New Patient Information, Facial Acupuncture

Your first visit will last about 2 hours. Follow-up treatments will take 90 minutes.
Acupuncture has been practiced for centuries, but may be very different from any health care
experience you have ever had. I will ask you a number of questions about your health and
history that are unfamiliar, and you may never have had a health intake that included looking
at your tongue and taking your pulses. It will only be unfamiliar the first time! I encourage
you to ask me questions about your treatment and progress. Your treatment is individual, as
1s your response to it. By asking questions you are learning how your own body heals.

To prepare for your first visit please review the following:

1. Complete Health History Questionnaire
*  Prior to your appointment please print and complete the Health History Questionnaire and bring it
with you.
*  This questionnaire will form the basis of an in-depth conversation we'll have at your initial
consultation and enable me to customize an effective treatment plan for you.

2. What to Wear
*  Please wear loose-fitting, comfortable clothing that is convenient for accessing areas such as the
arms, legs, abdomen and back of the body during treatments.
*  Please refrain from wearing any perfume, cologne or scented lotions. Many of our patients are
sensitive to fragrances.

3. What Not to Eat/Drink

* Eata light meal prior to your appointment to prevent any possible light headedness or nausea

* Don'tdrink caffeinated beverages (coffee, tea, energy drinks, etc.) or take any pain medications for
at least 4 hours prior to your visits.

* Don'teat or drink anything that changes the color of your tongue, and don't brush your tongue the
morning of your appointments. In Chinese medicine, the tongue gives us valuable information
about your health.

4. Before Treatment
*  Foryour first visit, please arrive 15 minutes prior to your scheduled appointment time to make sure
all paperwork is completed, so we can get your treatment started right away
* Bring a list of any medications, supplements, or herbs, etc. that you are currently taking.
*  Remove contact lenses, wash face

*  Please use the restroom prior to your appointment. Acupuncture treatments can stimulate your
bladder!

5. After Treatment
e Allow time to RELAX as much as possible. Ideally go home and relax for several hours. It's important
to give your body a chance to fully-integrate the treatment so don't plan on going to the gym or
doing any kind of strenuous exercise after you leave the clinic.
* Don'teat heavy/greasy meals, use drugs of any kind or drink alcohol for at least 6 hours after your
acupuncture treatments.

Gabrielle Applebaum, Acupuncturist
L.Ac, MAc, Dipl.Ac, MTS



HEALTH HISTORY FOR FACIAL ACUPUNCTURE

DATE: / /
NAME GENDER | AGE
DATE OF BIRTH / /
ADDRESS CITY STATE | ZiP CODE
PHONE #

[ ]HomMmE
[ ]ceLL

EMERGENCY CONTACT

CONTACT PHONE #

DOTHER RELATIONSHIP

EMAIL

OCCUPATION: HEIGHT PHYSICIAN NAME
WEIGHT PHYSICIAN ADDRESS

PHYSICIAN PHONE #

RELATIONSHIP STATUS
[ | DivorceD
[ | wipowED
[ |oTHER

HAVE YOU BEEN TREATED BY ACUPUNCTURE OR
ORIENTAL MEDICINE BEFORE?
LAST TREATMENT

[ INo []YEes
/ /.

[ ]siNnGLE

[ | MARRIED

[ ] LIvING W/PARTNER
[ | SEPARATED

How DID YOU HEAR ABOUT OUR CLINIC?

MAIN CONCERNS OTHER HEALTH CONGERNS

WHEN DID THIS START? 1
PAIN LEVEL- PLEASE CIRCLE

Pain Scale

000000 :

8 10

HEAT MAKES IT: BETTER NO CHANGE WORSE
CoLD MAKES IT BETTER NO CHANGE WORSE 3
DAMP MAKES IT: BETTER NO CHANGE WORSE
EXERCISE MAKES IT BETTER NO CHANGE WORSE
HEALTH HISTORY
You YEAR FAMILY You YEAR FAMILY

CANCER — TYPE(S)

