
Rev. 2/14/19 (sa)  

Registration/Update Form – 59 and under   CONFIDENTIAL 
Southwest Focal Point Community Center       PLEASE RETURN TO INTAKE WORKER        
301 N.W. 103rd Avenue                                            (PLEASE PRINT) 
Pembroke Pines, FL 33026 
 
MEMBERS MUST BE 18 AND OVER          Date : _________________________ 

 
 

____________________________________________________     ________________________ 
Name:   First  MI  Last       Date of Birth: 
 
_________________________________________________________________________________________ 
Address:  Street     City   State   Zip 
 
Phone: ___________________________      Cell Phone: _____________________   Gender:  F____M____ 
 
Email: __________________________________________        Primary Language:  ____________________________ 
  
Do you have limited ability reading, writing, speaking or understanding English?  Yes____ No____ 
 
Marital Status (Circle):  Single____  Married____  Divorced____  Widow(er)____          
 
Ethnicity (Circle):  White    Black    Hispanic    Asian   American Indian  Native Hawaiian Other ______________ 
 
Emergency Contact Information: 
 
#1 Name :  _________________________________ Relationship : _______________________ 
  
     Phone : _________________________       Alternate Phone :  _______________________ 
 
#2 Name : __________________________________ Relationship : _______________________ 
 
     Phone : _________________________           Alternate Phone :  ________________________ 
 
 
Doctor:  ___________________________________ Phone:  _________________________ 
 
 
Medications:_____________________________________________________________________________ 
 
________________________________________________________________________________________ 
 
Allergies/MedicalConditions:________________________________________________________________           
 

 
 

 



Rev. 2/14/19 (sa)  

Registracion/Actualizacion de 59 y menor   CONFIDENCIAL 
Southwest Focal Point Community Center       FAVOR ENTREGAR A INTAKE WORKER     
301 N.W. 103rd, Avenue                                   (USE LETRA EN MOLDE) 
Pembroke Pines, FL 33026 
 
MIEMBROS DEBEN SER MAYORES DE 18 AÑOS  Fecha: ________________________ 

 
 
__________________________________________________     __________________  
Nombre:      Primer  S  Apellido   Fecha de Nacimiento: 
 
____________________________________________________________________________________ 
Direccion:   Calle    Ciudad   Estado  Codigo 
 
Telefono: ________________________         Celular: _____________________   Genero:   F____M____ 
 
Email: ___________________________________________          Lenguaje Primario:  ___________________________ 
 
Tiene limitacion de leer, escribir, hablar o entender el ingles?  Si____ No____ 
 
Estado Civil (Circule):  Soltero(a)____  Casado(a)____ Divorciado(a)____ Viudo(a)____     
 
Raza (Circule): Blanco   Negro    Hispano   Asiatico   Indio American   Hawaiiano  Otro: _________________ 
 
Contacto de Emergencia: 
 
#1 Nombre:  _________________________________ Relacion: _______________________ 
  
     Telefono: _________________________        Telefono Alterno:  _______________________ 
 
#2 Nombre: __________________________________  Relacion : _______________________ 
 
    Telefono: _________________________          Telefono Alterno:________________________ 
 
 
Doctor:  ___________________________________ Telefono:  _________________________ 
 
 
Medicaciones:________________________________________________________________________ 
 
____________________________________________________________________________________ 
 
Alergias/Condiciones Medicas:___________________________________________________________                                     
 



 
 

            
ACKNOWLEDGMENT OF RECEIPT NOTICE 

 
My initials indicate that I have read, have a copy of and comply with the following forms: 
 
______   Membership Requirements   
______   Waiver & Release of Liability 
______    Computer and Internet Usage 
______    Media Release 
______    Collection of Social Security Number 
______    Grievance Procedures 
______    Notice of Privacy Practice (HIPPA)  
______    Caregivers Consent to Responsibility (if applicable)  
 
All personal information must be released to the Paramedics in case of emergency. 
 

_____________________________________________       _________________________                                                    
Printed Name of Member           Date of Birth 
 
_________________________________________________       _____________________                                                                                   
Signature of Member                     Date 
 
_________________________________________________       _____________________                                                                                        
Signature of SWFP Witness           Date 
 

Acknowledgment of Receipt of Notice 
By way of signing this form, I confirm that I have been provided a copy of above notices as part of 
the registration process for the Southwest Focal Point Community Center. I acknowledge that I have 
read and understand them and my rights as outlined therein.  I have been given the opportunity to 
ask questions which have been answered to my satisfaction. 

 

The Carl Shechter 
Southwest Focal Point Community Center 

301 NW 103rd Avenue 
Pembroke Pines, FL 33026 

954.450.6888 
 

    



 

            
 

ACUSE DE RECIBO 
 
Mis iniciales abajo indican que he leído, recibido y cumplo con los siguientes formularios: 
 
______   Requisitos de Membresía  
______    Exoneración y de Obligación Legal 
______    Uso de Computadoras e Internet 
______    Comunicado de prensa 
______    Colección de número de seguro social 
______    Procedimientos de Quejas de Cliente 
______    Aviso de práctica de privacidad (HIPPA) 
______    Consentimiento de responsabilidad de cuidadores (si corresponde) 
 
Toda la información personal es liberada a los paramédicos en caso de emergencia. 
 
_________________________________________________       _____________________                                                    
Nombre del miembro                 Fecha de Nacimiento 
 
_________________________________________________       _____________________                                                                                   
Firma del miembro                          Fecha 
 
_________________________________________________       _____________________                                                                                        
Firma del testigo de SWFP               Fecha 
  

Acuse de Recibo del Aviso 
A modo de firmar este formulario, confirmo que se me ha proporcionado una copia de los avisos 
anteriores como parte del proceso de registro para el centro comunitario del punto focal del 
sudoeste. Reconozco que los he leído y entiendo mis derechos como se describe en el mismo. Me 
han dado la oportunidad de hacer preguntas que han sido respondidas a mi satisfacción. 
 

Carl Shechter Southwest Focal Point Community Center 
301 NW 103rd Avenue 

Pembroke Pines, FL 33026 
954.450.6888 
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