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Last    First Middle

First name you prefer to use___________________________ Date of birth ______________________

Address _______________________________________________________________________________________
Street         City   State  Zip

Preferred phone __________________________ Alternate phone ________________________________________ 

Email BBBBBBB____________________BBB Preferred pharmacy 	 phone �__________________________________

Would you like to be added to our e-mail list to receive periodic updates on classes, groups, events and new program 
offerings at WomanSafeHealth? (please checN): Yes   /  No
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'ate 	 Wime of first appointmentBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBB

Please fill out as much of this form as you would like to. We will complete your health herstory together when we see 
you for your appointment. Please choose from any of the following to return this form: 1) bring it to your appointment 
2)email the completed form to info@womansafehealth.com  3) fax to 734-477-5111

Name ____________________________________________________ Pronouns__________________________

����������#JMMJOH� ���%JDUBUJPO�

Would you like a reminder email for your ne[t annual"  Yes      No        ,f so� 0onth BBBBBBBBBBBBBBB <earBBBBBBBBB

Emergency contact person _________________________ Relationship _____________ Phone # _______________ 
Please bring insurance information with you, if you have any.
Insurance policy holder name_________________________BBBBBBBBBBBB Policy holder date of birthB__________B

Insurance Company_____________________ Policy Number_________________ Group Number ________________

Name of person who referred you to WomanSafeHealth ______________________________________________

Your occupation _______________________________________

Reason for your visit today 
_____________________________________________________________________BBBB______________________
_______________________________________________________________________________________________
_______________________________________________________________________________________________ 

Health Herstory
/ast medical visit and with whom ________________________________________________________________ 
Primary health care provider _______________________ Address ___________________________________ 

Phone __________________________ Fax __________________________ (Info needed to send records) 

Other health care providers ____________________________________________________________________ 

Last pap test results and date __________________________________________________________________ 

Last cholesterol results and date _______________________________________________________________ 

Last mammogram results and date _____________________________________________________________ 

Do you do self breast exam? _______
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Alcoholism/addiction

Anxiety

Breast/Rvarian/endometrial cancer 

Colon/prostate cancer 

Depression/bipolar disorder 

'iabetes

Heart disease/heart attack

+igh blooG pressure

+igh cholesterol

Osteoporosis

6troNe�clots in legs or arms �'97� 

Suicide Attempts 

7hyroiG disease

Other
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Last Name, First Name 'ate RI %iUtK  

Current medications and dosages� dDte stDUted� UeDsRn IRU tDNinJ______________________________________ 

__________________________________________________________________________________________ 

__________________________________________________________________________________________ 

Current herbs/supplements/homeopathic medications� dDte stDUted� UeDsRn IRU tDNinJ______________________ 

_______________________________________________________________________BB_________________ 

BBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBB 

/ist Dny side eIIects tR yRuU cuUUent medicDtiRns RU suppOements�BBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBB 

BBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBB 

Allergies and reactions _______________________________________________________________________ 

0ajor illnesses�Giagnoses and dates____________________________________________________________ 

__________________________________________________________________________________________ 

__________________________________________________________________________________________

6urgeries�hospitalizations and dates_____________________________________________________________ 

__________________________________________________________________________________________ 

Gynecological Herstory

First day of Last Menstrual Period, if applicable _______________ regular, every _____ days; or irregular ____ 

How old were you when your periods first started _____ length of flow ______

Recent changes in your period/any problems______________________________________________________ 

Obstetrical Herstory

Any herstory of infertility? ________

Total number of pregnancies _______ Number of biological, adopted, foster or step-children _______________ 

Number of months or years you have breastfed a baby ______BBBBBBBBBBBBB

Family Herstory
Please indicate if anyone in your immediate family has had any of the following and who it was
(brother, sister, mother, father, maternal or paternal grandmother or grandfather):



0HQWDO +HDOWK +HUVWRU\

3UeYiRus KeDOtK cDUe pURYideUs IURm ZKRm yRu
Ye sRuJKt tUeDtment IRU mentDO KeDOtK cRnditiRns� 7UeDtments mDy 
incOude psycKRtKeUDpy� cRunseOinJ� psycKiDtUic cDUe� cRmpOementDUy�DOteUnDtiYe tKeUDpies� KRspitDOi]DtiRns� RU intensiYe 
RutpDtient tUeDtments �use EDcN RI pDJe iI yRu need mRUe URRm��

 $SSUR[LPDWH 'DWH  1DPH RI 3URYLGHU    /RFDWLRQ   7\SH RI 7UHDWPHQW        +HOSIXO�1RW +HOSIXO 

BBBBBBBBBBBBBBBBB    BBBBBBBBBBBBBBBBBBB  BBBBBBBBBBBB  BBBBBBBBBBBBBBBBBBB  BBBBBBBBBBBBBBBBBBBBBB

BBBBBBBBBBBBBBBBB    BBBBBBBBBBBBBBBBBBB  BBBBBBBBBBBB  BBBBBBBBBBBBBBBBBBB  BBBBBBBBBBBBBBBBBBBBBB

BBBBBBBBBBBBBBBBB    BBBBBBBBBBBBBBBBBBB  BBBBBBBBBBBB  BBBBBBBBBBBBBBBBBBB  BBBBBBBBBBBBBBBBBBBBBB

BBBBBBBBBBBBBBBBB    BBBBBBBBBBBBBBBBBBB  BBBBBBBBBBBB  BBBBBBBBBBBBBBBBBBB  BBBBBBBBBBBBBBBBBBBBBB

/ist Dny pDst psycKiDtUic medicDtiRns� KeUEs� Dnd�RU suppOements �use EDcN RI pDJe iI yRu need mRUe URRm��

   0HGLFDWLRQ�      $SSUR[LPDWH 'DWHV        'RVDJH 5HDVRQ            +HOSIXO�1RW +HOSIXO
       6XSSOHPHQW 7DNHQ
BBBBBBBBBBBBBBBBB    BBBBBBBBBBBBBBBBBBB  BBBBBBBBBBBB  BBBBBBBBBBBBBBBBBBB  BBBBBBBBBBBBBBBBBBBBBB

BBBBBBBBBBBBBBBBB    BBBBBBBBBBBBBBBBBBB  BBBBBBBBBBBB  BBBBBBBBBBBBBBBBBBB  BBBBBBBBBBBBBBBBBBBBBB

BBBBBBBBBBBBBBBBB    BBBBBBBBBBBBBBBBBBB  BBBBBBBBBBBB  BBBBBBBBBBBBBBBBBBB  BBBBBBBBBBBBBBBBBBBBBB

BBBBBBBBBBBBBBBBB    BBBBBBBBBBBBBBBBBBB  BBBBBBBBBBBB  BBBBBBBBBBBBBBBBBBB  BBBBBBBBBBBBBBBBBBBBBB

+DYe yRu eYeU KDd KeDd tUDumD RI Dny Nind �IURm IDOOs� mRtRU YeKicOe Dccidents� inMuUy IURm DnRtKeU peUsRn� spRUts 

cRncussiRn� miOitDUy cRmEDt� etc�" ,I sR� pOeDse descUiEe� BBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBB 

+DYe yRu eYeU KDd D sei]uUe" BBBBBBBBBBBB

'R yRu use cDIIeine �in tKe IRUm RI cRIIee� teD� piOOs� cKRcRODte�" ,I yes� KRZ mucK Dnd KRZ RIten"

BBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBB 

'R yRu smRNe�cKeZ tREDccR RU use e�ciJDUettes" ,I yes� KRZ mucK Dnd KRZ RIten" ,I yRu KDYe Tuit� tKen KRZ ORnJ DJR"

BBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBB 

'R yRu cuUUentOy use DOcRKRO" ,I sR� KRZ mucK Dnd KRZ RIten" BBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBB 

BBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBB 

+DYe yRu eYeU KDd D pUREOem ZitK DOcRKRO use" ,I yes� pOeDse descUiEe� BBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBB 

BBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBB 

3OeDse Oist Dny RtKeU dUuJs yRu KDYe used� Dnd tKe nDtuUe RI yRuU use� 

BBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBB 

BBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBB 

+iJKest JUDde �Dnd deJUee� iI DppOicDEOe� cRmpOeted� BBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBB 

Any miOitDUy seUYice� BBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBB 

'R yRu KDYe D spiUituDO pUDctice RU UeOiJiRus IDitK" ,I sR� pOeDse descUiEe� 

BBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBB 

:KDt DUe yRuU stUenJtKs Dnd JiIts"

BBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBB 

BBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBB
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ReYiew of 6ystems
3lease checN an\ RI Whe IRllRZinJ s\PpWRPs \RX haYe e[perienced in Whe ODVW PRQWK�

&RQVWLWXWLRQDO 

)eYer Anxiety 'epressiRn�sadness )DtiJue
'iIIicXlW\ sleepinJ  +eadaches 

2Wher :eiJhW lRss
 :eiJKt JDin 

9isiRn chanJes 
6Rres 

*lasses�cRnWacWs  
'rainaJe�cRnJesWiRn +eadache +earinJ lRss 2Wher 

&DUGLRYDVFXODU�5HVSLUDWRU\ 

'iIIicXlW\ breaWhinJ Zhile l\inJ Rn bacN 'iIIicXlW\ breaWhinJ Rn e[erWiRn 
6ZellinJ 2Wher &hesW pain 

:hee]inJ 6hRrWness RI breaWh 
3alpiWaWiRns 
&RXJh  &RXJhinJ Xp blRRd 

*DVWURLQWHVWLQDO 
&RnsWipaWiRn %lRRd\ sWRRl  1aXsea�YRPiWinJ�indiJesWiRn 'iarrhea 

)laWXlence �Jas� 3ain )ecal incRnWinence �lRsinJ sWRRl� 

*HQLWRXULQDU\ 
3ain Zhen XrinaWinJ 8rinar\ IreTXenc\ %lRRd in Xrine 

9aJinal dr\ness 

306 

8rinary urgency

$bnRrPal YaJinal bleedinJ 

&an¶t holG urine 

8nusual YaJinal discharJe 

 $bnRrPal Rr painIXl periRds 

0XVFXORVNHOHWDO 

0Xscle ZeaNness 0Xscle Rr MRinW pain 2Wher 

6NLQ 
5ash 6Rres 3iJPenWed lesiRns 'r\ sNin 2Wher 

%UHDVW 
%reasW pain 'ischarJe 0asses 2Wher 

1HXURORJLF 
)ainWinJ spells  6ei]Xres   1XPbness  7rRXble ZalNinJ  0ePRr\ prRblePs  2Wher 

(QGRFULQH 
+RW Ilashes +air lRss   +eaW�cRld inWRlerance 9er\ WhirsW\  2Wher 

2WKHU 
%rXises 8nXsXal %leedinJ $llerJic reacWiRn 6ZRllen l\Pph nRdes 

,llness�es� 

2WKHU V\PSWRPV ,
P FRQFHUQHG DERXW��� 
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Pain with sex

,ncomplete emptying

+ot flashes�flushes

AnJeU�,UUitDEiOity SuicidDO 7KRuJKts 

(\HV�(DU�1RVH�7KURDW
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