DIABETES

HEPATITIS

HIGH BLOOD PRESSURE

HEART DISEASE

STROKE

SEIZURE

THYROID DISEASE

ASTHMA

I A O O

PACEMAKER

=¢

=¢

OSTEOPOROSIS

=¢

HERPES

AIDS/HIV

OTHER STD

RHEUMATIC FEVER

ALCOHOLISM

ALLERGIES —TYPES

=¢

MENTAL ILLNESS

KIDNEY DISEASE

ANEMIA




HABITS EXERCISE
AMOUNT/FREQUENCY REGULARLY? [ J[yEs [ |No
COFFEE/TEA
ToBACCO IF SO, WHAT AND HOW OFTEN:
ALCOHOL
DRUGS
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

COoLD « > HOT
NIGHT SWEATS HOT HANDS, FEET

[ ] coLb HANDS/ FEET [ ] EXCESSIVE THIRST L] [] ’ ’
[ ] UNUSUAL swEATS CHEST

[ ]cHiLLs [ ] THIRST FOR COLD /HOT DRINKS [] HoT FLASHES

[ ]coLp “IN THE BONES” [ | THIRST, NO DESIRE TO DRINK

[ | AREAS OF NUMBNESS [ | ABSENCE OF THIRST wHEN? ______Am /P [ ]HOT IN AFTERNOON
WHERE ON [ ] HoT AT NIGHT
BODY.

MOISTURE

PLEASE INDICATE YOUR BODY’S RELATIVE MOISTURE LEVEL ALONG THE LINE WiTH AN X
HAIR, SKIN, MOUTH, ETC.

DRY <« » olLy
[ ] DRy skiN [ ] brY MmouTH [ ] EDEMA /SWELLING [ ] WEIGHT GAIN / LOSS
[ | DRy HAIR [ | DRy LIPS [ | rRasHES [ ]oiLy skiN
[ |Dry EYES [ | DRY THROAT [ ]1TcHING [ oLy HAIR
[ | DRY BRITTLE NAILS [ | DRY NOSE /NOSEBLEEDS | | DANDRUFF [ | PiMPLES




DIGESTION

PLEASE INDICATE YOUR BODY’S OVERALL DIGESTION ALONG THE LINE WITH AN X

<

DIARRHEA

BM: How OFTEN? X / EVERY

[ ] INDIGESTION
[ Jeas

[ | BELCHING

[ | BLoATING

DAYS
l:l ALTERNATING DIARRHEA & CONSTIPATION (IBS)

>

NAUSEA / VOMITING
BAD BREATH

DRY STOOLS
DIFFICULT TO PASS
TIRED AFTER BM

Il
]
]
]
L]

CONSTIPATION

[ ] EXCESSIVE HUNGER
[ | Poor APPETITE

[ JuLcer

[ | HEMORRHOIDS

ENERGY

PLEASE INDICATE YOUR BODY’S OVERALL ENERGY LEVEL ALONG THE LINE WITH AN X

LOW <«

SUDDEN ENERGY DROP

TIME OF DAY: AM / PM
ENERGY DROP AFTER EATING
FATIGUE

DEPENDENCE ON CAFFEINE
WIRED / UNGROUNDED FEELING
BobDY / LIMBS FEEL HEAVY
BobDYy / LIMBS FEEL WEAK

Lo o

p HIGH

SHORTNESS OF BREATH
HEART PALPITATIONS

BLOOD PRESSURE HIGH / Low
BLEED / BRUISE EASILY
HARD TO CONCENTRATE

POOR MEMORY

DIzZZINESS / LIGHTHEADED
HEADACHES

X / WEEK

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
___ABORTIONS

BIRTH CONTROL PILL (HORMONAL)

HEAVY PERIODS

LIGHT PERIODS

PAINFUL PERIODS

IRREGULAR PERIODS

[ 1]

L]

PREMATURE MISCARRIAGES

FEMALE REPRODUCGTIVE

CRAMPS

[

FATIGUE

L

AGE AT LAST

(1]

VAGINAL

L]

CHANGES IN BODY/PSYCHE PRIOR TO MENSTRUATION (PMS)

