Bladder Health Questionnaire
Name:
Date:

Please complete this form, and bring it with you to your appointment.

How often do you urinate during the day and evening?

How often do you get up at night to urinate?

How long have you had bladder problems?

Do you usually have a strong urgency to urinate?                         Yes                   No

Can you postpone emptying your bladder easily?                          Yes                  No

Do you lose urine when:

                You are asleep?
                           Yes
        No

                You sneeze, cough, jump,  run,  lift, or laugh?              Yes
        No

                You get up from a seated position?

Yes                   No

  You hear running water?    
              Yes

 No

  You are on your way to the bathroom?
              Yes
 No

   You are not aware of it?
              Yes
 No

Do you wear pads for urinary leakage?


If  yes, check which type:


     Pantyliner
                “Menstrual” pad

          “Brief” type pad



     Other:


If Yes, how many do you use each day?
Do you have difficulty in starting your stream of urine?                  Yes                 No

How  would you describe the start of your urination?

             Easy

      Push or Strain


Delayed for 1 minute

Do you have pain with urination?



      Yes

  No

Are you able to stop the flow of urine?


      Yes

  No

Do you feel that you are able to empty completely?

      Yes

  No

Do you  notice any drops of urine after  you  have
                    Yes

  No            



 emptied completely?
Have you ever had surgery for urinary incontinence?

        Yes

   No

               If  yes, type
             Year
Have you ever had your urethra (bladder  tube) stretched?               Yes

   No

Have you ever  had  injections of the urethra?                                    Yes

   No

 Have you ever had  blood in your  urine?                                          Yes

   No

Are you currently taking any medication for                                      Yes

   No
 urinary incontinence?
Are you currently taking a “water pill”?                                             Yes

   No

Do you experience frequent bladder infections?                                 Yes

   No
            More than 3 per year

Do you have, or have you ever had:

         Illness or injury to the back or pelvis?                                        Yes

   No

Surgery to the back, pelvis, or bladder
Yes

   No

Stroke or brain injury                                                                            Yes
   No

Nerve disorders (such as Parkinson’s)                                                  Yes
   No

Radiation of pain to the pelvis                                                              Yes 
   No

Glaucoma                                                                                              Yes
   No

Vaginal delivery of children                                   times                      Yes                No

Medications:





Medications discontinued for this test:





Patient name:

INTAKE & VOIDING DIARY
· This chart is a record of your fluid intake, holding and urine leakage.
· Choose 4 days (entire 24 hours) to complete this record- they DO NOT have to be                                                                                                                     in a row.
· Pick days  in which will be convenient for you to measure every void.
· Please bring this diary to your next visit.
INSTRUCTIONS: 
1. Begin recording upon  rising in the morning-continue for full 24 hours.

2. Record separate times for voids, leaks and fluid intake.

3. Measure voids in “cc’s” using the hat.
4. Measure fluid intake in ounces.

5. When  recording a leak-please indicate the volume(“1,2,or 3”), your activity during the leak, and  if you had an urge(“yes’ or ”no”)

      Examples of entries
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