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NEW PRACTICE MEMBER APPLICATION

904 Rainbow Drive
Cedar Falls, IA
319-277-1868

Name                                                                                                                     Date of Birth                /                  /                 Age   Male/Female

Address                                                                                                       City                                                            State            Zip             

Phone: Cell                                                                Home                                          Work _______________________________________

Email Address                                                                                                                                                                                                     

Occupaton                                                                                         Employer’s Name_                                                                               

Are you a student?    YES        NO Have you ever been in the military? YES NO

Single / Married / Divorced / Widowed        Spouse’s Name                                                                                                                         

Number of Children            Names, Ages & Gender _________________________________________________________________

 Who may we thank for referring you? ___________________________________________________________________________

LIST     THE     HEALTH     CONCERNS     THAT     BROUGHT     YOU     INTO     THIS     OFFICE  

Health Concern: Rate of Severity When did Have you had the Did the Are symptoms
List according to severity 0 = no pain this problem problem before? problem begin constant (C) or

10 = unbearable start? If so, when? with an injury? intermitent (I)?

Primary:                                                                                                    _       _       _                         _                
Second:_                                                                                           _                          _                               __ _                 
Third:                                                                                                       _       _        _                  _    _                
Fourth:                                                                                       _                          _                               __ _                

HAVE YOU EVER SEEN OTHER DOCTORS FOR THESE CONDITIONS? YES /  NO

CHIROPRACTOR?                                               MEDICAL DOCTOR?                                             OTHER                                                        

WHO AND WHEN? _________                                                                                                                                                                          

WHAT WERE THE RESULTS? FAVORABLE UNFAVORABLE (please explain) _____________________                                                  

PLEASE MARK “P” FOR IN THE PAST, OR MARK “C” FOR CURRENTLY HAVE:

          _ Headaches           _ Ear Infections         _ Sinus Issues           _ Kidney Prioblems           _ Sexual Dysfunction

          _ Migraines         _ Hearing Lioss         _ Frequent Ciolds         _ Bladder Prioblems         _ Sleep Prioblems

          _ Jaw/TMJ Pain           _ Ringing in the Ears           _ Thyrioid Issues         _ Menstrual Prioblems         _ Tight/Siore Muscles

          _ Neck Pain         _ Dizziness           _ Asthma           Priostate Prioblems           _ Spiorts Injury

          _ Shioulder Pain         _ Lioss iof Energy           Chest Pain           Infertlity         _ Sciatca

          _ Arm Pain         _ Nerviousness           _ Heart Prioblems           _ Fibriomyalgia         _ Arthrits/Jioint Pain

          _ Upper Back Pain         _ Diouble/Blurry Visiion         _ Nausea           _ Epilepsy/Cionvulsiions           _ GERD/Gastric Reflux

          _ Mid Back Pain           _ Anxiety         _ Ulcers           Tremiors         _ Numb/Tingling in Arms/Hands

          _ Liower Back Pain           _ ADD/ADHD           _ Digestve Issues           _ Disc Prioblems           Numb/Tingling in Legs/Feet

          _ Hip/Leg Pain         _ Lioss iof Balance           Diarrhea           _ Scioliiosis         _ Stiomach Prioblems

          _ Knee Pain           Depressiion           _ Cionstpation           Pioior Piosture         _ High/Liow Blioiod Pressure

          _ Fioiot Pain         _ Allergies           Bed Wetting           _ Skin Prioblems           Difculty Breathing

Other:_                                                                                                                                                                                                       _
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PLEASE MARK “P” FOR IN THE PAST, OR MARK “C” FOR CURRENTLY HAVE:

          _STROKE           CANCER _HEART ATTACK          SPINAL SURGERY         SEIZURES          SPINAL BONE FRACTURE          SCOLIOSIS
          _DIABETES      _OSTEOARTHRITIS   _            RHEUMATOID ARTHRITIS                _OTHER CONDITIONS/DISEASES

LIST ALL SURGICAL OPERATIONS AND YEARS:                                                                                                                                          

LIST ANY OTHER INJURIES TO YOUR SPINE, MINOR OR MAJOR, THAT THE DOCTOR SHOULD KNOW ABOUT:

