LEVERENZ FAMILY CHIROPRACTIC RETURNING PATIENT UPDATE

. » . Biofield Testing Intake Form
Biofield Practitioner Services ) .
For patients not seen in 1+ year

01 | PATIENT INFORMATION

Full Name Date of Visit
Date of Birth Phone Number
Email Address Date Last Seen at This Office

02 | UPDATED HEALTH HISTORY & SYMPTOMS

It's been a while — and a lot can change in a year! Please share what’s been going on with your health so we can pick up
right where we need to.

What is your PRIMARY reason for returning today?

Are you currently experiencing any of the following? (Check all that apply)

O Fatigue / low energy O Brain fog / poor focus O Digestive issues

0 Headaches / migraines 0 Joint or muscle pain 0 Skin issues

0O Hormonal imbalances 0O Sleep disturbances O Anxiety / mood changes
0O Weight changes O Frequent illness / immunity issues 0O Thyroid concerns

0O Blood sugar irregularities 0O Detox / drainage issues 0O Other (see below)

Describe any NEW health concerns or diagnoses since your last visit:

Have you had any surgeries, hospitalizations, or major procedures since your last visit? If yes, describe:



03 | MEDICATIONS & SUPPLEMENTS

Please list everything you are currently taking, including prescriptions, over-the-counter medications, vitamins, and
supplements.

Medication / Supplement Name Dosage Frequency Prescribed / Self

Any new allergies or adverse reactions to medications or supplements?

04 | DIET & LIFESTYLE SINCE YOUR LAST VISIT

Your daily habits have a big impact on how your body responds to care. Help us understand what life has looked like this
past year.

How would you describe your current diet?

0 Whole foods / clean eating 0O Gluten-free 0O Dairy-free
O Low sugar / low carb 0 Ketogenic / carnivore 0O Vegetarian / vegan
0O Standard American Diet 0O Working on it! O Other

Describe any significant dietary changes made in the past year:

How is your water intake?
O Less than 4 cups/day 0 4-6 cups/day 0 6-8 cups/day 0 8+ cups/day — hydrated!

How many hours of sleep are you typically getting per night?
O Less than 5 hrs 05-6 hrs 06-7 hrs O7-8 hrs 08+ hrs

Current exercise & movement habits:

0O Sedentary / minimal O Light (walking, stretching) O Moderate (3—4x/week)
O Active (5+ days/week) 0O Very athletic / training
Have you made any major lifestyle changes in the past year? (new job, move, loss, etc.) OYes ONo

If yes, briefly describe:

05 | STRESS & EMOTIONAL WELLNESS

I Your nervous system holds more than we often realize. We want to care for the whole you — body, mind, and spirit.

How would you rate your overall stress level over the past year?
O Very low — peaceful O Low — generally calm 0O Moderate — manageable
O High — often overwhelmed O Very high — running on empty



Are you currently experiencing any of the following? (Check all that apply)

O Anxiety or worry 0O Depression or low mood 0O Emotional exhaustion / burnout
O Grief or loss O Relationship stress 0O Work / financial stress
0O Spiritual dryness or disconnection 0O Feeling stuck or purposeless 00 None of these

Is there anything emotionally or spiritually significant happening in your life that you feel is affecting your
health?

What does your self-care rhythm currently look like? (prayer, rest, community, movement, etc.)

06 | YOUR GOALS & INTENTIONS FOR RETURNING

I We love that you're here. Knowing what you’re hoping for helps us show up for you in the best possible way.

What is the #1 health goal you’d like to work toward in your care here?

What brought you back to Biofield Testing specifically? (Check all that apply)

O I've had good results before 0O Recommended by someone O New or returning health concern
O | want a natural approach 0O Want to get off medications 0O Hormonal / gut / detox support
O | feel like my body needs a reset 0O Spiritual / whole-person wellness 0O Other

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

On a scale of 1-10, how would you rate your overall sense of health and vitality right now?

1 2 3 4 5 6 7 8 9 10
O O O O O O O d d O
1 = not well at all — 10 = thriving fully



07 | CONSENT & ACKNOWLEDGMENT

Because it's been over a year since your last visit, we ask that you review and re-sign our standard consent. Thank you for
trusting us with your care!

By signing below, | acknowledge and agree to the following:

1. I understand that Biofield Testing / Nutrition Response Testing is a form of health evaluation and nutritional
support, and is not intended to diagnose, treat, cure, or prevent any medical condition.

2. l understand that the recommendations made are based on the results of non-invasive muscle testing and are
designed to support the body’s natural healing capacity.

3. I have accurately completed this intake form to the best of my knowledge and will inform the practitioner of any
changes to my health or medications.

4. |1 consent to receive Biofield Testing evaluation and any related nutritional or wellness recommendations during
my visit.

5. I understand that results may vary and that | am an active participant in my own health and wellness journey.

Patient Signature Printed Name Date

Leverenz Family Chiropractic - Biofield Practitioner Services - Thank you for trusting us with your health!
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