
 
 

 
Welcome ​to Uyayi Acupuncture & Herbal Medicine 

New Cosmetic Acupuncture Patient Registration/Personal History Form 
 
Please take a moment to fill out our online intake form for COSMETIC ACUPUNCTURE before your visit. All appropriate forms 
must be filled out before your appointment. All information is kept completely confidential. 

 

First Name _____________________________________________ 

Last Name ​_____________________________________________ 

Preferred Name _________________________________________________ 

Prefix / Title ________________ 

Email ​Required__________________________________________________________________ 

Mobile Phone _(_______)________________________ 

Please provide at least one phone number. Your mobile number can be used to look up your account and receive text message 
appointment reminders. 
 
Home Phone _(________)_______________________ 
 
Street Address _______________________________________________________________________ 
 
City _____________________________________ State _________ Postal / Zip ___________________ 
 
Date of Birth _______/_________/______________ 
 
Gender _________________________ 
 
Sex___________________ 
 
Emergency Contact _____________________________________________________________________ 
 
Emergency Contact Phone _______________________________________________________________ 
 
Emergency Contact Relationship___________________________________________________________ 
 
Occupation____________________________________________________________________________ 
 
How did you hear about us? ______________________________________________________________ 
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Cosmetic Intake Form 

 

Your Health History and Concerns 
Welcome! This intake form is extremely detailed. The more I know about your health and your concerns, the better we can develop 
a successful treatment plan. Please provide as much information as you can, even if it seems unrelated to your reason for coming 
in. If you are seeking reproductive health/fertility or general health treatment, please use the appropriate intake form. This form is 
for COSMETIC ACUPUNCTURE ONLY. 

SECTION 1 

1. Health History 
Any significant illness including single occurrence, acute, or chronic? Please include the date if applicable. 
 
 
 
 
 
 
 
Please provide details of any hospitalizations, including reason and dates. 
 
 
 
 
 
 
 
Please list any allergies including symptoms 
 
 
 
 
 
 
Do you have a history of an eating disorder? 
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2. General Health 
How would you rate your energy level?  

How would you rate your average stress level?  

Please indicate usage & frequency of the following: 

 caffeine (please include type) ____________________________________________________________________________ 
  

 alcohol ______________________________________________________________________________________________ 
  

 recreational drugs (please include type)_____________________________________________________________________ 
  

 nicotine (cigarettes, cigar, smokeless tobacco, vaping, etc.)  
 

________________________________________________________________________________________________ 
  

 soda ________________________________________________________________________________________________ 
  

 sweets _______________________________________________________________________________________________ 
  
please check all that apply 

 Hemophiliac  Anemia  Epilepsy 

 Wear a pacemaker  Serious heart condition  Serious lung condition 

 Diabetes  Anticoagulant medications  Scheduled surgeries 
 
Are you on a special diet? 

 yes _________________________________________________________________________________________________ 

 no 
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3. Expectation of Care 
In order to provide you with the care that you need, it is important to know more about where you are at in your desire to be well, 
and how you would like to work together. 
For your first visit, what are your expectations of the clinic and of your acupuncturist?  
 
 
 
 
Please describe the lifestyle habit(s) that hinder your beauty journey. 
 
 
 
 
 
Please describe the lifestyle habit(s) that support your beauty journey.  
 
 
 
 
 
What do you look for in your acupuncturist?  

 

4. Skincare History and Concerns 
What are your main skin concerns? 

 Acne  Acne scarring  Bags / Swelling Under Eyes  Double Chin  Droopy Eyelids 

 Dry Skin  Lusterless Skin  Oily Skin  Pore size  Rosacea 

 Sagging  Sun Damage / Dark Spots  Wrinkles  Uneven skin texture 
 
What is your skin type? 

 dry   oily   combination   normal 
 
Please check the products you currently use. Please list the brand and your routine. 

 Facial Cleanser ______________________________________________________________ 

 Moisturizer _________________________________________________________________ 

 Toner _____________________________________________________________________ 

 Serum ____________________________________________________________________ 

 Sunscreen/Sunblock _________________________________________________________ 

 Exfoliant __________________________________________________________________ 
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 Eye Cream _________________________________________________________________ 

 Acids/Exfoliant _____________________________________________________________ 

 Scrub _____________________________________________________________________ 

 Mask _____________________________________________________________________ 
  
Are you using any topical creams, lotions, or oral antibiotics for acne, skin cancer, anti-aging or hyperpigmentation? 

 yes _________________________________________________________________________________________ 

 no 
  
Have you ever had any injectables or implants? 

 yes   no 
If so, what was it done? In what area? ________________________________________  
 
 
Have you had any other cosmetic surgeries/procedures? If yes, when? 