LIST ALL OVER THE COUNTER & PRESCRIPTION MEDICATIONS YOU ARE ON:                                                                                             

WHEN WAS YOUR LAST AUTO ACCIDENT?                                                                                                                                                         

HAVE YOU HAD PREVIOUS CHIROPRACTIC CARE? YES/NO

IF YOU HAVE, DR. & DATE_                                                                                                                                                                                    

HAVE YOU EVER BEEN KNOCKED UNCONSCIOUS? YES/NO FRACTURED A BONE? YES/NO

IF YES TO EITHER OF THE ABOVE, PLEASE DESCRIBE:                                                                                                                                       

OTHER TRAUMA:                                                                                                                                                                                                 

SOCIAL HISTORY
1. SMOKING: How often?e □ Daily □ Wtetektends □ Occasionally □ Ntevter
2. ALCOHOL: How often?e □ Daily □ Wtetektends □ Occasionally □ Ntevter
2. EXERCISE: How often?e □ Daily □ Wtetektends □ Occasionally □ Ntevter
3. How does your present problem affect the following: HOBBIES – RECREATIONAL ACTIVITIES – EXERCISE

*PLEASE MARK thte arteas on thte diagram with thte following LETTERS to dtescribte your symptoms:
R = Radiatng B = Burning D = Dull A = Aching N = Numbntess S = Sharp/Stabbing T = Tingling

What relieves your symptoms?                                                                                                     
What makes them feel worse?                                                                                                        

List     Your     Current     Health     Goals     Below  

HEALTH GOAL DATE     TO     ACCOMPLISH  SIGNIFICANCE     OF     GOAL  

Ex: Get     rid     of     my     headaches                    1/1/2016                            I want to play with my kids without 

pain,     be     able     to     spend     more     time     with     my     family     and     have     more     energy.                                                                             

1.                                                                                                                                                                                

                                                                                                   _                                              _                                              _                        

2.                                                                                                 _                                                                             

                                                                                                   _                                              _                                              _                        

3.                                                                                                 _                                                                             

                                                                                                   _                                              _                                              _                        
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ACTIVITIES OF DAILY LIVING

Please identfy how your current conditon is affectng your ability to carry out actvites that are routnely part of 
your life:

   ACTIVITY:  EFFECT:

Carrying Groceries  No Effect  Painful (can do)  Painful (limits)  Unable to Perform

Sit to Stand  No Effect  Painful (can do)  Painful (limits)  Unable to Perform

Climbing Stairs  No Effect  Painful (can do)  Painful (limits)  Unable to Perform

Pet Care  No Effect   Painful (can do)    Painful (limits)    Unable to Perform

Driving  No Effect  Painful (can do)  Painful (limits)  Unable to Perform

Extended Computer Use  No Effect  Painful (can do)  Painful (limits)  Unable to Perform

Household Chores  No Effect  Painful (can do)  Painful (limits)  Unable to Perform

Lifing Children  No Effect  Painful (can do)  Painful (limits)  Unable to Perform

Dressing  No Effect   Painful (can do)    Painful (limits)    Unable to Perform

Shaving  No Effect  Painful (can do)  Painful (limits)  Unable to Perform

Sexual Actvites  No Effect  Painful (can do)  Painful (limits)  Unable to Perform

Sleep  No Effect  Painful (can do)  Painful (limits)  Unable to Perform

Statc Sittng  No Effect  Painful (can do)  Painful (limits)  Unable to Perform

Statc Standing  No Effect  Painful (can do)  Painful (limits)  Unable to Perform

Walking  No Effect  Painful (can do)  Painful (limits)  Unable to Perform

Washing/Bathing  No Effect  Painful (can do)  Painful (limits)  Unable to Perform

Sweeping/Vacuuming  No Effect  Painful (can do)  Painful (limits)  Unable to Perform

Dishes  No Effect   Painful (can do)    Painful (limits)    Unable to Perform

Laundry  No Effect  Painful (can do)  Painful (limits)  Unable to Perform

Yard work  No Effect  Painful (can do)  Painful (limits)  Unable to Perform

Garbage  No Effect  Painful (can do)  Painful (limits)  Unable to Perform

Concentraton (Reading)  No Effect   Painful (can do)    Painful (limits)    Unable to Perform

