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Name____________________________________ Date of birth____________________
Age ______  Today's Date __________________________

Primary Care Physician ____________________________________________________

If you were referred to the practice, by whom? __________________________________

Emergency Contact _______________________________________________________

Relationship ______________________ Telephone number(s) _____________________

What is the reason for your visit today? ______________________________________________________________________________

What bothers you the most about your bladder or pelvic organs? ____________________

________________________________________________________________________
________________________________________________________________________
________________________________________________________________________
How long have you had this? ________________________________________________

The problem is getting (Please circle one):              Worse         Better         No change
1. Do you lose urine with (circle yes to any that apply or no if it does not apply)

	Coughing
	Yes
	No
	Sneezing
	Yes
	No
	Standing up
	Yes
	No

	Walking
	Yes 
	No
	Laughing
	Yes
	No
	Clearing your throat
	Yes
	No

	Lifting
	Yes
	No
	Exercise
	Yes
	No
	Pressure during intercourse
	Yes


	No

	Running
	Yes 
	No
	Orgasm
	Yes
	No
	
	
	


How much does this bother you? (Please circle one

                           Not at all                slightly                       moderately                   greatly

2. Do you ever lose urine while lying down.........................................................  Yes    No

3. Do you have a sudden urge to void and lose urine before you reach the toilet? Yes   No


How much does this bother you? (Please circle one)

                        Not at all                     slightly                   moderately                    greatly

4. Circle the following word to best describe your urgency feeling when your bladder is full:                 None                           slightly                   moderately                    greatly

5. Do any of the following bring on an urge to urinate?

	Seeing water
	Yes 
	No
	Nervous Under Stress
	Yes
	No

	Putting the key in the lock to go inside
	Yes    
	No
	Intercourse
	Yes
	No

	Outside in cold weather
	Yes
	No
	Washing your hands
	Yes
	No

	When you are in the shower
	Yes
	No
	Other: 
	
	


6. Do you ever leak urine suddenly without an urge while sitting quietly?......  Yes  No

7. Do you experience complete bladder emptying for no apparent reason?.....   Yes No

8. Are you aware of urine loss?.........................................................................  Yes No

9. Did you have bedwetting problems beyond age 5?.......................................  Yes No

10. Do you wake up wet at night?.....................................................................  Yes  No

11. Have you wet the bed in the past year?.......................................................  Yes  No

12. Did your urine problem start after childbirth?………………………….....  Yes  No

13. Did your urine problem start after an operation?........................................   Yes No

14. Did your urine problem start after X-ray treatment?..................................   Yes No


If yes to any one of the last three questions, would you describe the 

leaking as a constant leak, worse with movement and better when lying down?...................................................................................................     Yes No


Did the problem start (Please circle one):       gradually             suddenly
15. Do you dribble urine only when you stand up or cough after voiding?...... Yes       No

16. Do fits of laughter cause you complete emptying of your bladder?............ Yes       No

17. Do you lose urine in drops?......................................................................... Yes       No

18. Do you lose urine in large amounts?........................................................... Yes       No

19. Do you lose urine in spurts?........................................................................ Yes       No

20. Do you lose urine as a constant stream?.....................................................  Yes      No

21. How many times do you leak urine per day? ______________________________

22. If not daily, how many times do you leak urine per week? ___________________

23. Do you use a protective pad?.....................................................................   Yes      No


If so, how many per day? __ How many per night? ___What kind? ___________

24. Have you modified any of the flowing activities because of urine loss?

 (Circle yes for any that apply or no if it does not apply)

	Travel
	Yes 
	No
	Physical recreation (exercise, walking, sport,etc)
	Yes
	No

	Social activities
	Yes
	No
	Others:
	 
	


25. Do you feel it is bad enough to consider surgery if needed?.......................  Yes     No

26. Do you have strong desire to void often?....................................................   Yes     No

27. Do you void often for fear of leaking?…………………………………….  Yes     No

28. Do you void often because of bladder pain or fear of pain?………………   Yes    No

29. Do you have pain during voiding?................................................................  Yes    No

  If so, when does the pain occur? (Circle yes for any that apply or no if it does not apply)

	Only at the end of voiding
	Yes
	No
	After voiding
	Yes
	No

	Only when an infection is found 
	Yes
	No
	
	
	


