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         PATIENT HEALTH QUESTIONNAIRE

       Shelley Chiropractic

Date __________________

Last Name ______________________________________________________________

First Name___________________ Middle Initial _______Preferred Name____________

Address_________________________________________________________________

City______________ State ____________________ Zip Code _____________________

E-mail ______________________________   Work Phone (       ) ___________________

Cell Phone (       )___________________ Other Phone  (       )___________________

Birth date (mm/dd/yyyy)______/______/________Soc. Sec. # ______________________

Age ______ Sex:   M      F      Marital Status:  M     S     W     D       # of Children:_____

Occupation ________________Employer _________________Years Employed  ______

Address ________________________________________________________________

City ___________________ State ____________________ Zip Code _______________

Spouse’s Name ________________________ Soc. Sec. # _________________________

Occupation ___________________ Employer __________________________________

Person Responsible for this Account __________________ Health Plan _____________

Subscriber’s Name ___________________ Subscriber’s Soc. Sec.#_________________

Subscriber’s Birth date (mm/dd/yyyy) _____/_____/________

ID# _______________Group # ________________​​

1.  How did you hear about our office?_______________________________________

2.  Is your injury related to work?        


_____No    _____Yes


If yes, date of injury____/____/______


Did you report injury to your supervisor?

_____No    _____Yes

3.  Is your injury related to an auto accident?

_____No    _____Yes


If yes, date of accident ____/____/______


Was a police report filed?



_____No    _____Yes
4.  How do you intend on paying for today’s visit? Check □ Cash □ Credit □







      Insurance □
5.  Please list the name of the doctor who cares for you and your family:

     Doctor’s Name:  _______________________________________________________
     Doctor’s Address:______________________________________________________

I understand and agree that health insurance policies are an arrangement between my insurance carrier and me.  I understand that this office will prepare initial billings to assist me in making collections from the insurance company.   I request that payment of authorized insurance or Medicare benefits be made on my behalf to Shelley Chiropractic, PA and Dr. Brennan Williams, DC. For any services furnished me by the physician/supplier.  Any amounts authorized will be credited to my account on receipt.  I clearly understand and agree that I am responsible for payment of all services rendered to me.
Patient/Guardian Signature________________________________Today’s Date__________

Shelley Chiropractic
Revised 10/20/2021

