
 

 

 

  
 

Welcome! 

 
We are thankful that you have chosen our office for your family's care. 
 

The care we provide acknowledges that your health is affected by many different aspects of 
life. This whole-person approach allows us to better care for your body's internal healing 

mechanisms. We ask you to think about all aspects of your health prior to your visit so that 
we can have a meaningful and productive conversation during your appointment.  

 
Taking the time now to record the details of your health helps us to be thorough 
and saves time during the appointment so that we have more time to address your 

specific concerns. 
 

We recognize that it takes time to complete these forms. We encourage you to see this as an 
opportunity to reflect upon your health and your life. This is the first step towards health and 
energy replenishment. 

 
Please complete and bring the following with you to your appointment: 
 

 
 

 
 

 
 
 

 
 

 
 
 

Also included in this packet is information about services, pricing, directions, and parking. 
Please arrive 10 minutes prior to your appointment to allow time for check- in. If you have 

questions about any of the forms, please contact us at 651-797-4822. 
 
We look forward to partnering with you in true health. 

 
 

Warm Thanks, 
 
 The Team @ Nourish Family Wellness 

 

New Client Paperwork

Health Questionaire -  Please bring all medication and supplement bottles

Candida Questionaire

Hormone Questionaire

Scheduling and Payment Policy - Review and sign

Detox Questionaire
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ACUPUNCTURE INFORMED CONSENT TO TREAT

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) 
by the acupuncturist(s) who now or in the future treat me. 

I understand that methods of treatment may include, but are not limited to, acupuncture, Chinese herbal 
medicine, and nutritional counseling.  The herbs may have an unpleasant smell or taste.  I will immediately 
notify a member of the clinical staff of any unanticipated or unpleasant effects associated with the 
consumption of the herbs.

I have been informed that acupuncture is a generally safe method of treatment, but that it may have some side 
effects, including bruising, numbness or tingling near the needling sites that may last a few days, and 
dizziness or fainting.  Unusual risks of acupuncture include spontaneous miscarriage, 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 (which are from plant, animal, and mineral sources) that have 
been recommended are traditionally considered safe in the practice of Chinese Medicine, although some may be 
toxic in large doses.  I understand that some herbs may be inappropriate during pregnancy.  Some possible side 
effects of taking herbs are nausea, gas, stomachache, vomiting, headache, diarrhea, rashes, hives, and tingling of 
the tongue.  I will notify a clinical staff member who is caring for me if I am or become pregnant.

I do not expect the clinical staff to be able to anticipate and explain all possible risks and complications of 
treatment, and I wish to rely on the clinical staff to exercise judgment during the course of treatment, which the 
clinical staff thinks at the time, based upon the facts then known, is in my best interest.  I understand that 
results are not guaranteed.

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. 

By voluntarily signing below, I show that I have read, or have had read to me, the above consent to treatment, 
have been told about the risks and benefits of acupuncture and other procedures, and have had an opportunity to 
ask questions.  I intend this consent form to cover the entire course of treatment for my present condition and 
for any future condition(s) for which I seek treatment.

PRINTED NAME_____________________________________________________________

PATIENT SIGNATURE:____________________________________Date________________
(Or Patient Representative)



 

 
 

 

 
 

 

Billing Codes 
 
 

Service Billing Codes 

Consultation for Health & 
Exam 

Billed as routine office visit: 99201, 99202, 99203, 
99204, 99205, 99211, 99212, 99213, 99214, & 99215 

Spinal Chiropractic 
Adjustments 

98940, 98941, 98942  

Extremity Chiropractic 
Adjustments 

98943, 98943-59 

Acupuncture 97810-52 

Nutrition Consultation 99201, 99202, 99203, 99204, 99205, 99211, 99212, 

99213, 99214, & 99215 

Exercise Instruction 97110 

NMS Re-ed 97112 

Manual Therapy 97140-59 

Massage 97124 

Supplements/Orthotics 99070-D 

Splinting/Taping 97504 

Heat/Cryo Therapy 97010 

 

525 Main Street, #200 

New Brighton, MN 55112 

p. (651) 797-4822 

f.  (651) 796-0209 
FrontDesk@NourishFamilyWellness.com 



















Candida Questionnaire 











BEFORE YOU DETOX
Patient Name: _____________________________________________________________  Date: __________________

Before you begin the Core Restore detoxification program, it is important to first evaluate your current health state. This 
questionnaire will help identify signs of toxic burden. You will take this questionnaire again in 7 days to evaluate your progress. 
This will help you and your healthcare provider evaluate your success and continued improvement.

