
Postpartum/PostOp Form
Provider you are here to see:   

❍ Deisher     ❍ Falkenstrom     ❍ Freeman     ❍ Hulker     ❍ Morgan     ❍ Patterson     ❍ Straughn

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___ 

Last Name____________________________________   First Name__________________________________________

Date of Birth __________________________________   

Pharmacy Name & Address_ _________________________________________________________________________

________________________________________________________________________________________________

Who is your Primary Care Provider?____________________________________________________________________

What is the purpose of your visit?   ❍ Postpartum    ❍ PostOp

What problems or concerns would you like to discuss today? ________________________________________________

________________________________________________________________________________________________

Are you allergic to any medications?   ❍ Yes    ❍ No     If yes, list and name reaction_ ____________________________

________________________________________________________________________________________________

Please list all the medications and dosages you are currently taking, including prescription & over the counter__________

________________________________________________________________________________________________

________________________________________________________________________________________________

SURGICAL HISTORY 
Please list any NEW surgical procedures/hospitalizations and date performed since your last visit_ __________________

________________________________________________________________________________________________ 	

MEDICAL HISTORY
Please list any NEW medical problems since your last visit__________________________________________________

________________________________________________________________________________________________

POSTPARTUM PATIENTS ONLY

Are you breastfeeding/pumping?   ❍ Yes   ❍ No             Are you using formula?   ❍ Yes   ❍ No  

What type of delivery did you have?   ❍ Vaginal    ❍ Cesarean    ❍ VBAC    

Have you stopped bleeding since your delivery?  ❍ Yes   ❍ No        Have you had a period since delivery?  ❍ Yes   ❍ No        

Would you like to discuss birth control today?  ❍ Yes   ❍ No        Have you had intercourse since delivery?  ❍ Yes   ❍ No 

Patient Signature:________________________________________________  Date_ ________________              PO/PP

ACCT #	___________
	 BP___________
	 Height___________
	 Weight___________
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