
YOUR CASE HISTORY: 
NAME:       AGE:       Date of Birth:       Today’s Date:       
Address:       City:       State:       Zip:       
Home Phone:       Sex: M    F  Marital Status:  S   M   W   D  Social Security #:       
Occupation:       Employer:       Work Phone:       
Email Address:      @      Who referred you to Dr. Zabrosky?       
INSURANCE: If you wish us to file your insurance the following information must be complete:  
Please be sure to give us your insurance card. 
Is this a PPO?  Y   N  HMO? Y    N  Are you the primary insured? (is the policy under your name?) Y    N  
If “No” Please provide the following information: 
Insured’s Name:       Date of Birth:       Relationship:       
Employer:       Social Security #:       
Do you have secondary coverage? Y    N  If yes, Insurance Company:       
Insured’s Name:       Date of Birth:       Relationship:       
Employer:       Social Security #:       

_____________________________________________________________________________________________________________ 
Where is your pain or problem?  When was your most recent 

onset of this problem? 
 Have you had this before?  

If yes, When? 

1.                     
2.                     
3.                     

Are your present problems due to an Accident or Injury? 
If yes, 

Yes    No  
On the Job  Auto Accident  

 
Other: 

 
      

Has this been reported? Y    N       To Employer     Your Auto Insurance  Other:       
Have you seen a chiropractor in the past? Y    N  For the same thing?       When?       
Dr.’s Name:       Results:       
 

On the diagrams at right: 
*Answer the following AFTER you have 
printed this form. 
 

Please circle each area in which you 
are having any trouble. 
Next to each circle, please indicate 
the type of symptom you are having in 
that area, using the letter codes given. 

 
*NOTE: If you choose to email this form, 
you may complete this picture at your office 
visit.   
 

Please provide the following information about yourself: (If the item does not apply to you, please mark N/A) 
 

Spouse’s name:       Occupation       Employer:       
Number of children:       
Have you seen a Doctor for ANY reason in the past year? Y    N  
If yes, please describe incident, give Doctor’s name and describe the results of your care:       

_____________________________________________________________________________________________________________ 

HABITS EXERCISE FAMILY HISTORY 
 Smoking Packs/day       
 Drinking Alcohol    Frequency       
 Coffee Cups/day       

 

 None 
 Moderate 
 Daily 

 Diabetes Heart Kidney Cancer Back 
Mother      
Father      
Brothers      
Sisters      



 

General Health Information 
Please complete all information, whether or not you suspect it is directly related to the issue which brings you here today. 
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����� � � � � � 	 
� 
�

�

��� � � �� � � � � � 
� �

�� � � � � � � � � � �
� �� � � � ��

�� ��� �� �
� �

�� ��� �� � � �� � �� 


�

�� � � � � � � � � 
�  �! � �  � �

�" � � � � � � � 
� �

�� ��� # � � 
�� 
�

�� $ " � # � � � 
�

�� �" � ! � 
� % � � ��� & �

�" �� � ' 
� � � �� 
�

�" � � � ! � � � � ��

��" � (� � ) � � ���' 

� � 
� �

�" �� � * � 
�� ��

��� $ � +� ,�� � � - � �

����� ��� � �

. �

�� � �(� � � �� � � � �

� �

�� � � � / � � � �� � ��+� ,� � �
� � �

�$ �0 � � ��� �
�

�

�� ��� 1 � 
�� � 
. �

�� �� � # � � �� ��' 

� �	 � ��

�$ " �(" � 2 � � � �  � �

�0 � � � 1 � - � � � �

�� ��� ) +/ ��� 

�
� � �

Please check the correct box for each item below. 

�
��

�

��


�
.�

�
��


�
��

�.
�

�
��

�

��


�
.�

�
��


�
��

�.
 

