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Holistic Zen Acupuncture & Therapeutic Yoga
WELCOME

Dear Patient,

We’d like to welcome you to Holistic Zen Acupuncture & Therapeutic Yoga. We 
strive to provide all patients with outstanding compassionate health-care. In 
order to do this, we have a few guidelines:

* APPOINTMENTS
We strive to run on time. Occasionally, however, an emergency will disrupt the 
schedule and we apologize in advance should that occur and delay your visit. 
Your prompt arrival for scheduled appointments will also help keep us running 
smoothly. Sometimes you may be late; understanding that, we will make every 
effort to accommodate you. However, in the event that we are fully booked and 
you are 10 (or more) minutes late, you may receive a modified treatment/visit or 
need to be rescheduled. This decision will be at the discretion of HZATY and 
you will be responsible for the full treatment fee.

* CANCELLATIONS
We understand that circumstances arise which may prevent you from keeping an 
appointment. While 48 hours notice is preferred, 24 hours notice of 
cancellation is required. If cancellation occurs without proper notice, you will 
be charged 50% of the cost of the visit for missing your scheduled appointment.

* CONFIDENTIALITY
The therapeutic relationship between a patient and practitioner is important and 
personal. The patient has a right to privacy and all treatments are confidential. 
In extreme circumstances confidentiality will be breached. The patient will be 
notified.

* SCOPE OF PRACTICE & REFERRALS
Kayleen Walsh has a Bachelors Degree in Sociology, Psychology, and Women’s 
Studies as well as a Master’s in Traditional Oriental Medicine from The Pacific 
College of Oriental Medicine San Diego providing advanced training in 
acupuncture, herbal and dietary consultations, cupping and gua sha. Kayleen is
also a California State Board Licensed Acupuncturist (License #15892) and is 
nationally certified by the NCCAOM.  She also received a certification in CCAOM 
Clean Needle Technique as well & is certified in Therapeutic Yoga through the 
Santa Barbara Yoga Center.  Kayleen has also completed the following courses 
through AcuMicro: Microneedling for Acupuncturists, Light Therapies: 
Incorporating Red & Infrared Devices Into Your Practice as well as Anti-Aging & 
Rejuvenation Modalities In Practice.  
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*PRIVACY AND DRAPING
The patient should feel comfortable at all times. If patients need to disrobe to 
access certain acupuncture points the practitioner leaves the room while the 
patient disrobes and knocks before re-entering. The practitioner only undrapes 
the specific body part she is working on.  

* HYGIENE
Practitioners make a conscious effort to wear professional attire and maintain 
good hygiene including wearing gloves with all facial treatments.  Patients 
will maintain a general sense of hygiene, do not wear make up for facials.  

* INTOXICANT POLICY
Patients please do not arrive to an appointment under the influence of alcohol or 
drugs. The session will be terminated and full payment is required under
these circumstances.

* PATIENT/THERAPIST RELATIONSHIP
HZATY does not engage in relationships outside of the professional environment 
with clients. A dual relationship could potentially compromise the
therapeutic relationship.

* SEXUAL MISCONDUCT
If the patient or practitioner ever feels uncomfortable a session may be 
terminated and full payment is required. Boundary violations are not tolerated.

* PATIENT RIGHTS
Treatments are patient-centered. HZATY strongly encourages every patient to 
be an active participant in his or her health. We value and support open and 
honest communication.

*INSURANCE
Insurance does not cover facial rejuvenation, red light or infrared light therapies. 

