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At NDCARE, Inc. we are able to offer a “Time Of Service Reduction Cost” for services by not contracting with 
insurance companies. We pass these savings to you! To keep these costs low, we have a strict No Show/Late 
Cancellation Policy of $100 (Please cancel 24 hours before visit to avoid this charge). Thank you for your 
understanding. 
 

 
• Initial Acupuncture visit includes assessment and treatment...$165  
• Follow-up Acupuncture includes treatment…$115  
• Community Auricular Acupuncture includes needles placed on the cartilage of the ear...$85 
• Add-on Focused Massage, Tui-Na, or Trigger point therapy…$50/unit (1 unit: 8-15 minutes) 
• Initial ND visit (Nutrient & Dietary Counseling): includes comprehensive health history, exam, review 

of records, discussion of labs and plan of action…$335  
• Follow-up ND visit: includes review of past/current labs, update on symptoms and treatment 

regimen, and plan of action…$335  
• Initial Chief Complaint Zyto Scan (Galvanic Skin Response Scan)...$175 
• Follow-up focused Zyto Scan of previous chief complaint...$125 
• EVOX: 1 topic: $125, Multitopic: $100/session, Transgenerational Perception Reframing: $750 
• Budget ND Membership $125/month for 12 months (Available after the Initial ND Visit) 

o 4 Nutrient and Dietary Counseling visits a year at once every 3 months 
• Acupuncture package:  

o 6 sessions: $625...($65 savings) ($100/tx) 
• ND Visit package (Nutrient and Dietary Counseling): 

o 3 sessions: $935...($70 savings) ($300/visit) 
• Special Discounts for Veterans/Military, Students, First Responders: $20 off ND visits, $10 off all 

other services (not to be combined with other discounts). 
**Prices do not include lab fees, supplements, nor required check-ins with Dr. Runne should he order labs. 

Type of Visit Details Cost 
Acupuncture Initial Acupuncture $ 165 

 Follow-up Acupuncture $ 115 
 Add-on Manual Therapy $ 50 
 Community Auricular Acupuncture $ 85 
 Package of 6 Acupuncture Visits $625 
   

ND Visit ND Visit $ 335 
 Package of 3 ND Visits $ 935 
 1 Year Budget: ND visit every 3 months $ 125/month 
 Email Recommendation $115 
   

Zyto Scan Initial Chief Complaint Scan $ 175 
 Follow up of Chief Complaint Scan $ 125 
   

EVOX 1 Topic EVOX Reframe $125 
 Multitopic EVOX Reframe $100/session 
 Transgenerational Perception Reframing (8 sessions) $750 
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Informed Consent to Treat 
 
I understand Acupuncture services are not intended to substitute for diagnosis or treatment by medical doctors or to be used 
as an alternative to necessary medical care. It is expected that you are under the care of a primary care physician or medical 
specialist and that patients seeking adjunctive cancer support are under the care of an oncologist. 
 
I understand that currently the State of Tennessee does not regulate or license Naturopathic Doctors or the practice of 
Naturopathic Medicine. As such, Dr. Gerber will provide information and education to me in the form of health consultations 
but will not diagnose, treat, or cure any diseases. I authorize Dr. Gerber to provide services to me in such a manner. 
 
I hereby request and consent to the performance of acupuncture treatments and other procedures within the scope of the 
practice of acupuncture on me (or on the patient named below, for whom I am legally responsible). 
 
I understand that methods of treatment may include, but are not limited to nutritional counseling, acupuncture, cupping, 
electrical stimulation, massage, Guasha/Graston Technique, herbal medicine. I appreciate that it is not possible to consider 
every possible complication to care. I have been informed that acupuncture is a generally safe method of treatment, but, as 
with all types of healthcare interventions, there are some risks to care, including, but not limited to: bruising, numbness or 
tingling near the needling sites that may last a few days; dizziness or fainting. Burns and/or scarring are a potential risk of 
moxibustion and cupping or when the treatment involves the use of heat lamps. Bruising is a common side effect of cupping. 
Unusual risks of acupuncture include nerve damage and organ puncture, including lung puncture (pneumothorax). Infection is 
another possible risk, although the clinic uses sterile disposable needles and maintains a clean and safe environment.  
 
I understand that while this document describes the major risks of treatment, other side effects and risks may occur. The herbs 
and nutritional supplements that have been recommended are traditionally considered safe, although some may be toxic in 
large doses. I understand that some herbs may be inappropriate during pregnancy or nursing and that I will notify a clinical staff 
member if I become pregnant or am nursing. Some possible side effects of taking herbs are nausea, gas, stomachache, 
vomiting, liver/kidney damage, headache, diarrhea, rashes, hives. 
 