 yes ________________________________________ 

 no 
  
We know we asked a lot of questions already but if there's anything we missed or you'd like to share any other information, please 
include them here: 
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Fee and Payment Agreement for Acupuncture/Traditional Chinese Medical Care 
 

● Initial Cosmetic Acupuncture History, Evaluation & Acupuncture Treatment: $125 
● Established Patient Follow Up Cosmetic Acupuncture Treatment: $100 
● Cost of herbs or other items are extra.  Depending on the herbal formula, the price varies according to 

each patient’s individual TCM (Traditional Chinese Medicine) diagnosis.  The patient is responsible to 
pay for herbs even if the patient must return to pick them up and even if the patient changes his/her 
mind about taking them, once they are made.  No refunds will be made for the herbs under any 
circumstances. 

● No Show ​and​ Failure to Cancel Scheduled Appointment 24 hours in advance Fee​: The patient/responsible 
party will be charged for the full treatment fee for the missed appointment and agrees to pay it. 

 
Consultations and treatments are paid for at the time of the visit. Venmo, Paypal, MasterCard and Visa credit cards, 
cash are accepted.  
 
Insurance Claims:​ We do not deal with Insurance or offer any Super Bill options. Sorry for this inconvenience. 
 
We reserve the right to change the fees at any time without notice.  ​The undersigned/patient/responsible party 
understands that there may be times of waiting for an appointment due to the acupuncturist being with other patients.  
The acupuncturist is doing his best to treat, honor, and respect each patient’s problems and time.  (Wait times are not 
usually greater than 30 minutes, although it may occur.) 
 
I, the undersigned, have read and understand the fee schedule and financial policies and financial obligations to Uyayi 
Acupuncture & Herbal Medicine (​acupuncturist Francis Marlon Bugarin LAc.)​.  I understand that health and accident 
policies are an arrangement between me and the insurance company.  I understand that all services rendered to me by 
Acupuncturist Francis Marlon Bugarin L.Ac.​ are charged directly to me and that I am personally responsible for such 
charges.  I understand and agree to the above terms.  
 
 

______________________________________                   _______________________________ 
Signature of Person Responsible for Payment                            ​Date 
 
________________________________________ 
Print Name of Person Responsible for Payment 
 
  ​_______________________________________​               _________________________________ 
Signature of Patient​ ​(if different from person responsible for payment)                                  ​Print Name of Patient ​(if different from person responsible for payment) 
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Informed Consent to Acupuncture and Traditional Chinese Medical Treatment and Care 
 
Name of Acupuncturist Treating this Patient: Francis Marlon Bugarin, L.Ac., M.S. in Traditional Chinese Medicine 
 
I hereby request and consent to the performance of procedures which are within the scope of practice of acupuncture and 
Traditional Chinese Medicine including, but not limited to, acupuncture, moxibustion, cupping, electro-acupuncture, herbology, or 
various modes of physiotherapy, on me (or on the patient named below, for whom I am legally responsible) by the acupuncturists 
named above, and/or other licensed acupuncturists who now or in the future treat me while employed by, working or associated 
with or serving as back up for the acupuncturist named above, including those working at the clinic or office listed above whether 
signatories to this form or not. 
 
I understand and am informed that there are some risks to acupuncture and Traditional Chinese Medicine treatment, including, but 
not limited to, slight bruising, tingling near the needling sites that last a few days, nausea, and blisters. There have been instances 
reported of fainting, vomiting, infections, and scarring. There have been instances reported of spontaneous miscarriage and 
pneumothorax. ​I understand that some herbs may be​ ​inappropriate during pregnancy. If I suspect that I am pregnant, I will 
immediately inform the acupuncturist.​  If I experience any gastrointestinal upset or allergic reaction to the herbs, I will inform 
the acupuncturist.  I do not expect the acupuncturist to anticipate or explain all possible complications and risks, and I wish to rely 
on the acupuncturist to exercise judgment during the course of the procedure which the acupuncturist feels 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.  
 
 
I have read, or have had read to me, the above consent. I also understand that I may ask questions about its content if so I wish. By 
signing below, I agree to acupuncture or any modalities within the scope of practice of acupuncture procedures. I intend this 
consent form to cover the entire course of treatment for my past or present condition and for any future conditions for which I seek 
treatment. 
 
