To
all

Bladder Health History Questionnaire
all my patients: In my ongoing effort to provide excellence in women's health care, | am requesting
patients to please complete the following. Sometimes personal things are hard to talk about, but |

would like to have this information as a permanent part of your record. All information is confidential.

Do you leak urine during a cough, sneeze, laugh, or any other physical activity?.............. Y/N

1:

2: Are there other types of activities that cause this to occur?

3: Immediately after you finish urinating, do you feel the need to urinate again?................ Y/N
4: Do you sometimes dribble just prior to, or just after urinating? ......c..cccceevvreevvvvvcvcrennnee. Y/ N
5: Do you leak spontaneously Without Warning? ... sssesenosesesssssens Y/N
6: Do you ever have sudden Urges t0 UFINAtET? .....c.ccvcuveieerrecriineeeesresesesesesresssessssssssssssssesssssnsans Y/N
7: Do you leak if you have @ SUAAEN UFZE? ... e s esessese st ess s snsssssssasssssanes Y/N
8: Do you use protective Pads OF QIAPEIS? ... cceeecereeririseeeenneseersessssssessesssssssssssssessssssssssasesssens Y/N
9: If so, how many per day? None 1-3 4+ Varies Type used

10: Have you ever tried Kegel exercises, Biofeedback, or another non-surgical treatment... Y/N
11: Do you have frequent urinary tract infECLIONS? .......coveeeeereeririereecnsnereiseserseresssessssssssssseenes Y/N
12: Have you ever had BlOOd iN YOUT UFINE? .......oovueeeeeereerecieieeseesresssnesssasesssssssessssosssssssssssasssesss Y/N
13: Do you have pain When YOU UFINALETY ........cenriiiiienerciinsniresesssseesesssrssssssssssssssssssens Y/N
14: Does your urinary problem interfere with your daily activities? ........ceeeverevrrrrereceserenens Y/N
15: Does your urinary problem interfere with your sexual activity? .........cccceevvvrvnevennennenncens Y/N
16: Do you get up at NIght t0 UNNALE? ....cciiveciicine et es s e sreese st snseraenassessenees Y/N
17: Do you ever leak uring at NIIL? ... e s seensr s aeebssnesnssennensesseserees Y/N
18: DO YOU haVe ChIlAr@NT? ..ottt serce et e sss s s sns s sassessbsenesssasesssrssessnesassnenses Y/N
19: Have you completed your child bearing? ..........ocovevivevininiinenicnenenencins s s esenens Y/N
20: Were your children delivered by C-section? .........ccocinniinninnninicniinininisesin e seneen Y/N
21: Have you ever had a Gynecological or Urological surgical procedure? Such as a Bladder
SUSPONSTON: OF HYSERIBEROTINT woservesnsersanssssansessassinss tsnsssss e sssssss esss see s s s am b s eh s i saissoman Y/N
22: Have you had Radiation treatment of the pelvis? ... Y/N
23: If you had a Hysterectomy, was it performed through an Open Incision? .............c.c........ Y/N
24: If Yes, were your Ovaries removed at the time of the Hysterectomy? ........cc.ccccevvenvnnnen. Y/N
25: If Yes, Are you taking Hormone Replacement Therapy? .......ouiviinnennnccinineinennnens Y/N
26: Do you currently smoke? Or have you smoked in the past? ...........coviivicniccinieenn. Y/N
27: How many times do you experience Incontinence Episodesinaday? 0 1-3 4+

28: How long ago were your first experiences of Incontinence?

29: Are you taking any Medication? Or, Over the Counter Drugs for this problem? Please list if
any '

30: Would you like more information about the new treatments available? ............cc.....Y /N