I understand that, as with all healthcare approaches, results are not guaranteed, and there is no promise to cure. I understand 
that I must inform, and continue to fully inform, this office of any medical history, family history, medications, and or 
supplements being taken currently (prescription and over-the-counter). I understand the clinical and administrative staff may 
review my patient records and lab reports, but all my records will be kept confidential and will not be released without my 
written consent.  
 
I understand that Zyto and Evox technology is not intended to be used in the diagnosis, cure, treatment, mitigation, or 
prevention of any disease or medical condition. The diagnosis and treatment of medical conditions should only be undertaken 
by qualified medical professionals. Zyto and EVOX provides general wellness information, including information about biological 
coherence and should not be used without the involvement of licensed healthcare professionals. 
 
By voluntarily signing below, I confirm that I have read, or have had read to me, the above consent to treatment, have been 
told about the risk s and benefits of acupuncture and other procedures, and have had an opportunity to ask questions I agree 
with the current or future recommendations for care. I intend this consent form to cover the entire course of treatment for my 
present condition and for any future conditions for which I seek treatment.  
 
Acupuncturist Name: Celisha Gerber, ND, LAc (License number: 473) 
 
Today’s Date: _________ 
 
Patient name: _____________________________ 
 
Signature of Patient or Patient Representative (note relationship if signing for patient): ______________________ 
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Patient Rights Under HIPPA 
Using and Disclosing Health Information 

This information is intended to help you understand your rights under federal privacy regulation, the Health 
Insurance Portability and Accountability Act, or HIPPA. This page focuses on helping you understand how 
NDCARE INC will use your health information for treatment, payment, and health care operations as described 
in the Notice of Privacy Practices. 
 
Confidential Information 
Your confidential patient information includes verbal, written, photographs and other images, and/or 
electronic information about your health, medical, or psychological care and treatment. Your 
information may include information generated by NDCARE INC and information received from other 
health care providers. 
 
How we may use and disclose information about you: 
 
Treatment 
Here are some examples of how we use your information for treatment purposes. Your health care 
provider may share your health information with other health care providers to perform such services as 
lab work, x-rays, and prescriptions for your medications. WE may also disclose information to health 
care providers who will be involved in your care during or after your treatment.  
 
Payment 
We may use and disclose health information about you to your insurer to obtain payment for your 
treatment you receive at NDCARE INC. For example, we may need to give you health plan information 
about treatment you received at NDCARE INC. We may also tell your health plan about a treatment that 
you are going to receive to obtain prior approval or to determine whether or not your plan will cover the 
treatment.  
 
Appointment reminders 
We may use and disclose health information to contact you as a reminder that you have an appointment 
for treatment or care at NDCARE INC. 
 
Special situations in which we may release medical or health information: 
Public Health—These activities generally include: preventing or controlling disease, injury or disability; 
reporting births and deaths; reporting child abuse or neglect; reporting reactions to medications or 
problems with products; notifying people of recalls of products they may be using; notifying a person 
who may have been exposed to a disease, or may be at risk for contracting or spreading a disease or 
condition; notifying the appropriate government authority if we believe a patient has been the victim of 
abuse, neglect or domestic violence. We will only make this disclosure if you agree or when required by 
law.  
Health Oversight—Activities authorized by law such as audits, investigations, inspections, and licensure. 
These activities are necessary for the government to monitor the health care system, government 
programs, and compliance with civil rights laws. 
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Law enforcement—To a law enforcement official in response to a court order or similar process; to 
identify or locate a suspect, fugitive, material witness, or missing person, but only if limited information 
is disclosed; about the victim of a crime if, under certain limited circumstances, we are unable to obtain 
the person’s agreement; about a death we believe may be the result of criminal conduct; about criminal 
conduct we believed occurred on the premises of the institution; and in emergency circumstances to 
report a crime, the location of the crime or victims, or the identity, description, or location of the person 
who committed the crime.  
Coroners, medical examiners, funeral directors—To a coroner or medical examiner to identify a 
deceased person or to identify the cause of death. We may release information about patients to 
funeral directors as necessary to carry out their duties. 
Prevent serious threat to health or safety—When necessary to prevent a serious threat to your health 
and safety or the health and safety of the public or another person. Any disclosure, however, would only 
be to someone who is able to help prevent the threat. 
Armed forces and foreign military personnel—if you are a member of the armed forces, as required by 
military command authorities. We may also release medical information about foreign military 
personnel to the appropriate foreign military authority. 
National security—To authorized federal officials for intelligence, counterintelligence, and other 
national security activities authorized by law. 
Worker’s Compensation—For worker’s compensation or similar programs. These programs provide 
benefits for work-related injuries or illnesses. 
Alcohol and Drug Abuse—Alcohol and drug abuse information has special privacy protections. We will 
not disclose any information identifying an individual as being a patient or provide any medical 
information relating to the patient’s substance abuse treatment unless: the patient consents in writing; 
a court order requires disclosure of the information; medical personnel need the information to meet a 
medical emergency; qualifies personnel use the information for the purpose of conducting scientific 
research, management audits, financial audits, or program evaluation; or, it is necessary to report a 
crime or a threat to commit a crime, or to report abuse or neglect as required by law.  
 
