
Medical Records Release Form

Brookwood Women’s Health, P.C.

ACCT# ________
BP: ________
Ht: ________
Wt: ________

Patient Signature: ________________________________ Date: _______________ NGYN 

Please circle the provider you are here to see:

DEISHER FALKENSTROM FREEMAN HULKER MORGAN PATTERSON STRAUGHN

LAST NAME: ___________________________FIRST NAME: ______________________DOB: _____________ 

Marital Status: S  M  D   W   O   Patient’s Employer: _____________________Position: ______________ 

Pharmacy Name & Address: _________________________________________________________________ 

Circle the purpose of your visit: ANNUAL  PROBLEM POSTPARTUM POSTOP OTHER 

What problems or concerns would you like to discuss today? ___________________________________ 
____________________________________________________________________________________________ 

Are you allergic to any medications? Yes___ No__ If so, list and name reaction: ___________________ 

Please list all the medications and dosages you are currently taking, including prescription & over the 
counter:_____________________________________________________________________________ 
____________________________________________________________________________________________ 

Gynecology History: 

When was the FIRST day of your last menstrual cycle? ______________  
Are you sexually active? Yes ___ No___ Sexual partner preference? _____________  
Have you had a sexually transmitted infection? Yes ___ No __  

What are you using for contraception?  Birth Control Pills  The Patch  The Ring  Depo-Provera  
Nexplanon  IUD   Condoms   Pullout   Natural Family Planning  Tubal   Vasectomy Nothing  

Have you had an abnormal pap smear? Yes ___ No ____  

Age of onset of first period? ___________ 

Are your periods regular? Yes ___ No ___ 

Would you consider them heavy? Yes ___ No ___ 

Do you have pain with your periods? Yes ___ No ___ 

If yes, how severe is your pain? Mild ____ Moderate ___ Severe ___ 

Have you ever been diagnosed with endometriosis? Yes ___ No __ 

If you are postmenopausal, are you on hormone replacement therapy? Yes ___ No ___ 

Last Pap/Annual: __________Last Mammogram: __________Last Colonoscopy: __________Last Bone Scan:_________ 

Have you ever received a dose of the HPV vaccine? Yes___ No___ 

	Request Date: ____________________________

To: Brookwood Women’s Health, P.C.

Fax: (205) 397-8855

I hereby authorize the use or disclosure of my individually identifiable protected health information 
(“PHI”) as described below. This authorization includes any information relating to drug and/or alcohol 
abuse/treatment, communications with psychiatrists or psychologists or records pertaining to sexually 
transmitted diseases, if they are a part of my medical record. I understand that this authorization is 
voluntary. Once this information has been disclosed, it may be subject to re-disclosure and no longer to 
protected by federal privacy regulations.

Check each that apply:

❍ Please release my complete medical records.

❍ Please release my last appointment’s notes/labs.

❍ Please release my pap smear, labs and office notes.

❍ Please release only my immunization records.

❍ Other_ __________________________________________________________________________

This authorization will expire (date)����������������������������������������������������

If I fail to specify an expiration date, this authorization will expire six months from the date on which it 
was signed.

Send these records to�����������������������������������������������������������������

My Information: PLEASE PRINT

Name:�����������������������������������������������������������������������������
First Middle Initial Last

SS#: _________________________________________   DOB:�������������������������������

I understand that I may revoke this authorization at any time by notifying the Privacy Officer, Mandy 
Gardner, in writing, but if I do, it will not have any affect to the extent Brookwood Women’s Health, P.C. 
took action in reliance on the authorization.

Signature of Patient _____________________________________________ Date: _______________

Phone: (              ) _____________________   Alternative Phone:  (              )  ____________________

Signature of Witness: ________________________________________________________________
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