HOT FLASHES

NIGHT SWEATS
LOSS OF SEX DRIVE

BEFORE BLEEDING
FIRST DAY DURING PERIOD
W/ MENSES

DIGESTIVE CHANGES W/ MENSES
MID-CYCLE SPOTTING
YEAST INFECTIONS

AGE CHANGES BEGAN

MENOPAUSE
MENSES
X/ DAY
DRYNESS
X / WEEK

ARE YOU SEXUALLY ACTIVE? Y [_|N[]
CHANGE OF SEXUAL DRIVE
ERECTILE DYSFUNCTION
PREMATURE EJACULATION

SORES ON GENITALS

DISCHARGE

L]

MALE REPRODUCTIVE

[ ] PROSTATE DISEASE

GENITAL PAIN
JOocK ITCH
VASECTOMY
HERNIA

]
]
L]
]
L]

HEMORRHOIDS




EMOTIONS

WHAT EMOTION(S) DOMINATE YOUR EXPERIENCE?

[ ] ANGER [ ] OBSESSIVE THINKING [ ] FEAR

[ ] IrrITABILITY [ | sapNEss [ ] TiMiD / sHY
[ ] ANxIETY [ ] GrIEF [ ] INDECISION
[ ] worry [ ] DeEPRESSION

URINARY (IF APPLICABLE)

DECREASE IN FLOW

DRIBBLING

DIFFICULTY STARTING / STOPPING
INCONTINENCE

L]

[ ] KipNEY sTONES [ ] BURNING SENSATION
[ ] URGENCY TO URINATE [ ] cLouby URINE

[ | FREQUENT URINATION [ ] BLooD IN URINE

[ ] PAIN ON URINATION

# HOURS PER NIGHT

l:l DIFFICULTY FALLING ASLEEP

l:l WAKE ___X/ NIGHT @ AM / PM
l:l WAKE TO URINATE HOW OFTEN?

SLEEP

[ | DISTURBING DREAMS
[ | RESTLESS sLEEP
[ ] NoT RESTED UPON WAKING

HEAD,

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

EYES, EARS, NOSE, THROAT

SINUS CONGESTION
NOSE BLEEDS

LOoss 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

gl




FACIAL ACUPUNCTURE

3 MAIN CONCERNS:

1. 2. 3.

CURRENT BEAUTY ROUTINE: PLEASE INCLUDE BRAND NAME

CLEANSER TONER MOISTURIZER MASKS
Do YOU USE SUNSCREEN? [ ] YEs [ ] No

HAVE YOU HAD FACELIFT SURGERY? [ ] YEs[ ] No [ JFuLL [ ]| PARTIAL
IF SO: WHEN WHERE saTisFiED? [ JYEs [ ]No
PLEASE ELABORATE

FACIAL TREATMENTS: TYPE How OFTEN?
[ ] MICRODERMABRASION [ ] RETIN-A
[ ] cHEMICAL PEELS [ ] BoTox
[ ] PHOTOLIGHT REJUVENATION [] cCoLLAGEN INJECTIONS
[] FiLLER [ ] rReNoOvA
SKIN
[ ] WRINKLES [ | prYyNESS [ ] HERrRPES [ ] buLLNESS
[ | BLEMISHES [] oy [ ] rRasHEs [ ] Eczema
[ ] AcnNE [ ] Eczema [ ] sacGiNnG [ ] Psoriasis
DISCOLORATIONS: [ | AGE SPOTs [ | SALLOW (YELLOW) COMPLEXION [ | ROSACEA (REDNESS)
EYES
[ | DARK EYE CIRCLES [ ] DRY SKIN AROUND EYES [] PUFFY AND SWOLLEN
[ ] WRINKLES [ ] sTvES [ ] EYE BAGS
[ | PUFFY UPPER LIDS
NECK LiPs
[ ]crePEY SkiN [ | SAGGING JowLs [ ]FINE LINES [ ]coLp sorEs
[ ] WRINKLES [ JTurRkeEY WATTLE [ ] crackiNng [ |HERPES
HAIR
[ ] THIN HAIR HAIR FOLLICLE TREATMENTS? [ ] ExceEss FACIAL HAIR
[ ]ALoPECIA [ Jves [ ]No ELECTROLYSIS TREATMENTS: [_|YEs [ |No
(BALDNESS)
IF S0, WHEN? IF SO, WHEN?