POINT SCALE:    0 = Never    1 = Occasionally    2 = Frequently

Digestive 
0  1   2    Bowel movements less than once per day 
0  1   2    Bloated feeling 
0  1   2    Belching and/or gas 
0  1   2    Heartburn 
____      Total                                                                                

Head 
0  1   2    Headaches 
0  1   2    Pressure 
0  1   2    Dizziness 
0  1   2    Faintness  
____      Total                                                                                

Emotions 
0  1   2    Mood swings 
0  1   2    Feelings of fear and/or nervousness 
0  1   2    Anger and/or irritability 
0  1   2    Feelings of sadness 
____      Total                                                                                

Mind 
0  1   2    Poor memory and/or confusion 
0  1   2    Difficulty concentrating 
0  1   2    Poor coordination 
0  1   2    Difficulty making decisions 
____      Total                                                                                

Energy & Activity 
0  1   2    Fatigue and/or sluggishness 
0  1   2    Hyperactivity 
0  1   2    Restlessness 
0  1   2    Occasional sleeplessness  
____      Total                                                                                

Ears 
0  1   2    Itchy ears 
0  1   2    Earaches 
0  1   2    Drainage from ear 
0  1   2    Ringing in ears and/or hearing loss 
____      Total                                                                                

Eyes 
0  1   2    Watery and/or itchy eyes 
0  1   2    Swollen and/or reddened eyelids 
0  1   2    Dark circles under the eyes 
0  1   2    Blurred vision 
                (excluding near- or far-sightedness) 
____      Total                                                                                

Nose 
0  1   2    Stuffy nose 
0  1   2    Sinus congestion 
0  1   2    Sneezing 
0  1   2   Mucus 
____      Total                                                                                

Lungs 
0  1   2    Shortness of breath 
0  1   2    Difficulty breathing 
0  1   2    Chest congestion 
____      Total                                                                                

Mouth & Throat 
0  1   2    Coughing 
0  1   2    Gagging and/or frequent need to clear throat 
0  1   2    Hoarseness and/or loss of voice 
0  1   2    Dental problems 
____      Total                                                                                

Skin 
0  1   2    Acne 
0  1   2    Hair loss and/or hair thinning 
0  1   2    Body odor 
0  1   2    Excessive sweating 
____      Total                                                                                

Joints & Muscles 
0  1   2    Pain or aches in joints and/or lower back 
0  1   2    Stiffness and/or limitation in movement 
0  1   2    Pain or aches in muscles 
0  1   2    Feelings of weakness and/or tiredness 
____      Total                                                                                

Heart 
0  1   2    Skipped heartbeats 
0  1   2    Rapid heartbeats 
0  1   2    Chest discomfort 
____      Total                                                                                

Weight 
0  1   2    Underweight 
0  1   2    Overweight 
0  1   2    Difficulty losing weight 
0  1   2    Crave certain foods 
____      Total                                                                                

Other 
0  1   2    Food sensitivities 
0  1   2    Chemical and/or environmental sensitivities  
0  1   2    Frequent and/or urgent urination 
0  1   2    Bloating and/or mood swings before  
                menstruation 
____      Total                                                                                

Please add the totals from each section and write the section 
total in the spaces provided. Then, add all the section totals 
together and put that total in the space below.

GRAND TOTAL  ________

INTERPRETING YOUR TOXICITY SCORE:

10 or lower: You have a low level of toxic burden
11 to 30: You have a moderate level of toxic burden
31 or higher: You have a high level of toxic burden



AFTER YOU DETOX
Patient Name: _____________________________________________________________  Date: __________________

Congratulations on completing the 7-day Core Restore detoxification program! Hopefully you are feeling more energized  
and have made a commitment to eating right and making healthier lifestyle choices. Let’s evaluate your progress using  
Core Restore. Your health care professional may use this as a tool to help determine if you should continue with a longer 
detoxification protocol.

