
LEVERENZ FAMILY CHIROPRACTIC
Biofield Practitioner Services

YOUNG ADULT INTAKE FORM
Biofield Testing  •  Ages 11–17

You matter. We’re glad you’re here.

01  |  PATIENT INFORMATION 
Completed by parent / guardian

Please complete all fields below. All information is kept confidential and used only to support your teen’s care.

Teen’s Full Name Date of Birth

Age Biological Sex Grade in School

Parent / Guardian Name Relationship to Teen

Phone Number Email Address

Teen’s Cell (if applicable) How did you hear about us?

Has your teen received Biofield Testing / Nutrition Response Testing before (at another office)? □ Yes   □ No

02  |  REASON FOR YOUR TEEN’S VISIT 
Completed by parent / guardian

Tell us what’s been going on from your perspective. Your observations as a parent are incredibly valuable — we want the
full picture.

What is the primary reason you are bringing your teen in today?

How long have you noticed this concern?

How is this affecting your teen’s daily life?

□ Minimally — mostly a nuisance □ Moderately — affecting routine

□ Significantly — limiting activities □ Severely — affecting nearly everything

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

□ Pediatrician / primary care □ Specialist / referral □ Chiropractor

□ Therapist / counselor □ Naturopath / functional medicine □ No prior care

What has been tried so far, and what happened?
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03  |  HEALTH HISTORY 
Completed by parent / guardian

A thorough health history helps us understand the full story. Please be as complete as possible — even details that seem
unrelated can matter.

Current symptoms or concerns (Check all that apply):

□ Fatigue / low energy □ Brain fog / poor focus □ Headaches / migraines

□ Digestive issues (bloating,
constipation, diarrhea)

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

□ Sleep difficulties □ Anxiety / mood issues □ Depression / low mood

□ Joint or muscle pain □ Weight changes □ Hormonal concerns

□ Irregular or painful periods (females) □ Blood sugar irregularities □ Thyroid concerns

□ Behavioral or emotional challenges □ Sensory sensitivities □ Allergies / asthma

□ Chronic infections □ Neurological symptoms □ None of the above

Current diagnoses or conditions:

Known food allergies or intolerances:

Known environmental allergies:

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

□ Significant illness or hospitalization □ Surgery or procedure □ Head injury / concussion

□ Antibiotic use (multiple rounds) □ Mental health treatment / therapy □ Traumatic event (accident, loss, etc.)

□ Birth trauma or birth complications □ Chronic infection (Lyme, EBV, etc.) □ None of the above

04  |  CURRENT MEDICATIONS & SUPPLEMENTS 
Completed by parent / guardian

Please list everything your teen is currently taking, including prescriptions, over-the-counter medications, vitamins, and
supplements.

Medication / Supplement Dosage Frequency Prescribed / Self

Any known adverse reactions or allergies to medications or supplements?
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05  |  FAMILY HEALTH HISTORY 
Completed by parent / guardian

Many health patterns run in families. Please share any significant conditions on either side so we can see the full picture.

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

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

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

□ Neurological conditions □ Heart disease □ Cancer

□ Hormonal / endocrine disorders □ Lyme or chronic infection history □ None / unknown

Please describe any significant family health history not covered above:

06  |  PARENT GOALS & OBSERVATIONS 
Completed by parent / guardian

You know your teen better than anyone. Share what you’re hoping for and what you’ve been observing — this shapes how
we approach their care.

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

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

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

□ Hormone balance □ Mental health support □ Better sleep & energy

□ Reducing medications □ Nervous system support □ Whole-person wellness

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

Hey! The next part is for YOU to fill out. Take your time and be honest — we’re in your corner.

07  |  HOW ARE YOU ACTUALLY DOING? 
Hey! This part is just for you to fill out in your own words — no wrong answers.

This section is yours. We want to hear from YOU — how you feel, what’s hard, what you wish people understood. Your
answers stay between you and Dr. Leverenz. There are no right or wrong answers.

In your own words — why are you here today? What’s been going on?

How would you describe how you’ve been feeling overall lately?

□ Pretty good, honestly □ Okay — some things are off □ Not great most days

□ Really struggling right now □ I’m not sure / hard to describe
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Check anything you’ve been dealing with lately:

□ Tired even after sleeping □ Hard to focus or remember things □ Stomach issues (bloating, pain,
nausea)

□ Headaches □ Skin stuff (acne, rashes) □ Getting sick a lot

□ Trouble sleeping / waking up tired □ Feeling anxious or worried a lot □ Feeling down or hopeless

□ Mood swings / irritability □ Body aches or growing pains □ Period problems (if applicable)

□ Low motivation or energy □ Feeling overwhelmed □ Brain fog / spacey feeling

□ Cravings / blood sugar crashes □ Feeling disconnected or numb □ None of these right now

On a scale of 1–10, how would you rate how you feel physically right now?

1 2 3 4 5 6 7 8 9 10

□ □ □ □ □ □ □ □ □ □

1 = feel awful  —  10 = feel amazing

On a scale of 1–10, how would you rate your mental/emotional health right now?

1 2 3 4 5 6 7 8 9 10

□ □ □ □ □ □ □ □ □ □

1 = really struggling  —  10 = really good

08  |  YOUR FOOD & BODY 
Hey! This part is just for you to fill out in your own words — no wrong answers.

