
PEDIATRIC NEW PATIENT FORM

 PAOLI   •   MARENGO  •   WEST BADEN  •   ENGLISH  •   BEDFORD  •   MITCHELL
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Comprehensive Health Care, Paoli 812.723.3944 (F) 812.723.7989 
Crawford Co Family Health,Marengo812.365.3221 (F) 812.365.9502 
PatokaFamily Health, English 812.338.2924 (F) 812.338.3706 
Valley Health, West Baden 812.723.7125 (F) 812.936.2599 

Patient:----------------------------------------------
Last Name First Name Middle Initial Social Security # 

Mailing Address _________________________________________ _ 

City: ___________ State: ___ -----'Zip: ________ .Language: D English Ospanish OOther 

Home Phone: ____________ Cell Phone: ___________ _ 

Gender: D Male D Female    

Age: ____ �D08: _______ _ Email�: __________________________ _ 
(For Access to Health Records 24 hrs. a day, 7 Days a Week)

Race:· D White (Non�·lispanic or Latino) D Native Hawaiian D Other Pacific Islander 
D Black/AfricanAmerican(Non-Hispanic or Latino) D Asian D More than one race 

Ethnicity □Non-Hispanic or Latino D Hispanic/Latino 

D American Indian/ Alaska Native 
D Unreported/Refused to Report 

Does the Patient have Medical Insurance? Yes D NoD Insurance Company: ______________________ _ 

Person Insured: ___________ ID.  #: ________ Group #: __________ SSN: __________ _ 

Birthdate: _______________ _ 

Secondary lnsurance? Y esO NoD Insurance Company: _______________ _ 

Person Insured: ___________ ID #: ________ Group #: __________ SSN: __________ _ 

Birthdate: ______________ _ 

*If under 18 please list all Parents/Guardians*

Parent/Guardian: _________________ Phone Number: ______________________ _ 
Parent/Guardian: _________________ Phone umber: ______________________ _ 

IN CASE OF EMERGENCY, WHO SHOULD BE NOTIFIED? 

Name Relationship Phone Number 

ASSIGNMENT AND RELEASE 
I, the undersigned, have insurance coverage with. _______ and assign directly to SICHC all medical benefits, if any, otherwise payable to me for 
services rendered. I understand that I am financially responsible for all charges whether or not paid by insurance. I hereby authorize the provider to release all 
information necessary to secure the payment of benefits. I authorize the use of this signature on all my insurance submission. 

Signature of Insured/Guardian Date 
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SICHC.ORG
SICHC PAOLI - (812) 723-3944 | FAX (812) 723-7989
SICHC MARENGO - (812) 365-3221 | FAX (812) 365-9502
SICHC ENGLISH - (812) 338-2924 | FAX (812) 338-3706

SICHC WEST BADEN - (812) 723-7125 | FAX (812) 936-2599
SICHC MITCHELL - (812) 992-5440 | FAX (812) 992-5441
SICHC BEDFORD - (812) 675-4470 | FAX (812) 675-4469
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