*INFORMED CONSENT AGREEMENT
I hereby request and consent to the performance of acupuncture, 
micro-needling, nano-needling, serum application, red light, infrared 
light therapy or other procedures associated with Holistic Zen 
Acupuncture & Therapeutic Yoga.  I understand that methods of the 
treatment may include but are not limited to: acupuncture, micro-
needling, nano-needling, serum and mask treatments, lifestyle, herbal, 
supplement and nutritional counseling.  I have been informed that 
acupuncture is a generally safe method of treatment, but that it may 
have side effects, including bruising, numbness, or tingling near the 
needling sites that may last a few days, and dizziness or fainting. 
Burns, redness, and/or scarring are a potential risk with any heat 
therapy.  Redness, inflammation, swelling, pin point bleeding, dryness, 
and peeling are all possible side effects of micro and nano-needling.  
Skin may react to products used.  Unusual risks of acupuncture include 
nerve damage and organ puncture, including lung puncture 
(pneumothorax).  Infection is another possible risk when needling, 
although HZATY uses sterile, disposable needles and maintains a clean 
and safe environment.
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I understand that while this document describes the major risks of 
treatment, other side effects and risks may occur. Herbs and nutritional 
supplements (which are from plant, animal, and mineral sources), which may 
be recommended, are traditionally considered safe in the practice of Oriental 
Medicine, although some may be toxic in large doses. I understand that the 
herbs may have an unpleasant smell or taste. I understand that some herbs 
may be inappropriate during pregnancy.  Some possible side effects of 
taking herbs are nausea, gas, stomachache, vomiting, headache, diarrhea, 
rashes, hives and tingling of the tongue. I will immediately notify HZATY of 
any unanticipated or unpleasant effects associated with the consumption of 
the herbs. I have stated all my known physical conditions and medications, 
including pregnancy, and will keep HZATY up to date on any changes.

**Micro-needling is not appropriate when acne is actively infectious/inflamed, you are 
pregnant, have a local infection such as warts or herpes zoster, have moderate to 
severe skin diseases such as eczema or psoriasis, any blood clotting disorders or if you 
are taking anticoagulant drugs, have keloid scars or severe tendency to scar, as well as 
those undergoing chemotherapy or radiation treatments.
**For infrared and red light therapy avoid alcohol and increase hydration before and 
after treatment.  Do not receive treatment when actively infectious (sick).  Avoid with 
high blood pressure, diabetes, cardiovascular issues or pace makers.  It's best to avoid 
with pregnancy, chemotherapy or radiation.  For red light therapy if you are taking 
prescription drugs or apply citrus based essential oils that make you more 
photosensitive avoid treatment & avoid with any skin conditions such as porphyria 
where UV light may trigger symptoms.  Lastly, avoid red light therapy with dirty skin or 
makeup, always clean your face prior to your session.  

I do not expect HZATY to be able to anticipate and explain all possible risks and 
complications of treatment, and I wish to rely on the practitioners to exercise 
judgement during the course of treatment which they think, based upon the facts 
then known is in my best interest. I understand that results are not guaranteed.

I understand that HZATY may review my medical records and lab reports. My name 
and identifying information will not be disclosed and will be kept confidential. Your 
information will not be released to any party without written consent, in full 
compliance of HIPPA regulations.

By voluntarily signing below I show that I have read, or have read to me, this 
consent to treatment, have been told about the risks and benefits of treatment, and 
have had an opportunity to ask any questions. 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.

Patient Signature X Date X  
* To be completed by patient’s representative if the patient is a minor or is 
physically or legally incapacitated. Indicate relationship if signing for patient.

Please sign the next page if giving consent to treat a minor.
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CONSENT TO TREAT A MINOR 

Name of Minor:   

Date of Birth:  Social Security Number:   

In my absence, I  ,(relationship)   

Give permission for any medical treatment deemed necessary for the care of my child 

(minor’s name),    

While under the care of Holistic Zen Acupuncture & Therapeutic Yoga. 

X   
Parent/Legal Guardian (print name) 

X   
Parent/Legal Guardian (signature) 