Other:                           

Other:                           

 No Effect    Painful (can do)  Painful (limits)    Unable to Perform

 No Effect    Painful (can do)  Painful (limits)    Unable to Perform

Signature:                                                                                           Date        /          /              
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QUADRUPLE VISUAL ANALOGUE SCALE (QVAS)

Plteaste circle thte numbter that btest dtescribtes thte quteston askted. If you havte morte than onte complaint, plteaste answter teach quteston 
for teach individual complaint and indicatte thte scorte of teach complaint.

EXAMPLE:

No pain                                                                                                      Worst possiblte pain

0 1 2 3 4 5 6 8 9 10

1. How would you ratte your pain RIGHT NOW?e

0 1 2 3 4 5 6 7 8 9 10

2. What is your typical or AVERAGE pain?e

0 1 2 3 4 5 6 7 8 9 10

3. What is your pain ltevtel at its BEST?e (How closte to 0 dotes your pain gtet at its btest?e)

0 1 2 3 4 5 6 7 8 9 10

What pterctentagte of your awakte hours is your pain at its btest?e             %

4. What is your pain ltevtel at its WORST?e (How closte to 10 dotes your pain gtet at its worst?e)

0 1 2 3 4 5 6 7 8 9 10

What pterctentagte of your awakte hours is your pain at its worst?e _       _%

Practcte Mtembter Namte:                                                                            Datte:                                                     

Scorte: Q1       +Q2       +Q4       =        /3x10=        (Low Inttensity = <50; High Inttensity = >50)
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INFORMED     CONSENT     FOR     CHIROPRACTIC     CARE  

CHIROPRACTIC CARE, LIKE ALL FORMS OF HEALTH CARE WHILE OFFERING CONSIDERABLE BENEFITS MAY ALSO PROVIDE
SOME LEVEL OF RISK. THIS LEVEL OF RISK IS MOST OFTEN VERY MINIMAL, YET IN RARE CASES, INJURY HAS BEEN

ASSOCIATED WITH CHIROPRACTIC CARE. THE TYPES OF COMPLICATIONS THAT HAVE BEEN REPORTED SECONDARY TO
CHIROPRACTIC CARE INCLUDE: SPRAIN/STRAIN INJURIES, IRRITATION OF A DISC CONDITION, AND RARELY, FRACTURES.

ONE OF THE RAREST COMPLICATIONS ASSOCIATED WITH CHIROPRACTIC CARE OCURRING AT A RATE BETWEEN ONE
INSTANCE PER ONE MILLION TO ONE PER TWO MILLION CERVICAL SPINE (NECK) ADJUSTMENTS MAY BE A VERTEBRAL

INJURY THAT COULD LEAD TO A STROKE.

PRIOR TO RECEIVING CHIROPRACTIC CARE IN THE CHIROPRACTIC OFFICE, A HEALTH HISTORY AND PHYSICAL
EXAMINATION WILL BE COMPLETED. THESE PROCEDURES ARE PERFORMED TO ASSESS YOUR SPECIFIC CONDITIONS,

YOUR OVERALL HEALTH, AND IN PARTICULAR YOUR SPINAL HEALTH. THESE PROCEDURES WILL ASSIST US IN
DETERMINING IF CHIROPRACTIC CARE IS NEEDED OR IF ANY FURTHER EXAMINATIONS OR STUDIES ARE NEEDED. IN

ADDITION, THEY WILL HELP US DETERMINE IF THERE IS ANY REASON TO MODIFY YOUR CARE OR PROVIDE YOU WITH A
REFERRAL TO ANOTHER HEALTH CARE PROVIDER.  ALL RELEVANT FINDINGS WILL BE REPORTED TO YOU ALONG WITH

A CARE PLAN PRIOR TO BEGINNING CARE.