Authorizations 
Your authorization is required for other disclosures. Except as described above, we will not use or 
disclose your health information, unless you allow NDCARE INC in writing to do so. For example, if you 
want us to send your information to an outside doctor not involved with your treatment, you would 
need to sign an authorization allowing us to do that.  
 
Revoking authorizations 
You have the right to withdraw, or revoke your authorization. If you revoke your authorization, it is 
effective only after the date of your written revocation, or withdrawal. You must use a designated form 
to revoke and authorization. 
 
 
Signature of Patient/Guardian    Date 
 
 
CC: Patient refused on: _______________ 
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e-mail:
PATIENT INFORMATION: 

Date:. ____ _ 

Cell Phone: ___________ _ 

Patient's Name: _________________ Home Phone: ___________ _ 
Patient's Address: ________________________________ _ 

Patient's Birth date:. ______ _ Age. __ _,yrs 

Weight __ lbs Height _ft._in. 

Patient's SS#: __________ _ 

Marital Status: M __ s_ o_w __ 

Number of Children and ages: ____________________________ _ 

Patient's Employer Name & Address: __________________________ _ 

_______________________ Work Phone ____________ _ 

Spouse's Name: ______________ .Spouse's Employer: ____________ _ 

Responsible Party's Name, Address & Phone (if different from patient) ______________ _ 

Responsible Party's SS#:._____ -----

Nearest Relative: ______________ Relationship:. ______________ _ 
Address & Phone: ________________________________ _ 

Referred by: _________________________________ _ 

OFFICE POLICY: Our office policy is to collect payment in full at the time of service. Patient is responsible for all 
services deemed Non-Covered or not Medically Necessary by their insurance provider. 

Responsible Party's Signature: _______________ Date: ___________ _ 

PERSONAL INJURY CLAIMS: (Auto Accidents) 
Date of Accident: ______________ Claim #: ________________ _ 
Insurance Co. Name & Address: ___________________________ _ 

Insurance agent/Claim rep: _______ -___________ Phone: ________ _ 
Attorney's Name & Address (if applicable): _______________________ _ 
____________________________ Phone:. ________ _ 
Please remember this is a confidential report. Your honest evaluation is both pertinent and necessary to 
better enable the doctor to accurately assess your health status and effectively work with you to improve 
your general well being. 

1 
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AUTHORIZATION TO DISCLOSE MEDICAL RECORDS 
  

Print Name: _______________________________________   DOB:______________ 
  
  
Information to be released from: 
  
Facility and/or Provider: ______________________________________________ 
  
  
Phone:________________________  Fax:________________________________ 
  
  
Information to be sent to: 
Dr. Celisha Gerber 
NDCARE, Inc 
138 Chamberlain Blvd 
Knoxville, TN 37920 
Phone: 541-499-9722 
Fax: 541-292-5128 
  
Purpose of disclosure: Establish/Continuity of Care 
  
Information to be released:  
  
By initialing the spaces below, I specifically authorize the release of the following medical records, if such 
records exist: 
  
____ Laboratory Reports/Films/Diagnostic Imaging Reports from ___________ to _____________ 
  
  
I understand that I may refuse to sign this authorization and that my refusal to sign will not affect my ability to 
obtain treatment, payment, or my eligibility of benefits. I understand if the person(s) or entity(ies) that receives 
the information is not a health care provider or health plan covered by federal privacy regulations, the 
information described above may be re-disclosed and is no longer protected by those regulations. 
  
This authorization may be revoked at any time. My revocation must be in writing, signed by me or on my 
behalf, and delivered to the following address at the top of this form. The only exception is when action has 
been taken in reliance on the authorization. Unless revoked earlier, the consent will expire 180 days from the 
date of signing or shall remain in effect for the period reasonably needed to complete the request. 
  
  
_________________________________________  ______________________ 
Signature of Patient or Person Authorized by Law                               Date 
 




