
Urogynecologic Diagnostic Questionnaire

Name _________________________________



Date _______________

Age __________

1.   How long have you had symptoms of urinary incontinence?          _______________

2.   Does the incontinence interfere significantly with your life?
Yes ___  No ___

3.   Do you have to wear pads because of losing urine? 
Yes ___  No ___

4.   If so, how many do you use each day? 
_______________

5.   Did your urine difficulty start during pregnancy ___, 

      or after delivery of infant ___ 
Yes ___ No ___

6.   How many children have you given birth to?                                 
______________

7.   How many births were vaginal? 





______________

8.   Did you have forceps assisted delivery? 




Yes ___ No ___

9.   What was the birth weight of the largest baby?                              ______________

10. If you are in the menopause, did it make your 

      urinary problems worse? 
Yes ___  No ___

11. Do you take Estrogens to treat menopause? 
Yes ___  No ___

12. Did you have urinary problems as a child?
Yes ___  No ___

13. Is your urinary problem bad enough that you would consider

      surgery to correct it? 
Yes ___  No ___

14. If you had an operation on the bladder, please check how 

      the operation was performed, abdominally ____ vaginally____

15. Did the operation cure your problem? 
Yes ___  No ___

16. Did the operation help your problem for a time? If yes 


how long did the operation help?
______________

17. Did the operation you had on the bladder did not help at all?
Yes ___ No ___

18. Have you ever had to be catheterized because you couldn't void?
Yes ___ No ___
19. Have you ever had your urethra dilated? 
Yes ___ No ___

20. Did urethral dilation help you?
Yes ___ No ___

21. Do you have any of these medical problems?


  
 Urinary infection
Multiple sclerosis
Arthritis


Interstitial cystitis
Diverticulitis
Stroke


Constipation

Depression
Diabetes  


Back injury

Tumor
Tuberculosis


Chronic cough

Head injury


22. Any recent illness or injury?                                                   
Yes ___  No ___

Type ________________________________________________________________________________

23. Current Prescription and Nonprescription Medicines (including vitamins, herbs, cold remedies and etc.) for urinary problems: _______________________________________

______________________________________________________________________________________

24. How may 8oz cups of fluid do you drink per day                            
_________________

Symptoms of an Overactive Bladder

25.  Do you frequently have a strong, sudden urge to urinate?
Yes ___ No ___

26.  Do you get up 2 or more times each night to urinate?
Yes ___ No ___

27.  Do you sometimes not make it to the bathroom in time?
Yes ___ No ___

28.  Do you go to the bathroom more than 8 times per 24 hours?
Yes ___ No ___

29.  Do you usually have a warning before you lose your urine?
Yes ___ No ___

30.  Do you have an uncomfortably strong urge to pass urine 

  without a full bladder                                                                   Yes ___ No ___

31.  Does the sight, sound or feel of running water cause you 

       to lose urine                                                                                 Yes ___ No ___

32.  Does the sight, sound or feel of running water cause you 

  to have a strong urge to urinate?                                                  Yes ___ No ___

33.  Do you lose urine with sexual intercourse?

Yes ___ No ___

34.  If you lose urine with urgency, once leakage begins 


can you control it? 
Yes ___ No ___

35.  When you are passing urine, can you stop the flow? 
Yes ___ No ___

36.  If you cough hard, does leaking comes a few seconds later?
 
Yes ___ No ___

37.  Do you need to pass urine more frequently when 


riding in the car? 








Yes ___ No ___

38.  If you lose urine with urgency, do you lose small ___ , 


moderate ___ or large ___ amounts?

Symptoms of Stress Urinary Incontinence

39.  Do you lose urine when you cough, sneeze or laugh?

Yes ___ No ___

40.  If yes, in which position does it occur? ___ standing, ___ sitting,


___ laying down.

41.  If you do, does urine leak at the same time? 




Yes ___ No ___

42.  If you lose urine with cough or sneeze does it leak in 


small spurts ___ ,  or large ___ amounts?



43.  Do you lose of urine when your are doing physical activities, 




such as lifting heavy objects, walking, running or exercising? 
Yes ___ No ___

44.  Would you lose urine if suddenly stand up after sitting 


or lying down? 







Yes ___ No ___

45.  Are you ever not aware that you are losing your urine? 

Yes ___ No ___

46.  Do you notice any dribbling of urine when you stand up after


urination? 