THANK YOU FOR TAKING THE TIME TO COMPLETE PRIOR TO YOUR FIRST TREATMENT

gl




Fabriq Spa Protects Your Health Information And Privacy

Dear Valued Patient

This notice describes our office’s policy for how medical information about you may be
used and disclosed, how you can get access to this information, and how your privacy is
being protected.

In order to maintain the level of service that you expect from our office, we may need to
share limited personal medical and financial information with your insurance company,
with Worker’s Compensation (and your employer as well in this instance), or with other
medical practitioners that you authorize!.

Safeguards in place at our office include:

* Limited access to facilities where information is stored.

¢ Policies and procedures for handling information.

* Requirements for third parties to contractually comply with privacy laws.

¢ All medical files and records (including email, regular mail, telephone, and faxes
sent) are kept on permanent file.

Types of information that we gather and use:

In administering your health care, we gather and maintain information that may include
non-public personal information:

* About your financial transactions with us (billing transactions).

* From your medical history, treatment notes, all test results, and any letters,
faxes, emails or telephone conversations to or from other health care
practitioners.

*  From health care providers, insurance companies, workman’s comp and your
employer, and other third part administrators (e.g. requests for medical
records, claim payment information).

We value our relationship, and respect your right to privacy. If you have questions
about our privacy guidelines, please call us during regular business hours at (215) 955-
3235.

Yours truly,

Gabrielle Applebaum, Acupuncturist
Board Certified, (NCCAOM)
L.Ac, M.Ac, Dipl.Ac, MTS

Pl
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Acknowledgement of Privacy
For Purposes of Treatment, Payment and Health Care Operation

[ consent to the use or disclosure of my identifiable health information by Fabric Spa, LLC
and its employees (the “Recipients”) for the purposes of diagnosis or providing treatment
to, obtaining payment for my health care bills or to conduct health care operations. I
understand that diagnosis or treatment of me may be conditioned upon my consent as
evidenced by my signature on this document.

[ understand I have the right to request a restriction as to how my identifiable health
information is used or disclosed to carry out treatment, payment or health care operations
of the practice. The Recipients are not required to agree to the restrictions that I may
request. However, if the Recipients agree to a restriction that I request, the restriction is
binding upon them.

[ have the right to revoke this consent, in writing, at any time except to the extent that the
Recipients have taken action in reliance on this consent

My identifiable health information means health information, including my demographic
information, collected from me and created or received by my practitioner, another health
care provider, a health plan, my employer or a health care clearinghouse. This identifiable
health information relates to my past, present or future physical or mental health or
condition and identifies me, or there is a reasonable basis to believe the information may
identify me.

[ understand I have the right to review the Recipients’ Notice of Privacy Practices prior to
signing this document. The Notice of Privacy Practices describes the types of uses and
disclosures of my identifiable health information that will occur in my treatment, payment
of my bills or in the performance of health care operations of the Recipients. This Notice of
Privacy Practices also describes my rights and the duties of my practitioners with respect
to my identifiable health information.

The Recipients reserve the right to change information contained in the Notice of Privacy
Practices at any time. [ may obtain a revised Notice of Privacy Practices by accessing the
website or requesting the most current notice during any office visit.

Signature of Patient or Authorized Representative Date

Printed Name and Relationship

Pl



Informed Consent for Acupuncture Facial

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.

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 gi (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.

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.

ALTERNATIVE TREATMENT: Improvement of sagging skin, wrinkles and fatty deposits may be
attempted by other treatments or surgery such as a surgical facelift, chemical face peels or liposuction.
Risk and potential complications are associated with these alternative forms of treatment.

