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Wellness Questionnaire and Consent
1. What prompted you to come in today?                                    NAME:                                                                DOB:
	( Recommended by Doctor
	( Stress
	( Relaxation
	( Pain
	( Other ____________


2. Are you affected by any of the following conditions? 
	( Acne
	( Allergies
	( Arthritis
	( Back Pain
	( Bruise Easily
	( Cancer

	( Cardiac

 Problems
	( Circulatory 

Problems
	( Claustrophobia
	( Contagious 

Disease
	( Cysts
	( Depression

	( Diabetes
	( Eczema
	( Endometriosis
	( Epilepsy
	( Fibroids
	( Headaches

	( Heart

 disease/conditions
	( Hepatitis
	(  High blood 

pressure
	( HIV/AIDS
	( Irregular Menstrual

 Cycle
	( Joint Swelling

	(  Lupus
	( Medical Implants
	( Metal Implants
	( Miscarriage
	( Numbness
	( Osteoporosis

	( Pace Maker
	( Phlebitis
	( Pregnancy
	( Stabbing Pain
	( Stress
	( Surgery (past 5yr)

	( Thyroid 

Problems
	( Varicose 

veins
	( Wears Contact 

Lenses
	( Other
	
	


3. List any medications, supplements, herbs, vitamins, diuretics, slimming tablets, etc that you take regularly._____________________________________________________________________________
4. Female Clients: 
	Are you currently menstruating? ____
	( No
	( Yes

	Are you currently on oral contraceptives? If yes brand ____________
	( No
	( Yes

	Are you currently pregnant or trying to get pregnant?
	( No
	( Yes

	If you are pregnant, are you experiencing any complications?
	( No
	( Yes

	Have you had difficulties getting pregnant or maintaining a pregnancy?
	( No
	( Yes

	Are you experiencing hormonal imbalances?
	( No
	( Yes


If yes to any above explain: ______________________________________________________________
5. Lifestyle and Diet
	How would you describe your overall health? 
	( Excellent
	( Good
	( Fair
	(Poor

	Do you have difficulty lying on your back, front or turning on your side?
	( No
	( Yes

	Do you follow a special diet?
	( No
	( Yes

	Do you exercise regularly? How often & how much __________________
	( No
	( Yes

	Tobacco? Number of packs and years of use_________________________ 
	( No
	( Yes

	Alcohol? Glasses per day/week __________________________________
	( No
	( Yes

	Caffeine/Coffee? Glasses per day/week ___________________________
	( No
	( Yes

	Water? Glasses per day/week ____________________________________
	( No
	( Yes

	Do you sleep well?
	( No
	( Yes


6. What are your skin concerns?

	( Acne scarring
	( Acne  
	( Age spots
	( Broken capillaries
	( Enlarged pores

	(Facial/Surgical scars
	( Fine lines & wrinkle
	( Hyper pigmentation
	( Skin tone/texture
	( Stretch marks

	( Other ___________
	
	
	
	

	Sensitivities
	
	

	Do you have food intolerances/allergies? If yes, list _______________________________
	( No
	( Yes

	Have you ever used any of the following? If yes circle:

Accutane, Renova, Topical Antibiotics, Hydroquinone, Retin-A, Tazarac, 

Alpha hydroxy acids, Differin
	( No
	( Yes

	Have you ever had a reaction to any of the following? If yes circle:

Cosmetics, Fragrances, Metals, Medications, Other __________________
	( No
	( Yes


What are your goals? __________________________________________________________________
7. Skin Questions
	Have you ever had a facial treatment before? If yes, when? __________________
	( No
	( Yes

	Have you had any of the following? If yes circle: Peels, Laser Treatments, 
Facial Surgery, Cosmetic Surgery, Micordermabrasion, Cosmetic Injections
	( No
	( Yes

	Does your skin experience any of the following? If yes circle:

Flakiness, Tightness, Redness, Excessive oily shine during the day
	( No
	( Yes

	Do you blush easily?
	( No
	( Yes

	Do you ever experience cold sores/blisters?
	( No
	( Yes

	Are you currently under any treatment for skin conditions?
	( No
	( Yes

	Do you or your family have a history of skin cancer?
	( No
	( Yes

	Do you sunbathe or use tanning beds? If yes, how often? _______________
	( No
	( Yes

