
LEVERENZ FAMILY CHIROPRACTIC
Biofield Practitioner Services

PEDIATRIC INTAKE FORM
Biofield Testing  •  Ages 0–10

We’re so glad your little one is here!

01  |  CHILD & FAMILY INFORMATION

Please complete all fields as thoroughly as possible. All information is kept confidential and used only to support your child’s
care.

Child’s Full Name Date of Birth

Age Biological Sex Weight (approx.)

Parent / Guardian Name Relationship to Child

Phone Number Email Address

How did you hear about us? Date of Visit

02  |  REASON FOR YOUR CHILD’S VISIT

Tell us what’s going on in your child’s world. Your observations as a parent are some of the most important information we
have.

What is your primary reason for bringing your child in today?

How long have you noticed this concern?

How would you describe the impact on your child’s daily life?

□ Minimal — mostly a nuisance □ Moderate — affecting daily comfort

□ Significant — limiting activities □ Severe — affecting nearly everything

Has your child received care for this before? (Check all that apply)

□ Pediatrician □ Specialist / referral □ Chiropractor

□ Naturopath □ Therapist (OT/PT/speech) □ No prior care

What have you tried, and what happened?
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03  |  BIRTH & EARLY HEALTH HISTORY

Early life experiences shape the nervous system in powerful ways. Even details that seem unrelated can give us important
insight.

Birth type:

□ Vaginal — unmedicated □ Vaginal — with epidural □ Vaginal — induced

□ C-section (planned) □ C-section (emergency) □ Forceps / vacuum assisted

Gestational age at birth Birth weight Length of labor (approx.)

Were any of the following present? (Check all that apply)

□ Prolonged or difficult labor □ Cord wrapped around neck □ NICU stay after birth

□ Jaundice □ Low APGAR score □ Tongue or lip tie

□ Colic (significant / prolonged) □ Reflux or vomiting □ Difficulty latching / feeding

□ None of the above

Was your child breastfed?

□ Yes — exclusively □ Yes — partially □ Formula fed □ Breastfed briefly then
formula

□ Currently
breastfeeding

Has your child had any of the following? (Check all that apply)

□ Ear infections (recurrent) □ Strep throat (recurrent) □ Respiratory infections (recurrent)

□ Antibiotics (3+ rounds in life) □ Significant illness / fever □ Hospitalization

□ Surgery or procedure □ Head injury / concussion □ None of the above

04  |  CURRENT HEALTH PICTURE

Help us understand your child’s overall health right now — what you’re seeing day to day is incredibly valuable.

Current symptoms or concerns (Check all that apply):

□ Digestive issues (gas, bloating,
constipation, diarrhea)

□ Skin issues (eczema, rashes, hives) □ Frequent illness / low immunity

□ Sleep difficulties □ Behavioral / emotional challenges □ Sensory sensitivities

□ Food allergies or sensitivities □ Developmental delays □ Fatigue / low energy

□ Headaches □ Growing pains / joint discomfort □ Bed-wetting (over age 5)

□ Teeth grinding □ Anxiety / nervousness □ Speech or language concerns

□ None of the above

Any current diagnoses or conditions:

Known food allergies or intolerances:

Known environmental allergies:
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05  |  CURRENT MEDICATIONS & SUPPLEMENTS

Please list everything your child is currently taking, including prescriptions, vitamins, probiotics, and herbal supplements.

Medication / Supplement Dosage Frequency Prescribed / Self

Any known adverse reactions or allergies to medications or supplements?

06  |  DIET & DAILY LIFE

What your child eats, how they sleep, and how they play all shape their health. Share as much as you’d like — no judgment
here!

How would you describe your child’s typical diet?

□ Whole foods / home-cooked meals □ Gluten-free □ Dairy-free

□ Processed / convenience foods □ Picky eater (limited variety) □ Working on it!

Water intake (daily):

□ Minimal □ 2–4 cups □ 4–6 cups □ 6+ cups □ Mostly juice / other
drinks

How many hours of sleep does your child typically get?

□ Less than 8 hrs □ 8–9 hrs □ 9–10 hrs □ 10–12 hrs □ 12+ hrs (infant/
toddler)

How would you describe your child’s sleep quality?

□ Sleeps well / through the night □ Wakes frequently □ Difficulty falling asleep

□ Nightmares / night terrors □ Restless / light sleeper

Does your child attend school, daycare, or preschool? □ Yes   □ No

Does your child experience significant stress or anxiety related to school or social situations? □ Yes   □ No

Anything else about your child’s daily routine or lifestyle you’d like us to know?

07  |  FAMILY HEALTH HISTORY

Many health patterns run in families. Please share any significant conditions on either side so we can understand your
child’s full picture.

Any significant health conditions in the immediate family? (Check all that apply)

□ Autoimmune conditions □ Thyroid disorders □ Digestive disorders (IBS, Crohn’s,
etc.)

□ Allergies / asthma □ Diabetes (type 1 or 2) □ Mental health conditions

□ Neurological conditions □ Heart disease □ Cancer

□ None / unknown
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Please describe or list any significant family health history not covered above:

08  |  PARENT GOALS & HOPES FOR YOUR CHILD

You know your child better than anyone. Sharing what you’re hoping for helps us care for them well.

What is your #1 goal for your child’s health right now?

What matters most to you in your child’s care? (Check all that apply)

□ Finding the root cause □ Natural / drug-free approach □ Gut health & immunity support

□ Nervous system support □ Reducing medications □ Better sleep & behavior

□ Growth & development □ Whole-child wellness □ Other

Is there anything specific you’d like Dr. Leverenz to know before this appointment?

On a scale of 1–10, how would you rate your child’s overall health and vitality right now?

1 2 3 4 5 6 7 8 9 10

□ □ □ □ □ □ □ □ □ □

1 = struggling  —  10 = thriving fully

09  |  PARENT / GUARDIAN CONSENT & ACKNOWLEDGMENT

Please read the following carefully before signing. We are honored to partner with you in your child’s health journey.

As the parent or legal guardian of the child named above, I acknowledge and agree to the following:

I understand that Biofield Testing / Nutrition Response Testing is a form of health evaluation and nutritional
support. It is not intended to diagnose, treat, cure, or prevent any medical condition.
I understand that all recommendations are based on non-invasive muscle testing and are designed to support my
child’s body’s natural healing capacity.
I have completed this form truthfully and to the best of my knowledge, and I will notify the practitioner of any
changes to my child’s health or medications.
I consent to Biofield Testing evaluation and any related nutritional or wellness recommendations for my child
during this visit and any ongoing care.
I understand that results may vary and that I am an active, empowered participant in my child’s health journey.
I understand that Biofield Testing is not a substitute for emergency medical care. I will seek appropriate medical
attention for urgent health needs.

Parent / Guardian Signature Printed Name Date

Leverenz Family Chiropractic  ·  Biofield Practitioner Services  ·  Thank you for trusting us with your child’s health! 
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