30. How many times do you void during the day? _______________________

31. How many times do you awaken from your sleep to void? _________________

32. Does it take you a long time to start voiding?.............................................   Yes    No

33. Do you assume different positions to empty your bladder?........................   Yes    No

34. Do you strain to empty your bladder?..........................................................  Yes    No

35. Do you put pressure on the lower abdomen to start urination?....................  Yes    No

36. Is your stream weak or prolonged?..............................................................   Yes   No

37. Do you have a sensation of incomplete emptying after voiding?………...    Yes   No

38. Does the stream start and stop during urination?.........................................   Yes   No

39. Do you feel vaginal or pelvic pressure?......................................................    Yes   No

40. Do you see or feel something protruding from the vagina?.........................   Yes   No

41. Have you used a pessary in the past?...........................................................   Yes   No

42. Do you press around the anus or in the vagina during bowel movements?    Yes   No

43. Do you have fecal staining on your underwear?.........................................    Yes   No

44. Do you lose control of intestinal gas (Flatus?) ……………………………  Yes   No

45. Do you lose control of liquid stools?...........................................................   Yes  No

46. Do you lose control of formed stools?.........................................................   Yes  No

47. Do you have problems with constipation OR diarrhea?.............................    Yes  No

48. Do you have any blood in your stool?........................................................     Yes  No

49. Have you been treated for three or more bladder or kidney infections in your life?

      …………………………………………………………………………....  Yes  No

50. Have you been treated for a bladder or kidney infection within the past year?

      ……………………………………………………………………………  Yes  No


If yes, how many infections have you had within the past year? ___________

51. Do they occur one or 2 days after intercourse?........................................... Yes  No

52. Have the infections been diagnosed by urine cultures……………………  Yes  No

53. Is your urine ever bloody?..........................................................................  Yes  No


If so, is it painful when you notice the bleeding?................................   Yes  No

54. Have you ever passed gravel, sand or stones in your urine?......................   Yes  No

55. Have you ever been treated for kidney or bladder tumors?.......................   Yes  No

56. Are you sexually active?...........................................................................  Yes  No


If yes, how often do you have intercourse?_____________________________

57. Do you have any discomfort OR bleeding with intercourse?...................  Yes  No

58. Do you have any vaginal dryness with intercourse?.................................  Yes  No

59. How many 8 oz. glasses of water do you drink a day?______________________

60. How many 8 oz. glasses of other fluids do you drink a day?_________________

      What type of fluids other than water do you normally drink in a day? 

Coffee-___oz., Tea-____oz., Soda-___oz., Beer-___oz., fruit juices-___oz., 

Other-______________________________________________________________

61. Have you had any prior treatment for urinary leakage?.............................  Yes  No


If yes, did it help?.................................................................................. Yes  No

62. Have you had an operation for urinary leakage?........................................  Yes  No

63. Have you taken any medication for urinary leakage?................................  Yes  No

     Please list any treatments you have taken for urinary leakage…

_____________________________________________________________________

_____________________________________________________________________

64. Do you have mitral valve prolapse? ……………………………………..  Yes  No

65. Do you have an artificial heart valve?........................................................  Yes  No 

66. Do you have a joint, (knee, hip, etc.) replacement?...................................  Yes  No

68. Do you ever use antibiotics before any procedure for any reason?...........  Yes  No

 
If yes, please list reasons__________________________________________

____________________________________________________________________

69. Please list all allergies and the reaction you have to them:

	                       Allergies
	                 Reaction

	
	

	
	

	
	

	
	


70. Please list all medications that you are currently taking. (Please include any vitamins and over the counter medicines) 

	
	

	
	

	
	

	
	

	
	

	
	


71. Do you have any of the following conditions? (Circle yes for any that apply or no if it does not apply)

	Diabetes Mellitus
	Yes
	No
	Blood clots in the legs/lungs
	Yes
	No

	Pernicious Anemia
	Yes
	No
	Chronic cough
	Yes
	No

	Paralysis
	Yes
	No
	Smoking
	Yes
	No

	Stroke
	Yes
	No
	Pacemaker
	Yes
	No

	Multiple  Sclerosis
	Yes
	No
	Heart Failure
	Yes
	No

	Parkinson’s Disease
	Yes
	No
	Weight Problems
	Yes
	No

	Back or Brain Surgery
	Yes
	No
	Glaucoma
	Yes
	No

	Malignant hyperthermia
	Yes 
	No
	
	
	


Other Medical Diagnoses _____________________________________________________
__________________________________________________________________________

72. Have you had any of the following operations/procedures? (Circle yes that apply or no if it does not apply)
 

If yes, please include the year and reason for each surgery/procedure. 

