
                                          
Wellness Center of Door County, Inc. 

312 N. 5th Avenue,  P.O. Box 85 
Sturgeon Bay, WI 54235 

 
REQUEST TO RECEIVE BIRTH CONTROL BY MAIL  

 
Patient Name _______________________________________      Chart#___________ 
 
I request that the Wellness Center of Door County, Inc. send me a supply of birth control by mail.  I have been 
advised to stop using the method if I should develop any of the following symptoms: 

 Unusual swelling or pain in the legs 
 Yellowing of the skin or eyes 
 Severe pain in the abdomen, chest or arms 
 Shortness of breath 
 Severe headaches 
 Severe depression 
 Eye problems, such as blurred or double vision 

 
If I develop any of these symptoms, I agree to seek urgent medical evaluation and subsequently notify the 
Wellness Center of Door County, Inc.    I understand that if someone else other than myself receives this 
package in the mail, I will not hold the Wellness Center of Door County, Inc. liable for any breech of 
confidentiality. 
 
Signature ___________________________________________  Date _________ 
 
INSTRUCTIONS:  Complete the following information and mail this form to us at least two weeks in advance 
to allow for packaging and delivery. 
 
You may request enough cycles of birth control to last until your next regularly scheduled visit as long as your 
FULL payment is enclosed.  If you are due for a blood pressure/weight check or an annual exam, you may only 
receive enough cycles to last until that visit.  Patients on Medical Assistance are limited to three cycles of 
birth control at one time.     
 
Name: ____________________________       Name/birth control: ______________ # cycles_____ 
 
Address: __________________________      # of 6 pack/condoms:  _____     

   __________________________     □Send one dose of PLAN B “the morning after” pill 
       ($20.00 if not on medical assistance) Amount: ______ 
_________________________  

      I want to support the Wellness Center in the amount  
       of:   $5       $10     $ 20    $25   $ 35   $50 

Phone: ___________________________                              Donation enclosed:    _______ 
           Mailing/Handling cost :     $5.00 
 
               TOTAL DUE: ________       
Payment method:  Check #  ______ payable to the Wellness Center of Door County     
  
 Credit Card:  _________________________($10 minimum)  Exp.  Date ______   Security Code:  ________ 
         
     

Thank you for supporting the work that we do! 
        


