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NAME :

DATE:

FEMALE UROLOGIC HISTORY

PLEASE ANSWER ALL QUESTIONS THAT YOU CAN.

(Please circle each answer.)
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PAIN OR BURNING WITH URINATION

BLOOD IN URINE AT ANY TIME

SLOW URINARY STREAM

DIFFICULTY STARTING URINATION

INABILITY TO HOLD URINE (WET PANTS)

URINATING TOO FREQUENTLY (MORE THAN 6 TIMES A DAY)
AWAKENING AT NIGHT TO URINATE MORE THAN ONCE
BEDWETTING

KIDNEY INFECTIONS

BLADDER INFECTIONS

KIDNEY STONES

TUBERCULOSIS

RECENT FEVERS OR CHILLS

HAVE YOU BEEN TO A UROLOGIST BEFORE?

HAVE YOU HAD KIDNEY OR BLADDER X-RAYS BEFORE?

HAVE YOU HAD PRIOR SURGERY ON YOUR BLADDER OR KIDNEYS?
HAVE YOU EVER HAD ANY OF THE FOLLOWING SEXUALLY
TRANSMITTED DISEASES? GC, CHLAMYDIA, HPV, HIV, HEPATITIS,
AIDS?

ARE YOUR PERIODS NORMAL? IF NOT, DESCRIBE:

RECENT VAGINAL DISCHARGE

HAVE YOU BEEN ON BIRTH CONTROL PILLS? [NOW] [IN PAST]
HAVE YOU HAD PRIOR SURGERY ON UTERUS, OVARIES OR VAGINA?
IF YES, DESCRIBE:

IF APPLICABLE, WHEN WAS YOUR LAST NESTRUAL PERIOD?

IF APPLICABLE,
IF APPLICABLE,
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[NO]
[NO]
[NO]

WHEN WAS YOUR LASTA PAP SMEAR?

WHAT TYPE OF CONTRACEPTION ARE YOU USING?

HOW MANY TIMES HAVE YOU BEEN PREGNANT?

HOW MANY BABIES HAVE YOU DELIVERED VAGINALLY?
HOW MANY BABIES HAVE YOU DELIVERED C-SECTION?

ARE YOU CONSTIPATED?

INABILITY TO CONTROL BOWEL MOVEMENTS

DO YOU HAVE ANY DIFFICULTY WITH SEXUAL FUNCTION OR
ACHIEVING ORGASM?



FEMALE URINARY INCONTINENCE QUESTIONNAIRE

Name: Date:

Last First Ml

Please check (v) the appropriate box:
1. Over the last 12 months, have you had urine loss beyond your control? []Yes []No
2. How long ago did your urine loss stats? years, months, days.
3. When does the urine loss usually occur?
[ ] Daytime only
[ ] Nighttime only
[ ] Both daytime and nighttime

Questions for Urge Incontinence symptoms:

1. Some people receive very little warning and suddenly find that they are losing, or about to lose, urine beyond
their control. How often does this happen to you?
[] Often (3) [1 Sometimes (2) [1Rarely (1) [ 1 Never (0)

2. If you can't find a toilet or find that the toilet is occupied, and you have an urge to urinate, how often do you
end up losing urine and wetting yourself?

[] Often (3) []1 Sometimes (2) [1Rarely (1) [ ] Never (0)
3. Do you lose urine when you suddenly have the feeling that your bladder is very full?
[ ] Often (3) [ 1 Sometimes (2) [1Rarely (1) [ ] Never (0)
4. Does washing your hands cause you to lose urine?
[] Often (3) []1 Sometimes (2) [1Rarely (1) [ ] Never (0)
5. Does cold weather cause you to lose urine?
[] Often (3) []1 Sometimes (2) [1Rarely (1) [ ] Never (0)
6. Does drinking cold beverages cause you to lose urine?
[] Often (3) [ 1 Sometimes (2) [1Rarely (1) [ 1 Never (0)

Total Urge Score:

Questions for Stress Incontinence symptoms:

1. Does coughing gently cause you to lose urine?

[] Often (3) [1 Sometimes (2) [1Rarely (1) [ ] Never (0)
2. Does coughing hard cause you to lose urine?

[] Often (3) [ 1 Sometimes (2) [1Rarely (1) [ ] Never (0)
3. Does sneezing cause you to lose urine?

[ ] Often (3) [ 1 Sometimes (2) [1Rarely (1) [ ] Never (0)
4. Does lifting things cause you to lose urine?

[ ] Often (3) []1 Sometimes (2) [1Rarely (1) [ ] Never (0)
5. Does bending over cause you to lose urine?

[ ] Often (3) []1 Sometimes (2) [1Rarely (1) [ ] Never (0)
6. Does laughing cause you to lose urine?

[ ] Often (3) [ 1 Sometimes (2) [1Rarely (1) [ 1 Never (0)
7. Does walking briskly or jogging cause you to lose urine?

[ ] Often (3) [1 Sometimes (2) [1Rarely (1) [ 1 Never (0)
8. Does straining, if you are constipated, cause you to lose urine?

[] Often (3) [ 1 Sometimes (2) [1Rarely (1) [ ] Never (0)
9. Does getting up from a sitting to standing position cause you to lose urine?

[ ] Often (3) [ 1 Sometimes (2) [1Rarely (1) [ ] Never (0)

Total Stress Score:




