
Lifespring Women’s Healthcare 

*J. Todd Hannah, MD* Lawrence Schmitz, MD* 

*Lorie Oswalt, APN*Brandi Alexander, APN* 

Name: ____________________________________________ DOB: ________________________ 

Past Medical History:  

Blood Transfusion ___     High Blood Pressure ___    Anxiety/Depression ___    Heart Disease ___      

      Lung Problems ___                   Weight Gain ___                    Headaches ___            STDs ___    

         Liver Disease ___                    Weight Loss ___                           Cancer ___              Diabetes___ 

     Genital Herpes ___            Thyroid Disorder ___          Seizure Disorder ___ 

Other: _________________________________________________________________________ 

Gynecological History:  

Age at first period: _________  Age at last period: ________ First day of last period: ______________ 

Number of days between periods: _____________ How many days does your periods last?:  __________ 

Are you sexually active? _______________ Form of birth control: _________________________ 

Date of last pap smear: __________________ Normal or Abnormal     History of abnormal pap?   Y    N 

Date of last mammogram: ________________ Normal or Abnormal 

Hysterectomy?   Y   N                  Sterilization?    Y   N           Has partner had vasectomy?   Y    N 

Type of Hysterectomy or sterilization _________________________________ 

Obstetrical History: 

Total # of pregnancies ______  Miscarriages _____  Abortions ______ Number of living children ______ 

Delivery Year Weeks Pregnant     Male/Female    Birth Weight    Vaginal/ CS    Complications 

___________ _____________      ___________     __________     _________     ____________________ 

___________ _____________      ___________     __________     _________     ____________________ 

___________     _____________     ___________     __________     _________     ____________________ 

___________ _____________     ___________     __________     _________     ____________________ 

Medications/ dosage- List all medications you take regularly, including nonprescription medications: 

__________________________   _____________________________   ___________________________ 

__________________________   _____________________________   ___________________________ 

Allergies: 

1)___________________Reaction: ______________  2) ___________________Reaction:____________ 

3)___________________Reaction: ______________  4) ___________________Reaction:____________ 

 

Surgery/ Hospitalization—Omit hospital admissions for pregnancy 

1)__________________________ Year __________  2)__________________________ Year __________ 

3)__________________________ Year __________  3)__________________________ Year __________ 

Family History of Illness: 

Paternal Family: Diabetes__      Blood Clots__      Heart Disease__      Breast Cancer__     Other Cancer__ 

Which family member/s has illness listed above? __________________________________________ 

Maternal Family: Diabetes__     Blood Clots__      Heart Disease__      Breast Cancer__     Other Cancer__ 

Which family member/s has illness listed above? __________________________________________ 

Social History: 

Smoking/Nicotine Vaping:  Y    N    Number of years______   Alcohol Use:   Y  N  Frequency________ 

Street Drug Use:   Y    N         Marijuana Use:    Y    N   Frequency_____________ 

Signature of Patient or Guardian: ____________________________________ Date: _______________ 



Lifespring Women’s Healthcare
*J. Todd Hannah, MD* Lawrence Schmitz, MD*

*Lorie Oswalt, APN*Brandi Alexander, APN*

Name: ____________________________________________ DOB: ________________________

Previous Last Name: _______________________ SSN____________________ Marital Status:  S  M  D  W

Mailing Address: ___________________________________________________ APT ____________

City: _______________________________ State: ______________ Zip: _____________________

Primary Phone: _________________________ Secondary/Message Phone:____________________

Email: ___________________________________________ Employer: __________________________

PREFERRED PHARMACY: __________________________ LOCATION: ___________________________

Insurance Information- Please provide this information even if cards were scanned:

Primary Insurance: ________________________ Secondary Insurance: __________________________

Member ID: _____________________________  Member ID:  _________________________________

Group #: ________________________________  Group #: ____________________________________

Who is the subscriber of this insurance: Patient Spouse Guardian Other

Subscriber Information- If not patient:

Name: _______________________________________ DOB: **Required**_______________________

 Phone Number: ______________________________ Relationship to Patient: _____________________
Is this your emergency contact?:      Y N

If no, please list emergency contact:

Name   Phone Number          Relationship to Patient

_____________________________________________________________________________________

Consent to Treatment and Testing:  I hereby consent to the physicians of Lifespring Women’s 
Healthcare to order the performance of any medical treatment, including testing for infectious disease, 
if they deem it medically necessary for my care.  I understand that during my treatment, the physician 
may either specifically or by previous arrangement, request that other providers render professional 
services on my behalf. 

Patient Signature: ___________________________________________ Date: _____________________



Lifespring Women’s Healthcare 

*J. Todd Hannah, MD* Lawrence Schmitz, MD* 

*Lorie Oswalt, APN*Brandi Alexander, APN* 

 

Name: __________________________________________ DOB: _________________ 

POLICIES- Please Initial 

______   I have received a copy of the Lifespring Women’s Healthcare cancellation policy 

______   I understand Lifespring Women’s Healthcare uses Quest Diagnostics for labs, pap 

smear specimens, and pathology.  If my insurance requires that I use a different lab for testing 

and coverage, I understand that I need to inform my provider before they order any testing. 

______  I give consent for Lifespring Women’s Healthcare to obtain my past and present 

prescription information from my pharmacy to ensure no medication conflicts and to provide a 

comprehensive medication outline in my medical chart. 

______  I have  received a copy of Lifespring Women’s Healthcare HIPAA Privacy Policy. 

 

HIPAA AUTHORIZATION 

It is OK to let friends or family know I am here for an appointment or have future 

appointments:       Y        N 

 

Please provide a phone number where we can contact you: _____________________________ 

Detailed message: ________ (initial)         OR        Call back number only: ______ (initial) 

 

_________ (Initial) Other than myself, I authorize __________________________________ 

(specific name) to receive my verbal medical information, which could include prescription 

information, lab/pathology results, ultrasound findings, or any other verbal medical information 

contained in my personal health record. 

I understand that this is not an authorization for a hard copy, or printed copy of 

my medical records. 

_________ (initial) I am the ONLY person who is allowed to receive my medical information. 

 

Patient Signature: _______________________________________ Date: ______________ 



Lifespring Women’s Healthcare
J. Todd Hannah, MD* Lawrence Schmitz, MD

Lorie Oswalt, APN* Brandi Alexander, APN

Cancellation Policy

 Cancellation of any scheduled appointment, without a 24 hour notice, is 
subject to a $25 cancellation fee. 

 In the even that a cancellation fee is assessed by your provider, that fee 
must be paid prior to rescheduling your appointment.

 If you are late to your appointment, you may be rescheduled at the 
discretion of the provider you are seeing that day and be assessed a $25 
missed appointment fee.

 As a courtesy, we will give you a reminder call two days prior to your 
appointment, either by automated call or by a member of our staff. If you 
desire to cancel, please call our office or follow the prompts on the 
automated reminder.

 Multiple missed appointments or reschedules can result in termination of 
care from our clinic.

Lab Work Consent

If you require any type of lab work today, including pap smears, please note 
we cannot control how your insurance company will process the claim.  We 
order labs that are necessary for your health and wellbeing, with the 
diagnosis that is appropriate to your personal health circumstances.  If your 
insurance has benefit   limitations and you are concerned about the 
coverage for any lab work, it is your responsibility to contact your insurance 
and resolve this prior to your tests.

WE USE QUEST DIAGNOSTICS FOR OUR LAB WORK. IF YOUR INSURANCE 
REQUIRES A DIFFERENT LAB FOR COVERAGE TO BE CONSIDERED, PLEASE 
INFORM YOUR NURSE. 


