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AGE

OCCUPATION

Date of last pelvic exam _ _ _ _ _ _ _Date of last urinalysis _ _ _ _ _ _ _ _ _ _ __

Have you had any previous treatment for incontinence? Yes _ _
If Yes: Please explain how effective it was?

No

Please list and give the dates of any surgeries you've ever had:

y

y
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y
y
y
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y
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y

y
y
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N Osteoporosis
N Joint problems
N Bladder infections
N Low back pain
N Pelvic/abdominal pain
N Pain with sexual activity
N Sexually transmitted disease
N Menopause
N Feeling of heaviness or bulging in pelvic floor (prolapse)
N Constipation
N Initable bowel syndrome

N
N
N
N
N

Diabetes
Cancer
Neurological problems such as: Stroke, Parkinson's, Multiple Sclerosis, Head injury
Lung problems such as: Asthma, Emphysema, Chronic bronchitis
Heart disease or 1-iigh blood oressure
Smoking
Allergies
Physical abuse
Sexual abuse

N
N
N
y N
Other
Please explain the above responses and add any other information not yet asked:

Have you had any children? Yes
No - - Number of pregnancies _ _ __
Number of deliveries
Year of their birth(s)
_ _ _ _ _ _ __
If you had any vaginal deliveries, did you have (Please check):
If yes, how large? _ _ __
Large babies
Yes _ _ No
Forceps
Breech
Episiotomy
Tears _ __
Other- - Have you had any Caesareans? Yes
No - - -

Please list all medications you are presently taking including vitamins or supplements:

What type of incontinence do you have? Urinary__

Did this begin? Suddenly - - -

Fecal

Both

None

Gradually - - -

How long have you experienced incontinence?
Less than 6 months__ 6 rno.-1 year__ l-2years_ _ 2-5years _ _ More than 5 years_ _

Over the past 6 months is your incontinence:
Worsening__ Same
Improving_ _ Fluctuating_ _.
What do you think has caused your bladder and/or bowel control problem?

Do you have any feeling of heaviness in your pelvic floor? Yes_ No_
Does anything bulge out of your vagina? Yes_ No_
Do you feel more heaviness or bulging after prolonged standing, straining or lifting? Yes_No_
Do you feel more heaviness or bulging after a bowel movement? Yes_ No_

How many times on average do you use the toilet?
In your waking hours - - - After going to bed
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On average, how long do you hold after feeling the first urge?
Less than 5 min.
5-15 min.
More than 15 min.- - - Do you do any just-in case going to bathroom ? Yes__ No_ _ Sometimes_ _
When?

Do you have any leakage during your waking hours?
If Yes: How often per day, on average?

Yes- -

No- -

Have accidents at night? Yes_ _ No_ _ Wakeup wet _ __ Yes
Leak on way to bathroom at night? Yes_ _ No
If Yes: Every night
Some nights_ _ __
Are you aware when you are wet or soiled?

No

Sometimes

Yes - - No - - Not sure - - -

Do you leak urine with physical stress, such as with a cough, sneeze, laugh, lift or jump?
Yes- - No- - If Yes: Always
Sometimes - - - Do you leak urine when you have an urge? Yes_ _ No

Sometimes

During the day do you need to rush to the toilet when you feel the urge? Yes
IfYes: Always
Sometimes _ _ _ _

No

Do you lose urine when you rush to the toilet? Yes_ _ No
IfYes: Always
Sometimes- -Do you leak urine with no feeling of an urge? Yes
Do you have continuous leakage of urine? Yes

No_ _
No
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Do you use pads to contain urine or stool?

Yes

No

Sometimes

If Yes: What type of pad do you use? Incontinence pads? _ _ Menstrual pads? _ _
How many pads do you use in 24 hours? _ __ __ _ _
Do you wear pads to sleep? Yes _ _ No _ _ Sometimes
When you lose urine or stool is the pad usually?
Damp
Wet
Saturated
Need to change clothing_ _
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Difficulty starting the urine stream?

Yes

No

Sometimes

Pain?

Yes

No

Sometimes

Blood in your urine?

Yes

No

Weak stream?

Yes

No

Sometimes

Do you need to strain to pass urine?

Yes

No

Sometimes

Are you able tp stop the flow. of urine w):rile urinating?

Yes

No

Sometimes

Dribble more urine as you stand up from the toilet?

Yes

If Yes, please explain:

No

Sometimes

Feel that you didn't empty completely and need to return to the toilet?
Yes
No
Sometimes - - -

Do you restrict your fluids in order to stay drier?

Yes

Sometimes

No

How much do you drink in a day, including water (in cups)?

How many cups are caffeinated drinks? Tea _ __

Coffee-

-

--

Colas- -- - - -

Usual bowel pattern in the past 6 months
Once/day
2-3times/day
3 times/week - - - Other- - Is this a change from any previous pattern? Yes

No - - -

If yes, when did this change occur?

DO YOU:
Have hard or difficult bowel movements?
If Yes, how often?

Yes

No

Sometimes - -
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Have loose bowel movements?
If Yes, how often?

Yes

No

Sometimes

Have blood in your bowel movements?

Yes

No

Sometimes

Have hemorrhoids?

Yes

No

Have painful bowel movements?

Yes

No

Eat foods that help regulate your bowel movements?

Yes

No

Sometimes

Yes
Sometimes- - Use laxatives to regulate your bowel movements?
No
Which laxatives do you use?----- -- - - -- - -- - - - -- -- - - - --

MOBILITY'.
Do you use any canes, walkers, wheelchair to help you get around? Yes
If Yes, please describe:

No - --

EXERCISE.Do you get any r egular exercise? Yes _ _ __ No
If Yes, what do you do?

0

10

0 means_no problem
10 means it really interferes with your life or bothers you a lot
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