POINT SCALE:    1 = Better    0 = No Change    -1 = Worse

Digestive 
1  0  -1	 Bowel movements less than once per day 
1  0  -1	 Bloated feeling 
1  0  -1	 Belching and/or gas 
1  0  -1	 Heartburn 
____      Total                                                                                

Head 
1  0  -1	 Headaches 
1  0  -1	 Pressure 
1  0  -1	 Dizziness 
1  0  -1	 Faintness  
____      Total                                                                                

Emotions 
1  0  -1	 Mood swings 
1  0  -1	 Feelings of fear and/or nervousness 
1  0  -1	 Anger and/or irritability 
1  0  -1	 Feelings of sadness 
____      Total                                                                                

Mind 
1  0  -1	 Poor memory and/or confusion 
1  0  -1	 Difficulty concentrating 
1  0  -1	 Poor coordination 
1  0  -1	 Difficulty making decisions 
____      Total                                                                                

Energy & Activity 
1  0  -1	 Fatigue and/or sluggishness 
1  0  -1	 Hyperactivity 
1  0  -1	 Restlessness 
1  0  -1	 Occasional sleeplessness  
____      Total                                                                                

Ears 
1  0  -1	 Itchy ears 
1  0  -1	 Earaches 
1  0  -1	 Drainage from ear 
1  0  -1	 Ringing in ears and/or hearing loss 
____      Total                                                                                

Eyes 
1  0  -1	 Watery and/or itchy eyes 
1  0  -1	 Swollen and/or reddened eyelids 
1  0  -1	 Dark circles under the eyes 
1  0  -1	 Blurred vision 
                (excluding near- or far-sightedness) 
____      Total                                                                                

Nose 
1  0  -1	 Stuffy nose 
1  0  -1	 Sinus congestion 
1  0  -1	 Sneezing 
1  0  -1   Mucus 
____      Total                                                                                

Lungs 
1  0  -1	 Shortness of breath 
1  0  -1	 Difficulty breathing 
1  0  -1	 Chest congestion 
____      Total                                                                                

Mouth & Throat 
1  0  -1	 Coughing 
1  0  -1	 Gagging and/or frequent need to clear throat 
1  0  -1	 Hoarseness and/or loss of voice 
1  0  -1	 Dental problems 
____      Total                                                                                

Skin 
1  0  -1	 Acne 
1  0  -1	 Hair loss and/or hair thinning 
1  0  -1	 Body odor 
1  0  -1	 Excessive sweating 
____      Total                                                                                

Joints & Muscles 
1  0  -1	 Pain or aches in joints and/or lower back 
1  0  -1	 Stiffness and/or limitation in movement 
1  0  -1	 Pain or aches in muscles 
1  0  -1	 Feelings of weakness and/or tiredness 
____      Total                                                                                

Heart 
1  0  -1	 Skipped heartbeats 
1  0  -1	 Rapid heartbeats 
1  0  -1	 Chest discomfort 
____      Total                                                                                

Weight 
1  0  -1	 Underweight 
1  0  -1	 Overweight 
1  0  -1	 Difficulty losing weight 
1  0  -1	 Crave certain foods 
____      Total                                                                                

Other 
1  0  -1	 Food sensitivities 
1  0  -1	 Chemical and/or environmental sensitivities  
1  0  -1	 Frequent and/or urgent urination 
1  0  -1	 Bloating and/or mood swings before  
               menstruation 
____      Total                                                                                

Please add the totals from each section and 
write the section total in the spaces provided. 
Then, add all the section totals together and 
put that total in the space below.

GRAND TOTAL  ________

INTERPRETING YOUR SCORE:

10 or higher: You have made steady improvements and reduced your toxic 
burden. To maintain these positive changes, set a time with your health care 
provider to detox again. My next scheduled detox will be ___/___/_____.

0 to 10: You have made moderate improvements to your toxic burden.  
Your healthcare provider may recommend that you continue the 
detoxification for an additional period of time (Level 2 detoxification).

0 or lower: Your healthcare provider may utilize additional nutritional 
supplementation based on their assessment, and may recommend  
further testing to uncover any hidden GI conditions.
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