Witness 

X   
Date 
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ARBITRATION AGREEMENT 
ARTICLE 1: Agreement to Arbitrate: It is understood that any dispute as to medical malpractice, that is 
as to whether any medical services rendered under this contract were unnecessary or unauthorized or were 
improperly, negligently or incompetently rendered, will be determined by submission to arbitration as 
provided by California law, and not by a lawsuit or resort to court process except as state and federal law 
have any such dispute decided in a court of law before a jury, and instead are accepting the use of 
arbitration. 
ARTICLE 2: All Claims Must be Arbitrated: It is also understood that any dispute that does not relate to 
medical malpractice, including disputes as to whether or not a dispute is subject to arbitration, will also be 
determined by submission to binding arbitration. It is the intention of the parties that this agreement bind 
all parties as to all claims, including claims arising out of or relating treatment or services provided the 
health-care provider including any heirs or past, present or future spouse (s) of the patient in relation to all 
claims, including loss of consortium. This agreement is also intended to bind any children of the patient 
whether born or unborn at the time of the occurrence giving rise to any staff who now or in the future treat 
the patient while employed by, working or associated with or serving as a back-up for the health-care 
provider, including those working at the health-care provider’s office or during outcalls whether signatories 
to this form or not. 
ARTICLE 3: Procedures and Applicable Law: A demand for arbitration must be communicated in 
writing to all parties. Each party shall select an arbitrator (party arbitrator) within thirty days and a third 
arbitrator (neutral arbitrator) shall be selected by the arbitrators appointed by the parties within thirty days 
thereafter. The neutral arbitrator shall then be the sole arbitrator and shall decide the arbitration. Each 
party to the arbitration shall pay such party’s pro rata share of the expenses and fees of the neutral 
arbitrator, together with other expenses of the arbitration incurred or approved by the neutral arbitrator, not 
including counseling fees, witness fees, or other expenses incurred by a party for such party’s benefit. 
Either party shall have the absolute right to bifurcate the issues of liability and damage upon written request 
to the neutral arbitrator. The parties consent to the intervention and joinder in this arbitration and any 
person or entity that would otherwise be a proper additional party in a court action, and upon such 
intervention and joinder any existing court action against such additional person or entity shall be stayed 
pending arbitration. The parties agree that provisions of the California Medical Injury Compensation 
Reform Act shall apply to disputes within this arbitration agreement, including but not limited to, sections 
establishing the right to introduce evidence of any amount payable as a benefit to the patient as allowed by 
law (Civil Code 3333.1), the limitation on recovery for non-economic losses (Civil Code 3333.2), and the 
right to have a judgement for future damages conformed to periodic payments (CCP 667.7). The parties 
further agree that the Commercial Arbitration Rules of the American Arbitration Association shall govern 
any arbitration conducted pursuant to this arbitration agreement. 
ARTICLE 4: General Provision: All claims based upon the same incident, transaction, or related 
circumstances shall be arbitrated in one proceeding. A claim shall be waived and forever barred if (1) on 
the date notice thereof is received, the claim, if asserted in a civil action, would be barred by the applicable 
legal statue of the limitations, or (2) the claimant fails to pursue the arbitration claim in accordance with the 
procedures prescribed herein with reasonable diligence. 
ARTICLE 5: Revocation: This agreement may be revoked by written notice delivered to the health-care 
provider within 30 days of signature and if not revoked will govern all professional services received by the 
patient and all other disputes between the parties. 
ARTICLE 6: Retroactive Effect: If patient intends this agreement to cover services rendered before the 
date it is signed (for example, emergency treatment), patient should initial here.  . Effective as 
the date of first professional services. If any provision of this arbitration agreement is held invalid or 
unenforceable, the remaining provisions shall remain in full force and shall not be affected by the invalidity 
of any other provision. I understand that I have a right to receive a copy of this Arbitration Agreement. By 
my signature below, I acknowledge that I have received a copy: 
NOTICE: BY SIGNING THIS CONTRACT YOU ARE AGREEING TO HAVE ANY ISSUE OF 
MEDICAL MALPRACTICE DECIDED BY NEUTRAL ARBITRATION AND YOU ARE GIVING 
UP YOUR RIGHT TO A JURY OR COURT TRIAL. SEE ARTICLE 1 OF THIS CONTRACT. 

____________________________________ ___________________________________ 

X PATIENT SIGNATURE   XDATE OFFICE SIGNATURE DATE 
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NOTICE OF PRIVACY PRACTICES 

My signature below indicates that the institute’s NOTICE OF PRIVACY PRACTICES 
was provided to me. You can find this information under “Intake Forms” online at 
HolisticZen.com.   I have also been informed that if I require additional information 
about this notice I may call Holistic Zen Acupuncture & Therapeutic Yoga at: 
760-274-3346 

__________________________________________________________________________________________________________________________________________

X PATIENT NAME X DATE 

  ____________________________________________________________________________________ 

X PATIENT SIGNATURE X DATE 

PATIENT REFUSED to SIGN: 

___________________________________________________________
STAFF SIGNATURE DATE 
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Holistic  Zen Acupuncture & Therapeutic Yoga Facial/Infrared/
Red Light Therapy Intake Form 

Date of first appointment:  Date of birth:   Age:  Sex:   

 Name:    

LAST FIRST MIDDLE INITIAL MAIDEN 

Address:     

City:  State:  Zip:   

Telephone:Home:   Cell:     

Email:         

Emergency contact and relationship to you:    