	In out treatment program, it may be necessary to recommend alteration to or

additions in your home care regimen: would that be okay with you?  
	( No
	( Yes

	MEN: Do you experience breakouts?
	( No
	( Yes

	MEN: Do you experience ingrown hairs?  
	( No
	( Yes

	MEN: What is your current method for shaving?
	(Electric
	( Wet


8. How would you rate your skin? 

	( Always burns, never tans
	( Burns easily, tans slightly


	( Burns moderately, tans gradually

	( Seldom burns, always tans well
	( Rarely burns, tans deeply


	( Never burns, deeply pigmented


9. How would you describe your skin?

	( Normal   
	( Dry   
	( Sun damaged
	( Sensitive
	( Combination
	( Oily


10. What skin care products are you currently using? (List brands where known)

	Soap_______________________
	Scrubs______________
	Shower Gels______________

	Toner______________________
	Exfoliator____________
	Body Lotions______________

	Mask__________________________
	SPF_________________
	Sun block/Sunscreen_____________________

	Eye Product______________________
	Makeup  __________________
	Sunless tanner______________________________

	Cleanser_________________________
	Day Moisturizer_____________
	Night Moisturizer/Cream_______________


Consent Page for CNY Healing Arts
Please sign the consent for the service you are receiving.

	A. Acupuncture and Oriental Medicine Informed Consent

I hereby request and consent to an interview and physical assessment according to the principles of Oriental medicine. I request and consent to have acupuncture and related physical modalities performed on me by the Licensed Acupuncturist named below and or other Licensed Acupuncturists who work at CNY Healing Arts. Every effort will be made to make the treatment comfortable. Occasionally acupuncture and related physical modalities such as cupping, gua sha, moxibustion, etc. may result in momentary stinging, dizziness, fainting, bleeding, bruising, burns, blistering, pneumothroax, or other reactions. I expect my acupuncturist to provide a general explanation of expected risks and benefits before the procedure and to exercise good judgment in my best interest given the facts known to him/her at the time. 

I have discussed all of my medications or physical conditions with my acupuncturist including blood pressure, diabetes, or blood thinning medications or condition, pregnancy, pacemaker or self or family history of seizure disorder, so that my treatment can be planned accordingly. I know of no physical condition that would prevent me from receiving acupuncture and Oriental medicine services.  In addition the New York State Office of the Professions requires that patients read and sign the following statement before receiving treatment from a Licensed Acupuncturist. 

We the undersigned,  Do affirm that _____________________(print patient name) has been advised by

________________ (print acupuncturist name) to consult a physician regarding the condition or conditions for which such patient seeks acupuncture treatment. I have read the above consent. I have also had an opportunity to ask questions about its content, and by signing below I agree to the above mentioned procedures. I intend this consent form to cover the entire treatment for my present condition and for my future condition for which I seek treatment.

Patient Signature: ____________________________ Date: ___________________

Acupuncturist Signature: ______________________ Date: ___________________



	B. Massage Informed Consent

I, ____________________ (print patient name), understand that the massage I receive is provided for the purpose of relaxation and relief of muscular tension. If I experience any pain or discomfort during the session, I will immediately inform the therapist. Because massage should not be performed under certain medical conditions, I affirm that I have stated all my known medical conditions and answered all questions honestly. I agree to keep the massage therapist updated as to any changes in my medical profile during the session and understand that there shall be no liability on the massage therapist’s part should I fail to do so. 

Patient Signature: ____________________________ Date: ___________________



	C. Esthetics/ Skin Care/ Laser Informed Consent
I, ___________________________ (print patient name), do fully understand all of the questions above and have answered them all correctly and honestly. I understand that the services offered are not a substitute for medical care.  I understand that my practitioner will completely inform me of what to expect in the course of treatment and will recommend adjustments to my regimen if deemed necessary.   I also am aware that individual results are dependant upon my age, skin condition and lifestyle. I agree to actively participate in the following appointment schedules and home care procedures to the best of my ability, so that I may obtain maximum effectiveness. In the event that I may have additional questions or concerns regarding my treatment or suggested home product routine, I will consult with my practitioner immediately. I release and hold harmless CNY Healing Arts and the staff from any liability for adverse reactions that may result from this treatment.

Policies

CNY Healing Arts requires a 24-hour notice for cancellations.  Cancellations made after this time will be subject to a cancellation fee.  Cancellations for Monday must be phoned in on Saturday by 2 pm.

If you are not satisfied with your service or products, please contact you skin care specialist within 24 hours after your appointment so that the situation may be corrected.  It is our policy to provide you with the best professional service and products customized for your skin condition. I have read and understood all foregoing information​​.

Patient Name: _______________________________________

Patient Signature: ____________________________ Date: ___________________
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