 
 
 
 
 
 

________________________________________                                    ____________________________________ 
Signature of Patient or Patient’s Representative                                         Date 
 

________________________________________                                    ____________________________________ 
Print Patient’s Name  

(If different from person responsible for payment) 
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Notice of Privacy Practices 

 
I. Understanding Your Health Record/Information 
Each time you visit a hospital, physician, acupuncturist, chiropractor, or other healthcare provider, a record of your visit is made. Typically, this record contains 
your symptoms, examination and test results, diagnoses, treatment, and a plan for future care or treatment. This information, often referred to as your health or 
medical record, serves as a: 
a) basis for planning your care and treatment 
b) means of communication among the many health professionals who contribute to your care 
c) legal document describing the care you received 
d) means by which you or a third-party payer can verify that services billed were actually provided 
e) a tool for educating heath professionals 
f) a source of data for medical research 
g) a source of information for public health officials charged with improving the health of the nation 
h) a source of data for facility planning and marketing 
i) a tool with which we can assess and continually work to improve the care we render and the outcomes we achieve 
 
Understanding what is in your record and how your health information is used helps you to: 
a) ensure its accuracy 
b) better understand who, what, when, where, and why others may access your health information 
c) make more informed decisions when authorizing disclosure to others 
 
II. Your Health Information Rights 
Although your health record is the physical property of the healthcare practitioner or facility that compiled it, the information belongs to you. You have the right to: 
a) request a restriction on certain uses and disclosures of your information 
b) obtain a paper copy of this Notice of Privacy Practices upon request 
c) inspect and obtain a copy of your health record 
d) amend your health record under certain circumstances 
e) obtain an accounting of disclosures of your health information 
f) request communications of your health information by alternative means or at alternative locations 
g) revoke your authorization to use or disclose health information except to the extent that action has already been taken 
 
III. Our Responsibilities 
This organization is required to: 
a) maintain the privacy of your health information 
b) provide you with a notice as to our legal duties and privacy practices with respect to information we collect and maintain about you 
c) abide by the terms of this notice 
d) notify you if we are unable to agree to a requested restriction 
e) accommodate reasonable requests you may have to communicate health information by alternative means or at alternative locations. 
 
We reserve the right to change our practices and to make the new provisions effective for all protected health information we maintain. Should our information 
practices change, we will mail a revised notice to the address you supply to us. 
 
We will not use or disclose your health information without your authorization, except as described in this notice. 
 
IV. For More Information or to Report a Problem 
If you have questions and would like additional information, ask your provider for clarification. If you believe your privacy rights have been violated, you can file a 
complaint with the U.S. Department of Health and Human Services, Office of Civil Rights. You can find the Office for Civil Rights for your state at: 
http://www.hhs.gov/ocr/regmail.html.There will be no retaliation for filing a complaint. 
 
V. Examples of Disclosures for Treatment, Payment and Health Operations 
Needless-to-say, we will disclose your protected health information in communications with you. For example, we may use and disclose health information to 
contact you as a reminder that you have an appointment for treatment here, or to tell you about or recommend possible treatment options or alternatives that might 
be of interest to you.  We may use and disclose health information about you to tell you about health-related benefits or services that might be of interest to you. 
Other reasons to disclose your health information include the following. 
 
1) We will use your health information for treatment. 
For example: Information obtained by your practitioner will be recorded in your record and used to determine the course of treatment that should work best for you. 
Your provider will document in your record his or her expectations of any other members of your healthcare team. Those team members will then record the 
actions they take and their observations. In that way, the practitioner will know how you are responding to treatment. 
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2) We will use your health information for payment. 
For example: A bill may be sent to you or a third-party payer. The information on or accompanying the bill may include information that identifies you, as well as 
your diagnosis, procedures, and supplies used. 
 
We will use your health information for regular clinic operations. 
For example: Members of the clinic staff may use information in your health record to assess the care and outcomes in your case and others like it. This information 
will then be used in an effort to continually improve the quality and effectiveness of the service we provide. 
 

3) Business associates 
There are some services provided in our organization through contacts with business associates. When these services are contracted, we may disclose your health 
information to our business associate so that they can perform the job we've asked them to do and bill you or your third-party payer for services rendered, if 
appropriate. To protect your health information, however, we require the business associate to appropriately safeguard your information. 
 
4) Directory 
Unless you notify us that you object, we may use your name, general condition, and religious affiliation for directory purposes. 
 
5) Notification 
We may use or disclose information to notify or assist in notifying a family member, personal representative, or another person responsible for your care, your 
location, and general condition. 
 
6) Communication with family 
Health professionals, using their best judgment, may disclose to a family member, other relative, close personal friend or any other person you identify, health 
information relevant to that person's involvement in your care or payment related to your care. 
 
7) Research 
We may disclose information to researchers when their research has been approved by an institutional review board that has reviewed the research proposal and 
established protocols to ensure the privacy of your health information. 
 
8) Coroners, medical examiners and funeral directors 
We may disclose health information to coroners, medical examiners and funeral directors consistent with applicable law to carry out their duties. 
 