I UNDERSTAND AND ACCEPT THAT THERE ARE RISKS ASSOCIATED WITH CHIROPRACTIC CARE AND GIVE CONSENT TO
THE EXAMINATION THAT THE DOCTOR DEEMS NECESSARY AND THE CHIROPRACTIC CARE, INCLUDING SPINAL

ADJUSTMENTS, AS REPORTED FOLLOWING MY ASSESSMENT.

PRINT PRACTICE MEMBERS NAME HERE

PRACTICE MEMBER’S SIGNATURE OR GUARDIAN SIGNATURE DATE

IF THIS HEALTH PROFILE IS FOR A MINOR/CHILD, PLEASE FILL OUT AND SIGN BELOW

WRITTEN     CONSENT     FOR     A     CHILD  

NAME OF PRACTICE MEMBER WHO IS A MINOR/CHILD                                                                                                              

I AUTHORIZE DR. ABBY AND ANY AND ALL RADIANCE CHIROPRACTIC STAFF TO PERFORM DIAGNOSTIC PROCEDURES,
RADIOGRAPHIC EVALUATIONS, RENDER CHIROPRACTIC CARE AND PERFORM CHIROPRACTIC ADJUSTMENTS TO MY

MINOR/CHILD.
AS OF THIS DATE, I HAVE THE LEGAL RIGHT TO SELECT AND AUTHORIZE HEALTH CARE SERVICES FOR MY

MINOR/CHILD. IF MY AUTHORITY TO SELECT AND AUTHORIZE CARE IS REVOKED OR ALTERED, I WILL IMMEDIATELY
NOTIFY RADIANCE CHIROPRACTIC.

DATE GUARDIAN SIGNATURE     AND     RELATIONSHIP     TO     MINOR/CHILD  

WITNESS SIGNATURE (OFFICE STAFF) DATE
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TERMS     OF     ACCEPTANCE  

In ordter to providte for thte most teftectvte htealing tenvironmtent, most teftectvte applicaton of chiropractc proctedurtes, 
and thte strongtest possiblte doctor-practcte mtembter rtelatonship, it is our wish to providte teach practcte mtembter with a 
stet of paramtetters and dteclaratons that will facilitatte thte goal of optmum htealth through chiropractc.

To that tend, wte ask that you acknowltedgte thte following point rtegarding chiropractc carte and thte stervictes that arte 
ofterted through this clinic:

A. Chiropractc is a vtery sptecifc scitencte, authorizted by law to addrtess spinal htealth concterns and nteteds. Chiropractc is
a steparatte and distnct scitencte, art and practcte. It is not thte practcte of mtedicinte.
B. Chiropractc steteks to maximizte thte inhtertent htealing powter of thte human body by rtestoring normal ntervte 
functons through thte adjustmtent of spinal subluxaton(s). Subluxatons arte dteviatons from normal spinal structurtes 
and confguratons that intterfterte with normal ntervte proctess.
C. Thte chiropractc adjustmtent proctess, as dtefnted in thte law of this jurisdicton, involvtes thte applicaton of a sptecifc
dirtectonal thrust to a rtegion or rtegions of thte spinte with thte sptecifc inttent of rte-positoning misalignted spinal 
stegmtents. This is a safte, teftectvte proctedurte applited ovter onte million tmtes teach day by doctors of chiropractc in thte 
Unitted Stattes alonte.
D. A thorough chiropractc texaminaton and tevaluaton is part of thte standard chiropractc proctedurte. Thte goal of this 
proctess is to idtentfy any spinal htealth probltems and chiropractc nteteds. If during this proctess, any conditon or quteston 
outsidte thte scopte of chiropractc is idtentfted, you will rtecteivte a prompt rtefterral to an appropriatte providter or sptecialist,  
according to thte inital indicatons of nteted.
E. Chiropractc dotes not stetek to rteplacte or comptette with your mtedical, dtental, or othter typte(s) of htealth proftessionals.
Thtey rtetain rtesponsibility for carte and managtemtent of mtedical conditons. Wte do not ofter advicte rtegarding trteatmtent
prtescribted by othters.
F. Your compliancte with carte plans, homte and stelf-carte, tetc., is tesstental to maximum htealing and optmal 
htealth through chiropractc.
G. Wte invitte you to spteak frankly to thte doctor on any matter rtelatted to your carte at this facility, its naturte, duraton, 
or cost, in what wte work to maintain as a supportng, opten tenvironmtent.

