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Health History For Facial Acupuncture 
 Date: ____/____/____ 

Name Gender Age 
Date of Birth  _____/_____/_____ 

Address City State Zip Code 

Phone # 
! Home  ___________________

! Cell   ___________________

! Other ___________________

email  ___________________ 

Emergency Contact_________________________ 

Contact Phone #  ___________________________ 

Relationship        __________________________ 

Occupation: Height  _______ 

Weight  _______ 

Physician Name 

Physician Address 

Physician Phone # 

Have you Been treated by Acupuncture or 
Oriental Medicine Before? 

!No  ! Yes  ….  Last Treatment 
______/______/______ 

Relationship status 
! Single
! Married
! Living w/Partner
! Separated

! Divorced
! Widowed
! Other

How Did you hear about our clinic? 

Why you are choosing facial rejuvenation Other Health Concerns  

1 

2 

3 

Health History 
  You  Year Family You Year Family 

! Cancer – type(s)
__________________

! Osteoporosis

! Diabetes ! Herpes

! Hepatitis ! Aids/HIV

! High Blood Pressure ! Other STD

! Heart Disease ! Rheumatic Fever

! Stroke ! Alcoholism

! Seizure ! Allergies –Types
_________________

! Thyroid Disease ! Mental Illness

! Asthma ! Kidney Disease
! Pacemaker ! Anemia
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Habits 

Amount/Frequency 
Coffee/Tea   _______________________________ 
Tobacco  _______________________________ 
Alcohol   _______________________________ 
Drugs _______________________________ 

Exercise 

 Regularly?   !Yes   ! No 

 If so, what and How Often: 
 __________________________________________ 

Medications 

Please note what medications, herbs or supplements you use regularly 
Medicine/Vitamins Dosage Reason How 

Long? 

Injuries & Surgeries 

Please note area of body & date 

Temperature 

How warm / cold you feel (not in degrees) relative to other people?  
 do you wear more or less layers, etc. 

Please indicate your body’s overall relative Temperature Along The Line With An X

COLD                                                                                   HOT 

! Cold hands/ feet
! Chills
! Cold “in the bones”
! Areas of numbness

! Excessive thirst
! Thirst for cold /hot drinks
! Thirst, no desire to drink
! Absence of thirst

! Night sweats
! Unusual sweats

When? _______am / pm    
Where on 
body__________

! Hot hands, feet,
chest
! Hot flashes
! Hot in afternoon
! Hot at night

Moisture 

Please indicate your body’s relative moisture level along the line with an X
 Hair, skin, mouth, etc. 

DRY  OILY 

! Dry skin
! Dry hair
! Dry eyes
! Dry brittle nails

! Dry mouth
! Dry lips
! Dry throat
! Dry nose /Nosebleeds

! Edema /Swelling______
! Rashes________________
! Itching ________________
! Dandruff

! Weight gain / loss
! Oily skin
! Oily hair
! Pimples



4

Digestion 

Please indicate your body’s overall digestion along the line with an X

    DIARRHEA                                                                             CONSTIPATION 

BM:  How often? _____x / every _____days 
! Alternating diarrhea & constipation (IBS)
! Indigestion
! Gas
! Belching
! Bloating

! Nausea / Vomiting
! Bad breath
! Dry Stools
! Difficult to pass
! Tired after BM

! Excessive hunger
! Poor appetite
! Ulcer
! Hemorrhoids

ENERGY 

Please indicate your body’s overall energy level along the line with an X  

LOW                                                                                 HIGH 

! Sudden energy drop  
Time of day: _____ am / pm 

! Energy drop after eating
! Fatigue
! Dependence on caffeine
! Wired / ungrounded feeling
! Body / Limbs feel heavy
! Body / Limbs feel weak

!    Shortness of breath
!    Heart Palpitations 
!    Blood pressure High / Low
! Bleed / Bruise easily
! Hard to concentrate
! Poor memory
! Dizziness / lightheaded
! Headaches _____x / week

Female Reproductive 

Are you sexually active?  Y ! N ! 