�
��

�

��


�
.�

�
��


�
��

�.
�

�
��

�

��


�
.�

�
��


�
��

�.
�

� � �� � �(� � � ��� � . �3� � � �4�

�      �

� � ��� �� 5 �� � � � 
�

�

� � �$ � � (� � ! � 
��
�

� � �$ � � (� � ! � � � � �

� � 
�

� � �$ � � (�� ' 
- - 
� � 

�

� � �$ � � (" � � � 
� �
�  �

� � �$ � � ($ � � � �
 � � �

� � �$ � � (0 � � � � � ��

� � �$ � �(� � ) � � 	 � � � � �

� � �$ � � (�" � 2 � 

�� ,�6 �� � � �

� � �$ � � � 2 � 

�� ,�� � 
 � ��

� � �$ � � (" � 7 � �� � � 
� � 

�

� � �$ " � (" � 7 � � �� � 
� �

� � �$ � � (� � 7 
 � ��6 8 � � �
�

� � �$ � " � 7 � � � � � 

�� ��� � 
� �
� �� �� 
�
� � 9��  
9� � � 	 
�

� � �$ � 0 (� � � � � � � - 
�  �

� � �$ � $ (� � 5 � �� � 
�  �� ��* � 
�

� � �$ � � (� � ! � �� � ���� � � �� �

� � ��0 �(� � ! � � 
�
� � �
� � �

� � ���� (� � ' 
� ��� � � �

� � �$ � � (0 � 1 & � � 


� � �) � �  � ��

� � ��$ �(� � * � ���5 �� 	 	 � ����� � � �� �

� � ����(0 � ) � � � ��� � 
	 
�3�
�� 
4�

� � �$ � " (�� : � � � 	 
� � �

� � �$ � �(� � 2 
� � ����� � � �� �

� � �$ � $ (� � 7 � � 
� � �

� � ��� 0 (� � �� 
� �� � � ��6 �� � � � � �

� � �$ � � (� � �� � ��� � � � �
�� �

� � ��� 0 (� � �� � ��' 
 � 
�
� � �

� � �$ � $ (� � / � � 
�
�  �

� � ��$ � (� � / � � 
�
�  �5 �� � 	 �

��

� � ��� � (� � � 
�� � � �

� � �� $ � (� � ! �� 

� 	 �1 . � 
�

� � �� � � (� � ' � � ,� � 

�

� � �� � � ($ � � 1 � �� � � � �

� � �� � � (0 � � 1 � ��' 