9) Organ procurement organizations 
Consistent with applicable law, we may disclose health information to organ procurement organizations or other entities engaged in the procurement, banking, or 
transplantation of organs for the purpose of tissue donation and transplant. 
 
10) Marketing 
We may contact you to provide appointment reminders or information about treatment alternatives or other health-related benefits and services that may be of 
interest to you. 
 
11) Food and Drug Administration (FDA) 
We may disclose to the FDA health information relative to adverse events with respect to food, supplements, product and product defects, or post marketing 
surveillance information to enable product recalls, repairs, or replacement. 
 
12) Workers compensation 
We may disclose health information to the extent authorized by and to the extent necessary to comply with laws relating to workers compensation or other similar 
programs established by law. 
 
13) Public health 
As required by law, we may disclose your health information to public health or legal authorities charged with preventing or controlling disease, injury, or 
disability. 
 
14) Correctional institution 
Should you be an inmate of a correctional institution, we may disclose to the institution or agents thereof health information necessary for your health and the 
health and safety of other individuals. 
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15) Law enforcement 
We may disclose health information for law enforcement purposes as required by law or in response to a valid subpoena. 
 
16) Health oversight 
Federal law makes provision for your health information to be released to an appropriate health oversight agency, public health authority or attorney, provided that 
a work force member or business associate believes in good faith that we have engaged in unlawful conduct, or have otherwise violated professional or clinical 
standards, and are potentially endangering one or more patients, workers or the public. 
 
17) As required by law 
We will disclose health information about you when required to do so by federal, state, or local law. For example, information may need to be disclosed to the 
Department of Health and Human Services to make sure that your rights have not been violated. 
 
18) Suspicion of abuse or neglect 
We will disclose your health information to appropriate agencies if relevant to a suspicion of child abuse or neglect, or, if you are not a minor, if you are a victim of 
abuse, neglect or domestic violence and either you agree to the disclosure or we are authorized by law to disclose this and it is believed that disclosure is necessary 
to prevent serious harm to you or others. 
 

19) To avert a serious threat to health or safety 
We may use and disclose health information about you when necessary to prevent a serious threat to your health and safety, or to the health and safety of the public 
or another person. Any disclosure, however, would only be to someone who we believe would be able to prevent the threat or harm from happening. 
 
20) For special government functions 
We may use or disclose your health information to assist the government in its performance of functions that relate to you. For example, if you are a member of the 
armed forces, this might include sharing your information with appropriate military authorities to assist in military command 
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Acknowledgement of Receipt of Notice of Privacy Practices 
 
This notice summarizes how health data about you may be used and shared and how you can get access to this data. IMPORTANT 
NOTE: This does not include all of the details about our privacy policy. For more details, please read the NOTICE OF PRIVACY 
PRACTICES that your practitioner has provided you. 
 
I. How we may use and share health data about you: 
 
a) Treatment - To give you medical treatment or other types of health services. 
b) Payment - To bill you or a third party for payment for services provided to you. 
c) Health Care Operations - For our own operations such as quality control, compliance monitoring, audit, etc. 
 
II. Disclosures where we do not have to give you a chance to agree or object: 
 
a) To you 
b) As required by federal, state, or local law 
c) If child abuse or neglect is suspected 
d) Public health risks (for public health activities to prevent and control spread of disease) 
e) Lawsuits and disputes (in response to a court or administrative order) 
f) Law enforcement (to help law enforcement officials respond to criminal activities) 
g) Coroners, medical examiners and funeral directors 
h) Organ or tissue donation facilities if you are an organ donor 
i) To avert a threat to an individual or to public health safety 
 
III. Disclosures where we have to give you a chance to agree or object: 
 
a) Patient directories - You can decide what health data, if any, you want to be listed in patient directories. 
b) Persons involved in your care or payment for your care - We may share your health data with a family member, a close friend, 
or other person that you have named as being involved with your health care. 
 
IV. Other uses of health data: Other uses not covered by this notice or the laws that apply to us will be made only with your written 
consent. 
 
V. You have the following rights relating to the health data we keep about you: 
 
a) Right to inspect your health record and to receive a copy of your health record upon request 
b) Right to amend information in your health record you believe is inaccurate or incomplete 
c) Right to know to whom we have disclosed your health information 
d) Right to ask for limits on the health information data we give out about you 
e) Right to receive communication from us about your health information in alternate ways 
f) Right to a paper copy of the complete Notice of Privacy Practices 
 
I acknowledge that I have received the NOTICE OF PRIVACY PRACTICES of this practice. 
 
_________________________________________                    ___________________________________________ 
Signature of patient or representative Today’s Date 
 
_________________________________________                   ____________________________________________ 
Print patient name  Patient Birth Date 
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