MENSES (If applicable) 

Age at first menses ______ 
Length of full cycle ______ days  
Length of menses ____ days  
Last menses start date ____ / ____ 
# of pregnancies ____ 
# of births  ___premature ___Miscarriages 

___Abortions 
! Birth control pill (hormonal)
! Heavy periods
! Light periods
! Painful periods
! Irregular periods
! Changes in body/psyche prior to menstruation (PMS)

! Cramps   Before bleeding___
First day___During period___ 

! Fatigue w/ menses
! Digestive changes w/ menses
! Mid-cycle spotting
! Yeast infections

MENOPAUSE 

Age changes began  _______  
Age at last menses   ________ 

! Hot flashes   _____x/ day
! Vaginal dryness
! Night sweats _____x / week
! Loss of sex drive

Male Reproductive 

Are you sexually active?  Y ! N ! 
!  Change of sexual drive 
! Erectile dysfunction
! Premature ejaculation
! Sores on genitals
! Discharge

! Prostate disease
! Genital Pain
! Jock Itch
! Vasectomy
! Hernia
! Hemorrhoids
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Emotions 

What emotion(s) dominate your experience? 

! Anger
! Irritability
! Anxiety
! Worry

! Obsessive thinking
! Sadness
! Grief
! Depression

! Fear
! Timid / shy
! Indecision

Urinary  (if applicable) 

! Decrease in flow
! Dribbling
! Difficulty starting /  stopping
! Incontinence

! Kidney stones
! Urgency to urinate
! Frequent urination
! Pain on urination

! Burning sensation
! Cloudy urine
! Blood in urine

Sleep 

# hours per night ______ 
! Difficulty falling asleep
! Wake ___x/ night @_____am / pm
! Wake to urinate How often?________ 

! Disturbing dreams
! Restless sleep
! Not rested upon waking

Head,  Eyes,  Ears,  Nose,  Throat 

! Poor hearing
! Ringing in ears
! Excess earwax

! Sore throat
! Frequent Coughs
! Swollen Glands
! Hoarseness
! Trouble Swallowing
! Poor vision
! Night Blindness

! Headache
! Migraine
! Head Injury
! Dizziness
! Vertigo
! Hay Fever

! Sinus congestion
! Nose Bleeds
! Loss of Smell
! Phlegm (color_______)

! Red eyes
! Itchy eyes
! Teary Eyes
! Dry Eyes
! Cataracts
! Glaucoma
! Spots in front of eyes

! Dental problems
! Mouth sores
! Jaw Problems /TMJ
! Teeth Grinding
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Facial Acupuncture 

3 Main concerns: 

 1.______________   2. ________________ 3.___________________ 

Current Beauty Routine: Please include brand name 

Cleanser __________________ Toner ___________________ Moisturizer ______________ Mask ____________
Do you use sunscreen?  !  Yes  !  No  Do you take Aspirin or Blood Thinners?    Yes ___   No ___

Have you had facelift surgery?   !  Yes !   No   ! Full  ! Partial 
If so: When ________ Where _______________________Satisfied?   ! Yes   ! No 
Please Elaborate  ________________________________  

Facial Treatments:  Type _________________________How often?_________________ 

! Microdermabrasion
! Chemical Peels
! Photolight rejuvenation
! Filler (Type: __________)

! Retin-A
! Botox
! Collagen Injections
! Other ______________

Skin 

! Wrinkles
! Blemishes
! Acne

! Dryness
! Oily
! Eczema

! Herpes
! Rashes
! Sagging

! Dullness
! Eczema
! Psoriasis

Discolorations:  !  Age Spots ! Sallow (yellow) complexion    ! Rosacea (Redness)

Eyes 

! Dark eye circles
! Wrinkles

! Dry skin around eyes
! Styes

! Puffy and swollen
! Eye bags
! Puffy upper lids

Neck 

! Crepey Skin ! Sagging jowls
! Wrinkles !Turkey Wattle

Lips 

! Fine lines ! Cold Sores
! Cracking ! Herpes

Hair 

! Thin Hair
! Alopecia
(baldness)

Hair follicle treatments? 
!Yes !No

If so, When?________________ 

! Excess Facial Hair
Electrolysis treatments:   !Yes    !No

If so, When? ______________________ 

I understand that LED light therapy will be used as part of my treatment. 

Certain prescription drugs such as tretinoin,  antibiotics, and essential oils such as bergamot and citrus can 
cause photo-sensitivity. Skin conditions such as known skin cancers, seizure disorders and migraines are a 
concern for LED light therapy.  If you have any of these conditions, please list:

Signature: Date:



How would you describe the condition of your skin? 

Do you have any allergies or skin sensitivities?  Please list: 

What do you love about your face? 

What areas of your face are you most concerned / self-conscious about … 

 and/or  

which facial / skin characteristics would you like to see enhanced and how? 

