
I CHitR~PRACTIC 
LIFE Center 

I:ru.1&ptvii H1.1cpoµ11via / Date: 

K1v11To TriA&ci,wvo / Mobile Phone: 

THESSALONIKI 

n/\HPO(l)OPIE2 A20ENOY2 / PATIENT INFORMATION 

·ovo1.1a/First Name: Enti>vu1.10/Surname: Hµcpo1,,111via rcw11011c; / Birth Date: 

G>u>.o /Gender: 01Koycvc1aK1i KaTaOTaoq / Marital Status Ap18µ0~ nallilwv / # of Children 
~ppcv ei;>.u ~yaµo~/q 'E~q XJipoqa 

Widowed Male Female Single Married Divorced 

.dtcu8uvari / Address: 

Bcipoc; / Weight: "YIJ>oc; / Height: HA&KTpovtKii .d1cu8uvari / Email: 

Emiyyc>.µa 
Occupation : 

no10~ 00~ nopotpUV£ VO tp8&T£ 0£ &µiJ~ y10 VO TOY £UXOp10Tijoouµ&? 

Who can we thank for referring you to us?: 

TPEXONTA 0EMATA YrEIA2 / CURRENT HEALTH CONCERNS 

noui OcµaTa uycia~ oa~ cptpvouv OTO ypacp&io 
What health concerns bring you into the office? 

note ~tKivtJOC DPXlKll TO npop).qµa uy&ia~? 
When did the health problem first begin? 

T1 poqB(m TO npcipAqµa oa~? What makes the problem better? 

T1 Kav&1 TO npcipAqµa X&IJIOT&po? • What makes the problem worse? 

napaKaA£io8t VO KUKALIOCTC 0£ TIOIO Ol)µ&io TOU OWµIITO~ £iva1 TO npopAqµa 
Please indicate with a circle where you are experiencing your problem 

'Excn: cppovriotl yta OUTO TO npopAqµa np1v? 
Have you received care for this problem before? 

Na1/Yes ·ox1/ No 

XEIPOnPAKTIKO l2TOPIKO / CHIROPRACTIC HISTORY 

'Excn: CTIIOKtcpn:i KOTIOIOV XttpOTipOKTlKO OTO napd.Oov? 
Has a Chiropractor ever taken care of you? 

Eirv val note qtav q TtAtutaia oa~ cnioKcljlq? • If yes. when was your last visit? 

Nat/ Yes ·0xi1 No 

TPAYMATA: l2TOPIKO H1MATIKH2 B/\ABH2 / PHYSICAL TRAUMAS 

J:uxvoTriTa aOK1101c; / Exercise Frequency :: nwc; KOIJ.lci<rrc Kavov1Kci ? / How do you normally sleep? 
Ka8ciAou/ 1-2x/ql6apa&i 3-5x/tjl6oµa6a Ka8qµtpMi AwaKw ITO rwn Mnpouiwro Mt µa~i>.~1 
None t-2x/week 3-Sx/week Daily Back Side Stomach Yflth a pillow 



TPAYMATA: IH0PIK0 IOMATIKHI BAABHI / TRAUMAS: PHYSICAL INJURY HISTORY 
Excn unoarn n11, ? 
Hi¥t you ewr h.1d? 

llThlot1~ /Fals 

A.UOl(Tpo-
OOIN1ntWIHii 

Ox,/No 7 NOi/Yes 

X ti 
X a 
X ti 
X ti 

v Eilv vat. 6wart Atmoµtpttt~ If yes. give details 71 

TO~INH: XHMIKA KAI nEPIBAAAONTIKA / TOXINS: CHEMICAL & ENVIRONMENTAL HISTORY TO~IN 
• • • • • • Please rate your CONSUMPTION for each: 

Koipt~ / Coffee 

Toiycipo / Cigarette 

Ncpli / Water 

llioliA / Alcohol 

AvmJiuKTIKD / Sodas 

(l)llj)~OKO / Melicine 

Ka81iAou / None 

0 

0 

0 

0 

0 

1 

1 

1 

1 

1 

Mttp10 I Moderate noAli / High napaKDAcio8t va avaq,tpm ta q,lippaKD Kat n~ 
p1tapiv£~ nou naipvm 

2 3 4 Please list any medicines & riamins that you are taking 

2 3 4 

2 3 4 

2 3 4 

2 3 4 

lKE4'EII: HNAlrnHMATIKO HPH KAI nPOBhHMATA / THOUGHTS: EMOTIONAL STRESS & CHALLENGES 

napaKoAouµt a~toAoyqott To 
ITPEI yta Ka8t µia ano Ta 

napaKarw 
• 

initi' 
Home 

Please rate your STRESS for each: 

LEFT SEGMENT RIGHT 

occ 
C1 
C2 

C3 

C4 

cs 
C6 
C7 

ANT 
cw 

ANT 

LEFT RIGHT 
POST ccw POST 

Ka81iAou 
None 

0 

0 

1 

1 

MtrplO 
Moderate 

2 

2 

3 

3 

noAu 
High 

4 

4 

LEFT SEGMENT RIGHT 

T1 
T2 
T3 
T4 

T5 
T6 

n 
TS 

T9 
T10 
T11 

T12 

Ka81iAou 
None 

Mt1p10 
Moderate 

noAli 
High 

0 1 2 3 4 

0 1 2 3 4 

LEFT SEGMENT RIGHT 

UL 

L1 

L2 

L3 

L4 

L5 

SAC RIL 

LSL PRONE ASL 

+ + 
LEFT DERER ELD RIGHT 

LEFT ILLIUM RIGHT 

SAL SAC APEX SAR 

LSL SUPINE ASL 

L ROT BALANCE R ROT 

EXTENSION FLEXION 
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