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420 Rt 34, Suite 317, Colts Neck, NJ 07722 

  

AcuMeridian Wellness, LLC 

(732)858-1322  

    

http://www.acumeridianwellness.com 

  

 

Facial Rejuvenation Acupuncture Registration 

 
This questionnaire provides valuable information to help us understand the underlying causes of your health 

concerns. All information contained in this form is strictly confidential and will become part of your medical 

record on file. 

PATIENT NAME:   ____________________________________________ Date: ______________________ 

SKIN CARE HISTORY 

1. Please check any of the following which are of most concern to you: 

      

        

     

-feet)        

ps         

     

       

_____________________________________________________________________________________ 

   

3. Please describe your current skin care regimen and products that you use. (Toner, astringent, exfoliation, masks, 

etc.): _______________________________________________________________________________________ 

____________________________________________________________________________________________ 

4. Please describe any skin sensitivities or allergies:___________________________________________________ 

____________________________________________________________________________________________ 

5. What improvements would you like to see? _______________________________________________________ 

____________________________________________________________________________________________ 

 

7. Do you participate in vigorous aerobic activity or sport?      

8. Do you get facial waxing/electrolysis or use depilator Yes If yes, wait 5 days between treatments  

9. Please check all procedures you have had or are currently undergoing. 

 Date(s): _______________   Date(s): ______________ 

 Date(s): _______________   Date(s): ______________ 

  Date(s): _______________    Date(s): ______________ 

 Date(s): _______________   Date(s): ______________ 

  Date(s): _______________   Date(s): ______________ 

 Date(s): _______________  Date(s): ______________ 

  Date(s): _______________ 
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Facial Rejuvenation Acupuncture - Initial Visit 
 
Name Last  __________________First _________________ Middle ________ SS# ___ /__ /____ 

Date of Birth_______ /______ /______ Gender F ____M _____ Email__________________________  

Address ______________________________________________City ___________________________ 

State_________ Zip Code________________  

Telephone: Home (______) _______ - _____________ Work (_______) _______ - ___________ Ext ________  

Marital Status:   S M D Other:_______     Occupation ______________________________ 

Height ________________ Weight ________________ Blood Pressure________________Pulse______________  

Have you ever had an acupuncture facial? Y   N  

Have you been treated by Acupuncture or Oriental medicine before?  Y   N  

Name of your physician __________________________________Phone _________________________  

In an Emergency Notify:  Name _____________________________ Relationship to patient  __________ 

Home Phone  (_____)______ - ________ Cell Phone (_____) _____ - ______Work Phone (_____) _____ - _______ 

FINANCIAL AGREEMENT 

Payment for Clinic Services Rendered: Payment is due at the time of service and may be paid by cash, check or all 

major credit cards. Any checks returned due to insufficient funds will be charged an additional $30.   

Cancellation Policy: 

Please be respectful of the time set aside for your treatment. All scheduled appointments require a 24 hour cancellation 

notice or the patient will be charged for a FULL office visit fee. 

Herbal Prescriptions:  

I understand that all herb sales are final as herbal prescriptions are intended only for the patient for whom they 

have been prescribed. 

 

By signing this agreement, I am acknowledging that I have read the above financial policies and will be responsible for 

all charges stated above. 

 

Patient’s Signature _____________________________________    Date____________________  

 

 

MEDICAL HISTORY  
Past and Present Illnesses(with dates):  

_________________________________________________________________________________  
Surgeries(with dates): 

_________________________________________________________________________________ 

Significant Trauma (Auto accidents, falls, etc., with dates) : 

_____________________________________________________________________________________________ 

Do you have, or have you ever had, any Infectious Diseases  

_____________________________________________________________________________________  
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CURRENT MEDICATIONS: (prescription and over-the-counter drugs, vitamins, herbs, etc.) 

______________________________________________________________________________

______________________________________________________________________________ 

ALLERGIES: 

______________________________________________________________________________ 

 

Do you bruise or bleed easily?      No  
 

PERSONAL HISTORY  

Hobbies & Recreational Habits _____________________________________________________________ 

    If so, please describe: 

_____________________________________________________________________________________  

 


PLEAE CHECK IF YOU HAVE EXPERIENCED (IN THE LAST SIX MONTHS) 

 r Bruising 

 What time of Day? _______________  

 

  

  

NEUROPSYCHOLOGICAL  

  Anxiety     Poor Memory  

   Easily Angered     Depression/Bipolar  

   Mania   Easily Susceptible to Stress  

PREGNANCY & GYNECOLOGY  

    Duration of Menses ______   Irregular Periods        

  Light Periods    Vaginal Discharge  PMS    Currently Pregnant        

First Date of Last Menstrual Cycle _______/_______/______  

CARDIOVASCULAR  

 

   

 

RESPIRATORY  

  

GASTROINTESTINAL  

 

GENITO-URINARY  
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