RISKS OF AN ACUPUNCTURE FACIAL: 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: It is possible, though very unusual, that you may have problems with bleeding during an
acupuncture facial. Should post-acupuncture bleeding occur, it will usually only consist of a few drops.
Accumulations of blood under the skin may cause a bruise or hematoma, which will resolve itself.

INFECTION: Infection is very unusual after an acupuncture facial. Should an infection occur, additional
treatment, including antibiotics, may be necessary.

DAMAGE TO DEEPER STRUCTURES: Deeper structures such as blood vessels 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: The human face is normally asymmetrical. Thus, there can be a variation from one side to
the other in the results attained from a facial acupuncture treatment.

BRUISING AND PUFFINESS: There is a possibility of bruising (hematomas), puffiness, blood, tingling,
itching, warmth, pain or other symptoms at the site of the needle.

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 an acupuncture facial. You may
be disappointed with the results.

ALLERGIC REACTIONS: In rare cases, local allergies to topical preparations have been reported. Systemic
reactions which are more serious may occur to herbs used during an acupuncture facial. Allergic
reactions may require additional treatment.

DELAYED HEALING: Delayed wound healing or wound disruptions are rare complications experienced by
patients in the aftermath of an acupuncture facial. There is a greater risk for smokers, who frequently
have dry, sagging skin, which does not heal as readily as that of non-smokers.

LONG-TERM EFFECTS: Subsequent alterations in facial appearance may occur as the result of the normal
process of aging, weight loss or gain, sun exposure, or other circumstances not related to an acupuncture
facial. An acupuncture facial does not arrest the aging process or produce permanent tightening of the
face and neck. Future facial acupuncture maintenance treatments, or other treatments, may be necessary
to maintain the results of an acupuncture facial.

HEALTH INSURANCE: Most health insurance companies exclude coverage for an acupuncture facial
and/or any complications that might occur from an acupuncture facial. Please carefully review your
health insurance subscriber information pamphlet.

ADDITIONAL CARE NECESSARY: There are many variable conditions in addition to risk and potential
complications that may influence the long term result from acupuncture facial treatments. Even though
risks and complications occur infrequently, the risks cited are the ones that are particularly associated
with an acupuncture facial treatment. Other complications and risks can occur but are even more
uncommon. Should complications occur, other treatments may be necessary. The practice of acupuncture
is not an exact science. Although good results are expected, there is no guarantee or warranty, either
expressed or implied, on the results that may be obtained.

FINANCIAL RESPONSIBILITIES: The cost of an acupuncture facial involves several charges for the
services provided. The total includes fees charged by your acupuncturist, the cost of acupuncture
supplies and topical preparations. Depending on whether the cost of your acupuncture facial is covered
by an insurance plan, you will be responsible for necessary co-payments, deductibles and charges not
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.

P ]
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It is important that you read the above information carefully and have all of your
questions answered before signing the consent below.

Consent for Facial Acupuncture Procedure or Treatment

1. Thereby authorize Fabric Spa, LLC to perform the following: an acupuncture facial. I have
received the following acupuncture facial sheet: Informed Consent for Acupuncture Facial.

2. Irecognize that during the course of the acupuncture facial, unforeseen conditions may
necessitate different procedures than those above. I therefore authorize the above acupuncturist
and assistants or designees to perform such other procedures that are in the exercise of his or
her professional judgment necessary and desirable. The authority granted under this paragraph
shall include all conditions that require treatment and are not known to my acupuncturist at the
time the procedure is begun.

3. Tacknowledge that no guarantee has been given by anyone as to the results that may be
obtained.

4. Tauthorize the release of my Social Security number to appropriate agencies for legal reporting
and medical device registration, if applicable.

5. Ithas been explained to me in a way that I understand:

a. The above treatment or exposure to be undertaken.
b. There may be alternative procedures or methods of treatment.
c. There are risks to the procedure or treatment Proposed.

I CONSENT TO THE TREATMENT OR PROCEDURE AND THE ABOVE-LISTED ITEMS (1-5).1 AM
SATISFIED WITH THE EXPLANATION.

Patient or Person Authorized to Sign for Patient

Practitioner

Date

P ]