No judgment here — just real talk about what’s going on with food, sleep, and your body. Your answers help us understand
how to support you best.

How would you describe how you eat most of the time?

□ Pretty healthy / lots of whole foods □ Mix of healthy and not-so-healthy □ Mostly fast food / packaged stuff

□ I skip meals a lot □ I eat when I’m stressed or bored □ I have a complicated relationship with
food

□ I don’t really think about it □ I’m working on eating better □ Other

Do any of these apply to your eating? (Check all that apply)

□ I eat a lot of sugar / sweets □ I don’t drink much water □ I feel sick after eating certain foods

□ I get really tired after eating □ I often feel bloated □ I have intense food cravings

□ I feel guilty about what I eat □ I restrict what I eat to feel in control □ None of these

How many hours of sleep do you usually get?

□ Less than 6 hrs □ 6–7 hrs □ 7–8 hrs □ 8–9 hrs □ 9+ hrs

How would you describe your sleep?

□ I sleep great □ I have trouble falling asleep □ I wake up during the night

□ I wake up exhausted □ I stay up too late on my phone /
screens

□ It varies a lot

Anything else about your eating, sleep, or body you want us to know?
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09  |  STRESS, EMOTIONS & MENTAL HEALTH 
Hey! This part is just for you to fill out in your own words — no wrong answers.

This is a safe space. Mental health is just as important as physical health — and they’re connected more than most people
realize. You can be as open or as brief as you’d like.

How stressed are you most days?

□ Barely at all □ A little, but
manageable

□ Moderately stressed □ Pretty stressed most
days

□ Overwhelmed /
maxed out

What stresses you out most? (Check all that apply)

□ School / grades / pressure to
perform

□ College / future / what’s next □ Social stuff / friendships

□ Family stress or conflict □ Romantic relationship □ Sports or extracurriculars

□ Social media / comparison □ My health / how I feel □ Money / family finances

□ Faith or spiritual questions □ Identity / figuring out who I am □ Nothing major right now

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

□ Anxiety or panic attacks □ Depression or hopelessness □ Difficulty controlling emotions

□ Social withdrawal / isolation □ Loss of interest in things I used to
love

□ Feeling like a burden to others

□ Trouble at school / grades dropping □ Conflict with parents or family □ Bullying (in person or online)

□ Grief or loss □ Trauma or something hard that
happened

□ None of these right now

Are you currently seeing a therapist or counselor?

□ Yes, regularly □ Yes, occasionally □ I’ve seen one before
but not now

□ No, but I’d like to □ No

Is there anything going on emotionally or in your life that you feel is affecting your health?

What do you do to cope when things get hard? (sports, music, prayer, friends, etc.)

10  |  YOUR DAILY LIFE 
Hey! This part is just for you to fill out in your own words — no wrong answers.

Tell us a bit about what your life actually looks like — your routine, what you love, and how you take care of yourself.

Are you involved in any of the following? (Check all that apply)

□ School sports (competitive) □ Recreational sports / movement □ Music / arts / theater

□ Faith community / youth group □ Academic clubs or activities □ Work or a job

□ Volunteering □ Gaming (significant time) □ Nothing structured right now

Screen time (phone, social media, games, TV) — how many hours per day on average?

□ Less than 1 hr □ 1–2 hrs □ 2–4 hrs □ 4–6 hrs □ 6+ hrs

How much are you moving / exercising?

□ Very little / sedentary □ Light movement (walking, stretching) □ Moderate (3–4x/week)

□ Active (5+ days/week) □ Training intensely / athlete

Do you use any of the following? (caffeine — energy drinks, coffee, pre-workout) □ Yes   □ No
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Have you ever used tobacco, vaping, alcohol, or recreational substances? □ Yes   □ No

What do you do for fun or to recharge? What’s something you love?

11  |  YOUR GOALS & WHAT YOU WANT 
Hey! This part is just for you to fill out in your own words — no wrong answers.

This is YOUR health journey — and we want to make sure we’re working toward what matters to YOU. Not just what your
parents want. What would it mean to feel better?

In your own words — what do you most want to feel differently?

What would feeling healthy and good actually look like for you?

□ More energy to do what I love □ Better mood / less anxious or down □ Feeling comfortable in my body

□ Clear skin □ Better sleep □ Better focus / doing better in school

□ Less gut issues / feeling better after
eating

□ Hormone balance / better periods □ Off medications

□ Just feeling like myself again □ Being able to keep up with my life □ Other

Is there anything you want Dr. Leverenz to know that you haven’t shared yet?

12  |  PARENT / GUARDIAN CONSENT & ACKNOWLEDGMENT 
Completed by parent / guardian

Please read carefully and sign below. We are honored to be part of your teen’s health journey.

As the parent or legal guardian of the teen 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
teen’s body’s natural healing and regulatory capacity.
I have completed my portions of this form truthfully and to the best of my ability, and will inform the practitioner of
any changes to my teen’s health or medications.
I consent to Biofield Testing evaluation and any related nutritional or wellness recommendations for my teen
during this and any future visits.
I understand that results may vary and that I am an active, empowered partner in my teen’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

Teen Signature (optional — just means you’re in on this and ready to work toward feeling better!)

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

FOR OFFICE USE ONLY:  Received by: __________   Date: __________   Initial assessment scheduled: __________   Chart #: ______
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