Forehead 

___________________________  

Eyes  

___________________________ 

Cheeks 

___________________________

Chin 

___________________________

Jawline 

___________________________ 

Neck  

___________________________
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IN F O R M E D  C O N S E N T  F O R  F A C I A L  A C U P U N C T U R E  T R E A T M E N T  

INSTRUCTIONS - This is an informed consent document that has been prepared to help your acupuncturist inform you concerning 
facial acupuncture treatments, the risks involved, and possible alternatives.  Please be advised that this is not a surgical procedure.  
It is important that you read this information carefully and completely.  Please initial each page, indicating that you have read the 
page and sign the consent for facial acupuncture treatments, as proposed by your acupuncturist. 

I understand that my treatment may be modified to address:  1) Changes in my condition; 2) changes in my desired results; or 3) 
changes in the professional standards of acupuncture care.  I understand, and agree to adjustments in my treatment as needed 
to optimally address my well-being, my objectives, and to take advantage of the full range of care options for me. 

INTRODUCTION - An acupuncture facial treatment involves the insertion of acupuncture needles into fine lines and wrinkles on 
the face and neck in order to reduce the visible signs of aging.  In Oriental medicine, the meridians or pathways of Qi (energy) flow 
throughout the entire body from the soles of the feet up to the face and head; consequently, a facial acupuncture treatment 
addresses the entire body constitutionally, and is not merely “cosmetic.”  An acupuncture facial involves the patient in an organic, 
gradual process that is customized for each individual.  It is no way analogous to, or a substitute for, a surgical “face lift”.  A 
treatment session may confine itself solely to facial acupuncture, or it may be used in conjunction with other procedures, including 
micro-current facial treatment. 

POTENTIAL BENEFITS - Facial acupuncture can increase facial tone, decrease puffiness around the eyes, as well as bring more 
firmness to sagging skin, enhance the radiance of the complexion, and flesh out sunken areas.  Customarily, fine wrinkles will 
disappear, and deeper ones be reduced.  As this treatment is not merely confined to the face, but incorporates the entire body 
and constitutional issues of health.  However, I understand that as with all acupuncture care, facial acupuncture treatment 
involves a gradual, healthful process that is customized for each individual, and that results may vary. 

ALTERNATIVE TREATMENT - I understand that other alternatives exist for cosmetic care, including, but not limited to, surgery, 
such as a surgical facelift, chemical face peels, or liposuction.  I realize that there are also risks and potential complications 
associated with these alternative forms of treatment. 

RISKS OF AN ACUPUNCTURE FACIAL TREATMENT - Every procedure involves a certain amount of risk and it is important that you 
understand the risks involved with an acupuncture facial.  An individual’s choice to undergo an acupuncture facial is based upon 
the comparison of the risk to potential benefit.  Although the majority of patients do not experience the following complications, 
you should discuss each of them with your acupuncturist to make sure you understand the risks, potential complications, and 
consequences of an acupuncture facial. 

• BLEEDING AND BRUISING – As with acupuncture in general, some minor bleeding may occur.  This is normal and usually
will not leave a bruise.  Occasionally, a bruise or a hematoma may appear.  With bruising, it is important that you wear
sunscreen when going outside.  Topical and internal remedies will be discussed to address bruising.  If swelling persists,
I understand, I should call my provider immediately.

• INFECTION – Infection at the probe site is very rare after treatment because the probe does not break the skin.  If you
suspect infection at the probe site (i.e. redness, swelling or warm to the touch), please call me.  Additional treatment
or referral to your M.D. may be necessary.

• DAMAGE TO DEEPER STRUCTURES - Deeper structures such as blood vessels, nerves, and muscles are rarely damaged
during the course of a facial acupuncture treatment.  If this does occur, the injury may be temporary or permanent.

• ASYMMETRY – All facial structures are naturally asymmetrical.  Results may vary from side to side due to the natural
asymmetry, previous injuries on one side of the body, or severity of symptoms from one side or the other.

• NERVE INJURY - Injuries to the motor or sensory nerves rarely result from facial acupuncture treatments.  Nerve injuries
may cause temporary or permanent loss of facial movements and feeling.  Such injuries may improve over time.  Injury
to sensory nerves of the face, neck and ear regions may cause temporary or more rarely permanent numbness.  Painful
nerve scarring is very rare.

• NEEDLE SHOCK - Needle shock is a rare complication after an acupuncture facial.

• UNSATISFACTORY RESULT – There is the possibility of a poor result from a facial acupuncture treatment.  You may be
disappointed with the results.  I understand that I am not having a surgical procedure.  The alternatives, risks, and
comparisons of surgical procedures versus facial acupuncture treatments have been discussed with me and outlined in
this document.  Should I have any further questions, I will discuss them with my provider before treatment begins.