- By my signaturte btelow, I havte rtead and fully undterstand thte abovte stattemtents.
- All qutestons rtegarding thte doctor’s objtectvtes ptertaining to my carte in this officte havte bteten answterted to 

my satsfacton. I thterteforte acctept chiropractc carte on this basis.

(Signature) (Date)
Niotce iof Privacy Practces Ackniowledgement

I undterstand that I havte ctertain rights of privacy rtegarding my prottectted htealth informaton, undter thte Htealth 
Insurancte Portability & Accountability Act of 1996 (HIPPAA). I undterstand that this informaton can and will bte usted

1. toC:onduct, plan, and dirtect my trteatmtent and follow-up among thte multplte htealthcarte providters who may 
bte involvted in that trteatmtent dirtectly and indirtectly.

2. Obtain paymtent from third-party payters.
3. Conduct normal htealthcarte opteratons, such as quality asstessmtents and physician’s ctertfcatons.

I acknowltedgte that I may rtequtest your NOTICE OF PRIVACY PRACTICES containing a morte compltette dtescripton of 
thte ustes and disclosurtes of my htealth informaton. I also undterstand that I may rtequtest, in writng, that you rtestrict how 
my privatte informaton is usted to discloste to carry out trteatmtent, paymtent, or htealthcarte opteraton. I also undterstand 
you arte not rtequirted to agrtete to my rtequtestted rtestrictons, but if you agrtete, thten you arte bound to abidte by such 
rtestrictons.

(Signature) (Date)
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X-RAY     AUTHORIZATION  
Filte #:                               
DOB:_            /            _/                   

AS YOUR HEALTHCARE PROVIDER, WE ARE LEGALLY RESPONSIBLE FOR YOUR CHIROPRACTIC RECORDS. WE MUST MAINTAIN A
RECORD OF YOUR X-RAYS IN OUR FILES.

AT YOUR REQUEST, WE WILL PROVIDE YOU WITH A COPY OF YOUR X-RAYS IN OUR FILES.
THE     FEE     FOR     COPYING YOUR         X-RAYS     IS     $15.         THIS     FEE     MUST     BE     PAID     IN     ADVANCED.  

DIGITAL X-RAYS ON CD WLL BE AVAILABLE WITHIN 72 HOURS OF PREPAYMENT ON ANY REGULAR PRACTICE HOURS DAY. PLEASE
NOTE: X-RAYS ARE UTILIZED IN THIS OFFICE TO HELP LOCATE AND ANALYZE VERTEBRAL SUBLUXATIONS. CHIROPRACTIC DOES NOT

DIAGNOSE OR TREAT MEDICAL CONDITIONS; HOWEVER, IF ANY ABNORMALITIES ARE FOUND, WE WILL BRING IT TO YOUR
ATTENTION SO THAT YOU CAN SEEK PROPER MEDICAL ADVICE.

BY SIGNING BELOW YOU ARE AGREEING TO THE ABOVE TERMS AND CONDITIONS.

PRINT YOUR NAME HERE DATE

SIGNATURE DATE OF BIRTH

FEMALE     PRACTICE     MEMBERS     ONLY  : TO THE BEST OF MY KNOWLEDGE, I BELIEVE I AM NOT PREGNANT AT THE TIME THE X-RAYS 
ARE TAKEN AT RADIANCE CHIROPRACTIC.