Emergency contact phone number:    

Occupation:  Number of hours worked/average per week:     

Who referred you:    

Who is your primary care physician:    

Current Goals :   

Conditions you are currently experiencing today (Please select all that apply): 
☐Headache ☐ Inflammation ☐ Muscle Cramps/Pain ☐ Anxiety ☐ Fatigue ☐ Insomnia ☐ Stress ☐ Poor Digestion/Elimination 
☐Other:_______________________________________________________________________________________ 

If you mark any of the following we do not recommend infrared or red light therapy: 
☐Pregnancy ☐ Cancer ☐ High Blood Pressure ☐ Cardiovascular Disease ☐ Pace Maker ☐ Diabetes ☐ Taking Prescription 

Drugs That Cause Photosensitivity ☐ Use of Citrus Essential Oils ☐ Active Infection (Virus/Cold) ☐ Skin Conditions Such As 
Porphyria (UV Light Can Trigger Symptoms) ☐ Dehydration  

If you mark any of the following we do not recommend micro or nano-needling (facial rejuvenation): 
☐ Active/Inflamed Acne ☐Local Infections (Warts/Herpes Zoster) ☐ Pregnancy ☐ Cancer ☐ Keloid Scars Or Tendency to Scar 

Excessively ☐ Moderate to Severe Skin Conditions (Eczema, Psoriasis) ☐ Anticoagulant Therapy ☐ Blood Clotting Disorder 
What type of skin do you have? 
☐ Normal ☐ Oily ☐ Dry 
What areas of concern do you have regarding your skin? 
☐ Combination ☐Uneven Skin Tone 
☐Blackheads/Whiteheads ☐Wrinkles/Fine Lines ☐Redness/Ruddiness 
☐Sun Damage ☐Rosacea 
☐Sun, Liver, Brown Spots 
☐Breakouts/Acne 
☐Excessive Oil/Shine 
☐Broken Capillaries 
☐Other: ______________________________________________________________________________________ 



Holistic  Zen Acupuncture & Therapeutic Yoga Facial/Infrared/
Red Light Therapy Intake Form 

Have you been under the care of a dermatologist within the past year? ☐ yes ☐ no 
If yes, please explain 
________________________________________________________________________________________________ 
Have you ever had an allergic reaction to any of the following? 
☐Cosmetics ☐Medicine ☐Food ☐Animals ☐Sunscreen ☐Drugs ☐Iodine ☐Pollen ☐AHAs ☐Fragrance ☐Shellfish ☐Latex 
Other: ___________________________________________________________________________________________ 

What skincare products do you use? ___________________________________________________________________ 

_________________________________________________________________________________________________ 

_________________________________________________________________________________________________ 

Social History 

Do you drink caffeinated beverages?     Cups/glasses per day?    

Do you smoke?  yes  no  past: how long ago?      

Do you drink alcohol? yes no how many per week? Has anyone ever told you to cut down on your drinking? 
   yes no 

Do you use drugs for reasons that are not medical? 
   yes no If yes, please list:   

Do you exercise regularly? yes no 
Type:  Amount per week:   

How many hours of sleep do you get at night?     Do you get enough sleep at night? yes no 
Do you wake up feeling rested? yes no 

What do you typically eat? _______________________________________________________________________________ 

Natural or alternative therapies (chiropractic, magnets, massage, over-the-counter preparations etc..): 

      
_______________________________________________________________________________________________________ 

By signing below, you agree to the following: 
I have completed this form to the best of my ability and knowledge and agree to inform the 
practitioner of any changes in the above information.  I have been informed of and understand the 
contraindications to the requested treatments and agree that I do not have any condition(s) that 
would make the requested treatment unsuitable.  I will inform the practitioner of any discomfort I 
may experience at any time during my treatment to allow them to adjust accordingly.  I agree to 
waive all liabilities toward my practitioner for any injury or damages incurred due to any 
misrepresentation of my health history. 

_______________________________________________________ ____________________ 
Signature        Date 



PATIENT MEDICATION LIST 

Patient name: Date of birth:    

PATIENT SUPPLEMENT LIST 

Patient name: Date of birth:    

MEDICATION NAME DOSE/STRENGTH FREQUENCY PRESCRIBING 
PHYSICIAN

SUPPLEMENT NAME DOSE/STRENGTH FREQUENCY PRESCRIBING 
PHYSICIAN