• ALLERGIC REACTIONS – In rare cases, local allergies to topical preparations have been reported.  Allergic reactions may
require additional treatment or discontinuation of treatment.
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• DELAYED HEALING – Delayed healing is a rare complication.  Smoking and certain health conditions such as diabetes
and chronic fatigue syndrome, to name a few, may delay the healing response of any of the aforementioned risks.

• LONG-TERM EFFECTS – Following facial acupuncture treatments, changes in facial appearance may occur as the result
of the normal process of aging, weight loss or gain, sun exposure, stress, illness, or other circumstances not related to
such treatment.  It has been explained that following lifestyle and dietary instructions may enhance the longevity of the
results, while non-compliance will adversely affect the longevity of the results from facial acupuncture treatments.
Additional, future treatments may be necessary to maintain the results.

• UNFORESEEABLE IMPACTS – There are many variable conditions, in addition to the risks and potential complications
enumerated, that may influence the long-term result from facial acupuncture treatments.  While the complications cited
are the ones particularly associated with facial acupuncture treatments, this is not an exact science, and other less
common complications may arise.  Should these or other complications occur, other treatments might be necessary.

UNFORESEEN CONDITIONS – I understand that there are several styles or methods of facial, cosmetic, or rejuvenation 
acupuncture and have been informed that during the course of facial acupuncture treatments, unforeseen conditions may 
necessitate different procedures than those listed above. 

HEALTH INSURANCE/FINANCIAL RESPONSIBILITY – I understand that most health insurance does not cover the cost of the facial 
acupuncture treatments or complications resulting from such treatments.  Please contact your insurance if you have any questions 
about coverage.  Depending on whether any or all of the cost of facial acupuncture treatments is covered by an insurance plan, I 
will be responsible for charges not so covered.   

DISCLAIMER - Informed-consent documents are used to communicate information about the proposed procedure along with 
disclosure of risks and alternative forms of treatment(s).  The informed consent process attempts to define principles of risk 
disclosure that should generally meet the needs of most patients in most circumstances.  However, informed consent documents 
should not be considered all-inclusive in defining other methods of care and risks encountered.  Your acupuncturist may provide 
you with additional or different information which is based upon all the facts in your particular case and the present state of 
knowledge within the field of acupuncture.  Informed consent documents are not intended to define or serve as the standard of 
acupuncture.  Standards of acupuncture are determined on the basis of all of the facts involved in an individual case and are 
subject to change as scientific knowledge and technology advance and as practice patterns evolve.  It is important that you read 
the above information carefully and have all of your questions answered before signing the following consent. 

AGREEMENT AND CONTINUOUS EFFECT: I have read, or have had read to me, the above consent.  It has been explained to me in 
a way that I understand: a) The risks involved with facial acupuncture treatments; b) That I have alternatives available to me for 
cosmetic improvements; and c) What protocols will be used in connection with treatment.  I have also had an opportunity to ask 
questions regarding facial acupuncture treatment, and am satisfied that all my questions have been answered.  I acknowledge 
that no guarantee has been given to me by anyone as to the results that may be obtained.  I authorize the release of medical 
information, when required.  Finally, by signing below I acknowledge that I have been fully informed about, and agree to, facial 
acupuncture treatments.  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. 

Both parties agree that this agreement may be electronically signed, and that the electronic signatures appearing on this 
agreement are the same as handwritten signatures for the purposes of validity, enforceability, and admissibility. 

Patient (or Person Authorized to Sign for Patient) Practitioner 

Date Date 
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SESSION RESCHEDULE/ CANCELLATION / LATE POLICY: 

Please notify me at least 2 business days or 48 business hours in advance if you cannot keep your 

appointment. 

You can reach me by phone or text at 831-220-5689 

All appointments cancelled or rescheduled with less than 48 hours advance notice will be 

charged 50% of the scheduled appointment fee. 

In the event of a missed appointment without any notification of cancellation or rescheduling 

(“no-call, no-show”), you will be charged the full cost of the scheduled appointment fee. This 

includes appointments that are made as part of a package. If you do not call and do not show for a 

scheduled appointment as part of a package, you will forfeit that session. 

Late appointments are considered cancelled and forfeited 20 minutes past the scheduled 

appointment time without advance notice, and you will be billed for the full cost of the session.  

Please contact me at 831-220-5689 if you are running late. 

Thank you for your courtesy and understanding.

Gina Renee, L.Ac., Dipl.Ac.(NCCAOM)      -      831.220.5689    -    www.GinaReneeLac.com
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