SIGNATURE DATE

DO NOT WRITE BELOW THIS LINE ● DO NOT WRITE BELOW THIS LINE ● DO NOT WRITE BELOW THIS LINE

Sex: □ M □ F

□ Lat Cervical □ Flex/Ext 
CM Kvp Time MAS

□10-11 □ 78  □1/24 12.5
□12-13 □ □1/20 15
□14-15 □ □1/15 20
□16-17 □ □1/10 30

□2/15 40
MA 300 SIZE 8X10

□ Lower Cervical
CM Kvp Time MAS

□14-15 □70 □1/10 20
□16-17 □ □2/15 30
□18-19 □ □3/20 40
□20-21 □ □2/10 50
□22-23
MA 300 SIZE 8X10

□ Lateral Thoracic
CM Kvp Time MAS

□22-23 □80 □1/15 20
□24-25 □ □1/10 30
□26-27 □ □2/15 40
□28-29 □ □2/10 50
□30-31 □ □1/4 75
□32-33 □ □3/10 90
□34-35 □ □2/5 120
□36-37 □ □1/2 150
MA 300 SIZE 14X17

□ A-P Thoracic
CM Kvp Time MAS

□16-17 □75 □1/20 17
□18-19 □ □1/15 22
□20-21 □ □1/10 30
□22-23 □ □2/15 40
□24-25 □ □2/10 50
□26-27 □ □1/4 75
□28-29 □ □3/10 90
□30-31 □ □2/5 120
MA 300 SIZE 14X17

□ APOM Other
CM Kvp Time MAS View                          

□14-15 □70 □1/10 20
□16-17 □ □2/15 30 CM        Kvp            
□18-19 □ □3/20 40
□20-21 □ □2/10 50 MAS      MA             
□22-23
MA 300 SIZE 8X10 Size                          

Notes:                                                                                

□ Lateral Lumbar
CM Kvp Time MAS

□26-27 □88 □2/10 30
□28-29 □90 □1/4 40
□30-31 □92 □3/10 50
□32-33 □94 □2/5 70
□34-35 □96 □1/2 90
□36-37 □ □3/5 120
□38-39 □ □4/5 160
□40-41 □ □1 200
□42-43 □ □1 1/2
MA 200 SIZE 14X17

□ A-P Lumbar
CM Kvp Time MAS

□20-21 □76 □1/15 40
□22-23 □78 □1/10 50
□24-25 □80 □2/15 75
□26-27 □ □2/10 90
□28-29 □ □1/4 120
□30-31 □ □3/10 150
□32-33 □ □2/5 120
□34-35 □ □1/2 170
□36-37 □ □3/5 210
□38-39 □ □4/5
□40-41 □ □1
□42-43 □ □1 1/2
MA 300 SIZE 14X17



8

FAMILY HEALTH HISTORY
THIS FORM IS TO ASSIST THE DOCTORS BY PROVIDING PAST HEALTH HISTORY INFORMATION FOR THEIR

REVIEW.

PLEASE PRINT YOUR NAME HERE DATE

CONDITION SPOUSE SON DAUGHTER MOTHER FATHER
HEADACHES
NECK PAIN
JAW/TMJ PAIN
SHOULDER PAIN
BACK PAIN
HIP/LEG PAIN
ARTHRITIS/JOINT PAIN
EAR INFECTIONS
HEARING LOSS
DIZZINESS
LOSS OF ENERGY
NERVOUSNESS
BLURRED/DOUBLE VISION
ANXIETY
ADD/ADHD
DEPRESSION
ALLERGIES
SINUS ISSUES
THYROID PROBLEMS
ASTHMA
BREATHING PROBLEMS
HEART PROBLEMS
HIGH/LOW BLOOD PRESSURE
STOMACH PROBLEMS
BED WETTING
INFERTILITY
SCIATICA
FIBROMYALGIA
POOR POSTURE
SLEEP PROBLEMS
STROKE
CANCER
HEART DISEASE
DIABETES
ARTHRITIS
ALZHEIMERS


	NEW PRACTICE MEMBER APPLICATION
	PLEASE MARK “P” FOR IN THE PAST, OR MARK “C” FOR CURRENTLY HAVE:
	PLEASE MARK “P” FOR IN THE PAST, OR MARK “C” FOR CURRENTLY HAVE:
	SOCIAL HISTORY

	ACTIVITIES OF DAILY LIVING
	QUADRUPLE VISUAL ANALOGUE SCALE (QVAS)
	INFORMED CONSENT FOR CHIROPRACTIC CARE
	TERMS OF ACCEPTANCE
	X-RAY AUTHORIZATION

	FAMILY HEALTH HISTORY