� � � � � 
�

� � �� � � (� � � 1 � ��7 � 

� 
�

� � �" �� (� � 1 � �� � � 	 ��� . �� 
	 �

� � ��0 � � � �� ; � � � ��! � �	 
�

� � ��$ $ (� � ) � . �� � � � ��

� � �$ � �(�� � ) � � �
� � � 

�

� � ��$ � (�� 7 � 
� ��< � 
��� � �
� � �

� � �$ � �($ � 7 � 
� �5 �� � 	 
�

� � �� $ � (� �� �� 
� �
� �1 . � 
�

� � �� 0 � (� � �� � ��/ 


� � �

� � ��$ � (� � 6 
� � 

�

��

� � ��0 " � 6 � �� ��� �� � �
�

� � ��0 � � �� � 

��
�

�

� � �$ � 0 (�� � ! � � 
���� 
� �

� � �$ � 0 (" � ! � �� � 
� �! � �  � �

� � �$ � 0 (� � � ' 
,,
� � ��. �5 �� � �� 
�  �

� � �$ � 0 (� � 6 � 
�
�  �5 �� � 	 �

� � �$ � 0 (�� 6 � 
��
�  ��� ��  � �

������=� � ��	 � 
 �

� � �$ � � (� � 5 � 	 �� � ��
�  �

� � ��� � ($ � 5 �� � 	 �
� �> �
� � �

� � �$ � � (�� � �� ; � � � ��> �
� � �
� � �

� � �$ � � (� � +� � � 
�
�. ��� �! � � ��� ��
� > �
� � �

� � ��� � (� � ? 
	 � � . �+� ,� � �
� � �

� � �$ � � (�� �� 
� ,� ��> �
� � �
� � �

� � �0 � �(� � ��� 
�� �� ���� � � �� �

�

MUSCLES & JOINTS 
� � �$ " �(�� 5 � � % � � � � �

� � �$ �� ($ � � � � ����� � � �� �

� � ���� (� � ) � �� 
� �

� � �$ �� (���� 
� �5 � �8 � � � �6 � � � �	 � �
�

� � �$ " �(0 � �� 
� ,� ���� 
��5 � � � �

� � �$ " � (� � 6 �
,,�7 � � % �

� � �$ � �(� � 6 � 
� � ��! � �� � �� �� �

� � �$ �� (� � 6 8 � ��� � �: � 
� �
�

� � �$ � �(� � ��� � � �
�

� � �$ � �(� � �8 
�� � 
�  �

� � �$ " � (� � � � � % � � 

�

CARDIO-VASCULAR 
� � ��� �(� � ) 
 � �5 �� � 	 ���� 

� �� �

� � ���� (� � 2 � 8 �5 �� � 	 ���� 

� �� �

� � �$ � 0 (��� �� 
� �� � � ��) � � ���

� � �$ � �(� � �� � ��! 
�� � �� �
� � �

� � ��� � � ��� � 
� � 
�) � � ������ � � �� �

� � �$ � �(� � � � � 
	 �) � � ���

� � ��" $ (� � � 6 �� 8 �) � � ���

� � ��� 0 � 6 ��� % � 
�

� � �$ � " (� � 6 8 � ��
�  �� � % �� 
�

� � ����� / � �
� � 
� �/ � 
� 
�

SKIN OR ALLERGIES 
� � �0 � � � 5 � ��
�

� � �� " �(� � 5 �� 


�  �1 � 

�. �

� � �$ � �(�� ' �. � � 

�

� � �0 � �(� � 1 � - � � � �

� � �$ � � (� � ) 
� � 
�� ��� ��� � . �

� � �0 � � (� � +�� � 
�  �

� � �$ � " (� � 6 � � 

�
� � �6 % 
� �

� � �� 0 � (� � 6 % 
� �1 �� � �
� � 
�

FOR WOMEN ONLY 
� � �0 " �(� � ! �� � � 
�� ��5 � � % � � � � 
�

� � �0 " 0 (" � 1 & � � 


� � �� �� 8 �

� � �0 " $ (" � ) � ��� �� 
� � 
�

� � �0 " 0 (�� +���  � �� ��! . � �� �

� � �0 � �(� � # 

� � ��
�  � �

� � �0 " �(� � �� 
� ,� ���� �
� 	 
�

� � �0 " � (�� / �  
� � ��' 

� � � � � �

� �7 � �� ����  � � � ��� ���� 

��
� � �

�� � � � � � 2 � 
���� � �
��' � �� � 5 . �� � � � �� � � � � �

�� �� 	 ����� 
	 �� 
� � �� �� � � �� 

' � �1 � � ' � �1 � � ' � �1 � �

     � / � � � 
� � �
� � 
�      � �� � � 
�
� �1 � �
�      � 6 
� � 
�

     � �� � 

��� � �� � . �      � � � � � � 	 � � �� � . �      � ) � �� 
� �

     � * � ���5 �� 	 	 � ��      � � � � � �� �< � � � 
�      � �� . �� 
	 �

     � 5 � � % �< � � �� �
� � �      � � � � �� ��6 � � � �. �      � 6 �� � � � � �

     � < �� � ��     �      � < �� � ��     �      � < �� � ��     �

�+�� � � � �� � � � ��� � 	 �� � . �� � � �� �
� � 
9
� � � �
� 
(�

2 

��� � . �� � � 
	 � � �
�� ��,� ���� � 	 �	 � �� 
@� �! � ��     �� �� � � �� � �
� � � ��/ � � 
� �� �     �

� �6 � � ��
�     

 
6 � � � � �
     

 
< �� � �
     


2 

��� � . �� �� % � � �� � � � 
�3,� � �� �� 
4�� ��	 

�� � � �
� � 
@�      �

1 � � ��� � �� �� �� � � 
A� �7 � � �B � 
� � � . A�      �

) � � � �. � � �� � � ��� � 	 �� � . �
� 
� � ���� � 
�� ��
� 
� � ��
� C� � �
� � 
A�� �B � 
� �7 � � � � � �� �. � � �� � � ��% � � � % � 	 �� � � � � 
� 
� � 
A�� �B � 
�� �7 � �

) � � � �. � � �� � � ��� � 	 �� ��� � 
� �� ,�� � � � �. A�� �B � 
� �7 � � �

) � � � �. � � �� � � ��� � 	 �D =�� . 
��� % � � A�� �7 � � �B � 
��� � � � �     ��� 5 . �� � � � A�      �

� � ��8 � � ��� 
�� � � �
�8 � �� ��� � 
� �D =�� . 
�� � 	 � A�      �

' � �. � � �
� ,,� ��,�� � �� � . �� � � 	 
�
� � �� �� � ���� � � ��� � ��,� ��8 � 
� � �. � � �� �� �� � 8 �� � � 
� ��
�  �� 
A�      �

� �� �. � � �� �� 
� � ��. ��� % 
�  �� � . �� � 	 
� � �
� � �E�� �� 
� �
� �
� � �� ��� � � �=�� � =� � � � �� �A� �7 � �� �B � 
��� � � ��	 ��  
A�      �

��
� � � 
� � � � 
� �� � � 
� � � ��� 
� � � � ���� � � 
� � 
� � � � � � � � 
 � �� � 
� � � � 
� � �
! � � � 
� � �� � 
� ! � � � "
# �� � � � 
� � �� 
�� � $ 
� � � � 
� � 
�� � �
� � %
& � ! � � � ' � 
� � � 
� �� � � � � 
�� � $ 
 ��� 
� � � %


     �

 

GENERAL SYMPTOMS GASTRO-INTERSTINAL EYE/EAR/NOSE/THROAT RESPIRATORY 