	Surgery/Procedures
	
	
	Year
	Reason for Procedure/Operation

	Removal of the Uterus
	Yes
	No
	
	

	If yes, was the operation through the

   Abdomen with an incision
	Yes
	No
	
	

	   Vagina with no incision
	Yes
	No
	
	

	Removal of the ovaries
	Yes
	No
	
	

	Bladder surgery
	Yes
	No
	
	

	If yes, was the operation through the

   Abdomen with an incision
	Yes
	No
	
	

	   Vagina with no incision
	Yes
	No
	
	

	Brain or Back Surgery
	Yes 
	No
	
	

	Cystoscopy
	Yes
	No
	
	

	Urethral Dilation

(Dilation)
	Yes
	No
	
	

	Others:


	
	
	
	


Please list any non-gynecologic surgeries you have had: 

Date


Procedure


Reason for surgery

_________________________________________________________________________

_________________________________________________________________________

_________________________________________________________________________

73. How many pregnancies have you had?___________________________

74. How many vaginal deliveries have you had? ______________________

75. How many C-sections have you had?____________________________

76. Were forceps used for any of your deliveries?.................................................. Yes  No

77. Did you have an episiotomy for any of your deliveries?................................... Yes  No

78. What was the birth weight of you largest baby?...............................................  Yes  No

79. When was your last childbirth?_______________ (Year)

80. What is the date of your last menstrual period?_____________________

If you are menopausal, have you experienced any further vaginal bleeding? ⁪ yes ⁪ no

Are your menstrual periods regular? ____________________________________________

How far apart are your periods? (from the first day of one to the first day of the next period?) __________________________________________________________________

How many days does your flow last? ___________________________________________

Number of pads/ tampons used in 24 hours? _____________________________________

Do you have vaginal bleeding or spotting between your menstrual periods? ⁪yes ⁪ no

Do you have pain with your periods? ⁪ yes ⁪ no

Do you have pain in your lower abdomen or pelvis, other than with your menses? ⁪ yes ⁪ no

Are you using birth control? ⁪ yes ⁪ no    If yes, what method? ________________________ 

Have you recently had any of the following?

abnormal vaginal discharge?  yes  no

vulvar itching or irritation?  yes  no

pain or lump in breast?  yes  no

premenstrual symptoms?  yes  no

significant hot flashes or night sweats?  yes  no

weight gain or loss of 10 or more lbs?  yes  no

81. What is the date of your last Pap smear? __________________________

Have your pap smears been normal? ⁪ yes ⁪ no

82. What is the date of your last mammogram? ________________________
 Have you ever had an x-ray or instrument examination of your colon (sigmoidoscopy, colonoscopy)? _______________ if yes, when? __________________________________

Have you ever had a bone density test? ( DEXA scan )? _______ if yes, when? _________

Has your cholesterol level ever been checked? ____________

Has your glucose (sugar) level ever been checked? __________

83. Are you menopausal?........................................................................................  Yes  No


If yes, have you ever taken hormones?......................................................  Yes  No


If yes, are you currently taking hormones?................................................   Yes  No

84. If you had previously taken hormones, but are not now, when did you stop taking them? __________________________________________________________________

Family History

Has any blood relative been diagnosed with any of the following? If yes, list relationship and age at diagnosis.




     Relationship



        
Age of diagnosis       

​​____ Breast cancer​​​​​​​​​__________________________________________________________

​​​​​____ Uterine cancer _________________________________________________________

____ Ovarian cancer ________________________________________________________

____ Colon cancer __________________________________________________________

____ Other cancer __________________________________________________________

____ Osteoporosis __________________________________________________________

____ Diabetes ______________________________________________________________

____ High Blood Pressure ____________________________________________________

____ Blood clots ____________________________________________________________

____ Stroke ________________________________________________________________

____ Heart Disease __________________________________________________________

____ High Cholesterol ________________________________________________________

____ Genetic Disease _________________________________________________________

____ Anesthetic complication __________________________________________________

____ Other _________________________________________________________________

Thank you for taking the time to complete this VERY important questionnaire before your scheduled appointment. This information is extremely important to best assist you in the management of urinary incontinence. 







