vole Is29d ays befors an
upcoming eleclion. You can update your
rogistration record atany  Ume, bulte
change your polltical party for 5 primary
sleclion, you must make the: changa by lhe
registration deadline. For g naw applleation,
you will ba contacled if your spplication is
Incomplele, denied or & duplicate ol an
axisting registration. If y au rocelve a voler
Information  ¢ard, thal means you  arg
teglstarad 1o vole,

Identification (D) Requir
new applicant, state and lederal law require you
lo provide a current and valid Flonida driver's
license number (FL OL#) or Florida idanlification
card number (FL 10D#) 1 you have nol bean
fssvad & FL DL# or FL IDY, you  must then
provids the last four digits: of your Secisl
Seeurily Numbar (55N} ITyou have not besn
Issued any ot Ihesa 1D numbers, check “Mane”
an the applicalion. | you do nol provide eny
number or do note heck "None,”  your
teglglration may bo denied, Ses 5.303, HAVA
and section 97.083(6), Fla. Stal.

Spectal 10 requiremants: |l you afe rogislering
by mail, have navor votad In Flarda, ang have
never besn lssued one of the 1D numbers
above, you must include with your application,
or-at a laler lima befora you vols, one ol the
followlng:

*A copy of 8 1D thal shoWs your fme and
phole {seceplable 0gl--U.S. Rassport, dabii
or credll card, millary 10, sude ni 1D,
raliramant  center 10, neighborhood
associalion 10, or public assistance 10; or

*A copy of an ID thal shows your name and

ts: 1f you are a

currenl  resldence  address (acceplable
documents)--utilily blil, bank slatement,
government check, paycheck, orolh er

government document,

You do not have to provide the special |0 o
reglster If you are 65 or oldor, have a temporary
or parmanen| physical disability, am a momber
of the active uniformed saivices or marchan
maiing who ls absenl fram the counly for aclive
duly, or a famiy membert hereal, or are
currenlly living oulside ihe U.S, hut eligitila 1o

Application To Register in
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Florida

— =

Polltical Party Affillation: Elorida i 8 ciosad primary eleclion
atale. That means volers registerad wilh a polileal party can
anly vole for thal pary's candidates In a parlisan race an a
primary alection ballal. However, regardless of lhe polllical party
with which you registarsd, you can sl vole in (ho primary
alection on any issue, any nonpertisan race o any race whero
the candidale will face no epposition in the ganaml slecion.

Indicate (ha political party with which you wlsh 16 be regisiered.
I you leave the polilical perty affifalion bex biank or v rlle
“Mase," you will be registered without any party affiiation, For a
list of political parlies ragislared in Florida, 4o lo the Division of
Eleclions’ wabsite undar the heading For the Volers al:

hitp:/felection.dos.state. lhus!

RacelEthnlcily: You srs nol required 1o list your raca ar
elinicily. Howaver, il you choose to do sa, plessa chonse anly
ong ol the following:  Amaerican  Indlan/askan MNativa,
Asian/Pacific 1slander, Black (Mol Hispania) Hispanic, tuil-
faclal, White (Not Hispsnic), or Other,

Publle Record Notlce; This application becomes & public
record when filed. Hawaver, the lollswing inlormation ls not
avallable (o the public and is used only for v otar reqistralion
purposes: your FL DUY, FL 10# and SSN, where you registerad
to vale, and whiother you declined te ragister or updals your
voler registrallon record when asked by & volar registration
agency. Your signalure can be viewed bul nol opled. (Section
97,0685, Fla. Stal)

Criminal Offanse: Il sa3rdd egree felony to submit [ alse
infarrtialion. Penalliss include fines_up to $5,000 andfor up to 5
yaars of prison.

Quastlons: For more Information, conlac your local supervisor
of slactions, or refer (o tha Division of Etdctions’ websille at:

htlplielection. dos. state s,

Informaclén en espoiol: Sivass llamar ala  oficing dsl
suparvisor de elaccionss de su condado sile interesa oblener
esle forrmulario on espsiol.

e En e Ew e e e e o e mm

Part 2 - Form (national mail-in application)

[Ara you a cilizen of Iha Unitad Statos of Americo? [ Yes [[] o This space for olfice use voly
Will you bo 18 years ald on or befare alection day?  [Tyes T ne
Il you checked "No* In responee io either of lhese yuas long, do not camplute form.
ACMpek 1 At BN (0 s coardi oY 15 e pro 10 g 10 <
1 Lasl Name Firsl Nrmo Middie Name(s)
2 Homa Addross Apl or Lo Slate Zlp Caoto
Addrass Where Yau Gat Your Mall | Diffarent i1 Above i Elyl_l'ovg Swlo Zip Codo
3
o Dl af Birh Telephona Nismbar (aptong 13 NUIMDOT - (S flnin by ot sy i o pont sl
Manih Day  Yoar -
7 Chaoiea of Parly Rawsa or Ellnle Group
ERApE s 2 Iy e MuteraRam, for youlr S 8 LR R I [T e T your 5
| have raviewad my stuta’s Instruclions and | swaarfaffinn that
® | am a Unlled Statos cilizen )
ol* I meot the aligibllity requirements of my sitate anel
subscribe W any oalh required
& The Infarmation 1 have provided Is true (o 1he bos) of Ty Bisosa sion i o T R
knowladns undar penally of perjury. Il | ave provided (aiss izsa wgn [l namo (or pal imn
Infurmatian, | may be lined, Imprisenad, or {if not 4 U5, Bt [ / ]
cilizen) depoined from or refusad aniry lo the Uniled Siatea S
Month Doy Yeur
I this apnlication fe for n chango of nome, what wihin your namg balora yuty chinnged it?
LAJ Last Namo Wil Naomo ’ Middle Naino(s) “ ”
Iy veen rogluierad bolore bul thin b Ve Hleut e yau nre roglataring trm e aduress in Dox 2, WO Wity s Wi i s negletared Dilore?
l B | S'reotfor routn and box Aumban) Al o Colir Gl TowniCounty Hinle Zlp Cadn
Iy lvo in g ol area bt do not have o slrewnl nurmber, O il you fuve no o, plirhne shaw on fha it whoro e live
® WIiiltn In the naimos of {ha Crassronds (o slrealc) nanront Lo wiwsin you hvo NORTH ‘f‘
® Draw nin X 10 show whore youllva,
W Usa a'eisl 10 ahcw nny achanls, churchas, ALEFAB, oF olhar Inndimaeks
o wlinre you live, and wiin o mamao ol e landimerk.,
c e e = e

At spivnnd i wonbia n wign, who Hestpscied Ahn appteial gl ik agmpinstinn s Giver i, beldeonn ue

1d phana tame {phane numbor uptiurl).