Yes ___ No ___

47.  Does it happened that you are unaware of losing urine until

you notice that you are wet? 






Yes ___ No ___

48.
Is your urine loss a continues drip, so you are constantly wet? 
Yes ___ No ___

49.  Have you ever wet the bed? 






Yes ___ No ___

50.  Do you wear a pad to bed? 






Yes ___ No ___

51.  If yes, is it damped in the morning? 





Yes ___ No ___

Symptoms of difficulties to pass urine

52.  Do you have a trouble starting the urinary stream?


Yes ___ No ___

53.  Is your stream weaker then used to be or just a dribble? 

Yes ___ No ___

54.  Does it take a long time to empty your bladder? 



Yes ___ No ___

55.  Do you need to strain to initiate stream or facilitate voiding? 

Yes ___ No ___

56.  Do you feel sometimes you don’t empty your bladder 

completely? 









Yes ___ No ___

57.  Do you feel that it is easier to start your stream in AM? 


Yes ___ No ___

Symptoms of a Urinary Tract Infection

58.  Do you experience a burning sensation when you urinate? 
Yes ___ No ___ 

59.  Do you frequently have a strong, sudden urge to urinate? 
Yes ___ No ___

60.  Do you have pain with urination?




Yes ___ No ___

61.  Do you urinate more than 8 times per 2-4 hours? 



Yes ___ No ___

62.  Do you have urgency or frequency after intercourse? 

Yes ___ No ___

63.  Do you pass bloody urine? 





Yes ___ No ___

64.  Is it painful at the end of urination? 




Yes ___ No ___

65.  Do you have bladder pain with or after intercourse? 

Yes ___ No ___

Assessment of Bowel Function and Fecal Incontinence

66.  Do you have regular bowel movements (every day)? 

Yes ___ No ___

       If not, how often do you have BM’s? 




______________

67.  Do you need to strain to evacuate you bowel?


Yes ___ No ___

68.  Do you feel sometimes you don’t empty your bowel 


completely? 








Yes ___ No ___

69.  Do you use your fingers to press in the vagina or 

on perineum to help to evacuate bowel? 



Yes ___ No ___

70.  Do you need sometimes manually to evacuate stool? 

Yes ___ No ___

71.  Do you use laxatives or natural remedies to maintain 

regularity? 








Yes ___ No ___

72.  If yes, what kind? __________________________________________

73.  Are you able to control flatus/gas?




Yes ___ No ___

74.  If not, do you recognize/feel a bolus of gas before it escapes ___ 


or you notice that flatus escaped when this already happened ___ ?

75.  Are you able to control liquid stool? 




Yes ___ No ___

76.  If not, have you ever had accidents? 




Yes ___ No ___

77.  Do you soil you clothes with formed stool between BM’s? 
Yes ___ No ___         

       If yes, how many times per month ___, week ___, day___ 

78.  Are you able to recognize the descending bolus, if it is 

flatus/gas, liquid or formed stool? 




Yes ___ No ___

79.  Do you experience bowel urgency or frequency? 


Yes ___ No ___

       If yes, haw many BM’s can you have per day?


______________

Assessment of Vaginal and/or Uterine Prolapse

80.  Do you have a protrusion from vagina or 


at the level of entry into vagina?





Yes ___ No ___

81. 
What is the biggest size it may present, chestnut ___, golfball ___,

egg ___, apple ___, orange ___ , grapefruit ___ or else __________________________

82.  How long have you had it?  





______________

83.  Does it progressively getting worse? 




Yes ___ No ___

84. 
Does it associate with pain ___, discomfort ___, 


interferes with sitting ___ or walking ___ ? 



Yes ___ No ___

85.  Do you use a pessary? 






Yes ___ No ___


If yes, what kind? _____________________________________________

       and how long?      _____________________________________________

86.  How often do you or your doctor take it out? 


______________

87.  Do you use any cream with it?





______________

88.  Have you had any surgery to repair a prolapse? 


Yes ___ No ___

       If yes, what kind, abdominal ___ or vaginal ___?


If yes, when? 








______________


















89.  Was the operation successful? 





Yes ___ No ___

90. If it failed, how long did it work?




______________

Thank you very much for taking a time answering these questions.  It will greatly 

help us to evaluate your problems and expedite your visit.







