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INSURANCE INFORMATION

 
Incontinence Symptom Questionnaire 

                          Women�s Continence Clinic    
     
             Erica Nelson, M.D.               Appointments     782-9472   
             SIU School of Medicine               Mari Whitney     544-6464 x 44035    

              Department of Obstetrics & Gynecology                                         Fax                      524-2432 
             PO Box 19660                                                                                  Nurses                 524-7096 
             Springfield, IL 62794-9660 
 

 
BIOGRAPHIC INFORMATION 

 
______________________        ______________________      ___________________ 
First Name                                    Last Name                                Today�s Date 
 
_____________________         _____ft ____in    _____________ 
Date of Birth                                    Height                       Weight in lbs. 
                
Address      Phone    Phone Type(Work, home,Cellular) 
______________________________               _________________       _________     
______________________________  _________________       _________                               
______________________________  _________________      _________                                  
 
City  Street   Zip 
      

PHYSICIAN INFORMATION 
 
Primary Physician & Address   Referral Physician & Address 
____________________________   _____________________________________ 
____________________________   _____________________________________ 
____________________________   _____________________________________ 
_________  _________  ________   _____________  __________   ____________ 
City                      Street  Zip   City  St                       Zip 
 
Phone _________________   Phone __________________ 
 
 
 
Insurance Provider (check appropriate box) 
   �    Medicare                          If Medicare supplemental, specify _____________________________ 
 
   �   Commercial Insurance      Commercial Insurance name__________________________________ 
 
   �    Medicaid  
 
   �   No Insurance 
 

OBSTETRIC & GYNECOLOGY HISTORY 
 
 

List all pregnancies (any complications, forceps, breech, miscarriages) 
 
Dates Pregnancy complications   Vaginal, Cesarean, Forceps    Baby�s Weight 
____ ________________________________ _____________________      _____lbs ____oz 
____ ________________________________ _____________________      _____lbs ____oz 
____ ________________________________ _____________________      _____lbs ____oz 
____ ________________________________ _____________________      _____lbs ____oz 
____ ________________________________ _____________________      _____lbs ____oz 
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Incontinence Symptom Questionnaire 
 
Have you experienced menopause?        �     Yes     �      No 
 
If YES:      If NO: 
    Date of Menopause ____________        Date of last menstrual period ____________ 
 
    Are you taking estrogen replacement (ERT)?       # days of menstrual flow________________ 
 �   Yes   �  No           
    When did you begin ERT? (m/d/y)       # days between periods _________________ 
 
    Have you been taking ERT for at least 3 months at      Excessive bleeding?      �Yes      �  No 
     this time?          Irregular Bleeding?        �Yes     � No 
            

                   Are you planning more children? � Yes  � No 
   

                   Contraceptive Method?_________________ 
 
           Date last mammogram__________ 
 
           Date last PAP smear ___________ 
Other gynecologic condition(s) 
 
Have you had a hysterectomy?      �  Yes   �  No       If Yes, give date___________ 
 
Reason for hysterectomy:  ___________________________________________ 
 
Was hysterectomy done through vagina or abdominal incision?     � Vagina      � Abdominal Incision 
 
Were the ovaries removed?              � Both             �One       � Not at all 
 
Have you had any bladder repairs?    �   Yes       �  No  Describe repairs                Date of repair
        ___________________   ___________ 
        ___________________   ___________ 
             ___________________   ___________ 

     
   

PAST MEDICAL HISTORY 
 

List all other surgeries and hospitalizations with the date (M/D/Y)   Dates 
____________________________________________________            ________________ 
____________________________________________________            ________________ 
____________________________________________________            ________________ 
____________________________________________________                     ________________ 
____________________________________________________            ________________ 
 
List all medications that you are currently taking.  
Please include over the counter drugs, vitamins and herbal remedies   Dosage          Schedule 
______________________________________________         _________     _________ 
______________________________________________          _________     _________ 
______________________________________________          _________     _________ 
______________________________________________         _________     _________ 
______________________________________________          _________     _________ 
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Incontinence Symptom Questionnaire 
 
List all medications to which you are allergic: 
 
 
 
Are you allergic to latex?   �Yes   � No     X-ray dye?    � Yes    � No 
Have your medications changed in the last 6 months?       � Yes     �  No 
 
If yes, please describe changes 
 
 
 
 
 
Medications you have used in the past to control incontinence 
                Was the medication helpful? 
 �Detrol  (Tolterodine)    �Yes     � No 
 �Ditropan (Oxybutynine)    �Yes     �No 
 �Levsin, Levsinex, Cystospas (Hyoscyamine)   �Yes     � No 
 �Tofranil (Imipramine)    �Yes     � No 
 �ProBanthine (propantheline)   �Yes     �No 
 �Urispas (Flavoxate)    �Yes     �No 
 �Ornade     �Yes     � No 
 �Sudafed (pseudoephedrine)   �Yes     � No 
 �DDAVP (desmopressin)   �Yes     � No 
 
Do you have a history of any of the following conditions? 
 
Diabetes   �Yes    � No   Do you have a heart condition that 
       requires you to take antibiotics prior to  
High Blood Pressure �Yes    �No   procedures?  �Yes     �  No 
 
Heart Disease  �Yes    � No   Glaucoma  �Yes     �  No 
 
Stroke   �Yes    � No   Prior Back Injury               �Yes     �  No 
 
Neurologic Disease �Yes    � No   Chronic back pain �Yes �  No 
 
Osteoporosis  �Yes    � No 
   
Psychiatric Disease �Yes    � No  
   
Other medical conditions: 
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Incontinence Symptom Questionnaire 
 
 

FAMILY MEDICAL HISTORY 
 

Please check whether you have a family history of these diseases and list family members who had the disease 
                                          Family member                                                               Family member 
Breast Cancer      � Yes   �No ______________  Diabetes       �Yes   � No_____________ 
    ______________     ______________ 
Ovarian Cancer   � Yes   �No ______________  Osteoporosis�Yes   � No_____________ 
    ______________     ______________ 
Other Cancer � Yes   �No ______________  Hypertension�Yes  � No_____________ 
    Type    ______________     _____________ 
Heart Disease � Yes   �No ______________  Incontinence� Yes  � No_____________ 
 
List conditions that run in your family_______________________________________________________ 
 

HABITS 
 

Do you smoke?    �Yes     �No   Did you ever smoke?      � Yes     � No 
 
At what age did you begin smoking?   ____________    How many packs a day?   ______ 
 
At what age did you quit smoking? ________________ 
 
Do you drink beverages    How many ounces of 
with alcohol?                         �  Yes     � No alcohol per day?                       ______ 
 
Do you drink beverages     �  Yes     � No How many ounces of    
with caffeine?     caffeine per day?   ______ 
 
Do you drink beverages         �  Yes     � No How many ounces of   
with nutrasweet?                   nutrasweet beverage per day ______ 
 
Level of physical activity   �Get regular aerobic exercise, such as jogging or aerobics 
(please check appropriate choice)  �Am able to do aerobic exercise, but do not do regularly 
     �Am able to walk without assistance 
     �Am able to walk with assistance of cane or walker 
     �Require wheelchair for mobility 
 

UROLOGIC HISTORY 
 
How long have you experienced urinary incontinence? ______  ______  _____ 
                                                                                                      Weeks                  Months                Years 
When did your problelm with urine leakage begin? (Please check appropriate choice) 
 �During pregnancy �After an operation �After menopause �Other_______ 
 �After childbirth �After a back injury �After a medication change 
 
Why are you seeking treatment now?  _______________________________________________ 
______________________________________________________________________________ 
 
Do you know how to do Kegel exercises (squeezing the muscles to hold back urination)?  � Yes   �No 
 
Do you practice Kegel exercises regularly?  � Yes   � No 
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Incontinence Symptom Questionnaire 
 
 

UROLOGIC SYMPTOMS 
 
Do you experience leakage with these activities?  (check all that apply) 
�Lifting   �Bending over   �Coughing   �Sneezing  �Laughing  �Walking   �Running 
 
How often does this type of leak occur? (write in number of times per day, week, or month) 
  _______ / day       _______/ week     _______/ month       �Never 
 
How much urine do you usually lose? 
  � Few drops    � Soaks underwear    � Soaks minipad    � Soaks maxipad   � Soaks diaper 
 
 
When you need to urinate, how often is the feeling of urgency so intense that you must rush to the toilet? 
     � Always �Often   � Half the time      �  Occasionally       �  Never  
 
Do you experience leakage with these activities? (check all that apply) 
 �While going to the toilet   �When unlocking the front door 
 �With sight or sound of running water �When going out into cold weather 
 �Changing position from sitting to standing 
 
How often does this type of leakage occur? (write in number of times per day, week, or month) 
        _______ / day       _______/ week     _______/ month       �Never 
 
How much urine do you usually lose? 
    �Few drops    � Soaks underwear    �  Soaks minipad  �  Soaks maxipad  �  Soaks diaper 
 
How often do you usually need to urinate during the day? 
 Every____ minutes            Every_____   hours 
 
Do you urinate more frequently than you need to in order to prevent leakage?    �  Yes    �  No 
 
What is the longest time that you can hold your bladder?_____ Minutes  _____ Hours 
 
How many times must you get up at night to empty your bladder?   _______ 
 
 
Is it difficult to start your urine stream?  Must you wait or strain? 
    � Always     �Often    �Half the time   �Occasionally   � Never 
 
Does the urine flow in a good stream or interrupted spurts? 
     �Good Stream     �Spurts 
 
Does it take a long time to empty your bladder? 
     � Always     �Often    �Half the time  �Occasionally   � Never 
 
Once the urine stream is started, can you stop it midstream? 
    �Always can   �Sometimes can  � Can�t stop  � Haven�t tried 
 
Do you feel that you can empty your bladder completely? 

� Always     �Often    �Half the time   �Occasionally    � Never 
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Incontinence Symptom Questionnaire 
 
 
Do you have to double void (urinate, stand up, then urinate again) to empty your bladder? 
 �Always    �Often  �Half the time   �Occasionally    � Never 
 
After you have urinated, do you lose urine as you walk away from the toilet? 
 �Always    �Often � Half the time   �Occasionally    � Never 
 
Have you every had to use a catheter to drain your bladder?    �Yes   � No 
 
 
Do you lose urine without warning if you are lying still? 
 �Always    �Often  �Half the time   �Occasionally    � Never 
 
Do you lose urine with a continual drip so that you are always wet? 
 �Always    �Often  �Half the time   �Occasionally    � Never 
 

 Can you feel when you wet yourself? 
 �Always    �Often � Half the time   �Occasionally    � Never 

 
 Do you wet the bed at night? �Yes   � No  How many nights per week does this occur? _________ 
 

Did you wet the bed as a child?  �Yes  � No  If yes, until what age? _______ 
 
 
Do you have frequent urinary tract infections? �Yes �No  If Yes, how many in the last year? _____ 
 
Do you have burning pain when you urinate? 
 �Always    �Often � Half the time   �Occasionally    � Never 
 
Do you have a constant sensation of the need to void? 
 �Always    �Often  �Half the time   �Occasionally    � Never 
 
Do you have pain in the area of your bladder? 
 �Always    �Often  �Half the time   �Occasionally    � Never 
 
 
Do you experience bulging or protrusion in the vaginal area? 
 �Always    �Often  �Half the time   �Occasionally    � Never 
 
Do you experience pelvic discomfort when standing or during physical exertion? 
 �Always    �Often � Half the time   �Occasionally    � Never 
 
Do you experience low back pain when standing or during physical exertion? 
 �Always    �Often  �Half the time   �Occasionally    � Never 
 
Do you have to push on the vaginal walls in order to empty your bladder? 
 �Always    �Often  �Half the time   �Occasionally    � Never 
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Incontinence Symptom Questionnaire 

 
 

 
BOWEL SYMPTOMS 

 
How often do you have a bowel movement?   ______/day  _____/week 
 
Do you have constipation? 
   �Always    � Often   � Half the time    �Occasionally     �Never 
 
Do you have diarrhea? 
   �Always    � Often   � Half the time    �Occasionally     �Never 
 
Do you have difficulty in controlling passing of bowel gas? 
    �Always    � Often   � Half the time    �Occasionally     �Never 
 
Do you have difficulty controlling your bowels when you have diarrhea? 
   �Always    � Often   � Half the time    �Occasionally     �Never 
 
Do you have difficulty controlling your bowels when your stools are solid? 
  �Always    � Often   � Half the time    �Occasionally     �Never 
 
Can you feel the difference between gas or solid stool before you pass it? 
  �Always    � Often   � Half the time    �Occasionally     �Never 
 
Do you have difficulty emptying your bowels completely? 
  �Always    � Often   � Half the time    �Occasionally     �Never 
 
Must you strain very hard in order to have a bowel movement? 
  �Always    � Often   � Half the time    �Occasionally     �Never 
 
Do you have to push on the vaginal walls to have a bowel movement? 
 �Always    � Often   � Half the time    �Occasionally     �Never 
 
 
Do you experience urine leakage with sexual activity?  �Yes  �Not sexually active 
 
If Yes, when does it occur?    �During arousal  � During Intercourse   �With Orgasm  � Afterward 
 
If Yes, has this affected your sexual interest?   �Yes   �No 
 
Is sexual activity painful?    � Yes  �  No 
 
 
What bothers you most about your bladder problems? Please describe. 
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Incontinence Symptom Questionnaire 
   

PERSONAL COST OF INCONTINENCE 
 
 
Do you wear protection because of urinary leakage? 
       �Always      � Daytime at home     � Daytime outside home     �While asleep   � Never 
 
What items do you use? (complete information below) 
 
List each type of disposable pad by brand name, cost per box and number of pads in each box 
 
Disposable Pad Brand Name #/day      #/night    Cost/box   #/box 
_________________________ _____ ______   _______   ______ 
_________________________ _____ ______   _______   ______ 
_________________________ _____ ______   _______   ______ 
_________________________ _____ ______   _______   ______ 
 
Towels/washcloths     _____#/day and   _____ #/night 
 
Washable pads ____#/day and ____ #/night 
           How many 
           months do   
Washable Pad Brand Name  Cost/pad   # pads     they last? 
_________________________________      _______   ______    _________ 
_________________________________      _______   ______    _________ 
 
 
How often do you change clothes because of urinary incontinence per week?   ____/week 
 
How many extra loads of laundry (i.e. washable pads, towels, washcloths, bedding, extra clothing  
changes) must you do because of urinary incontinence per week?   _____/week 
 
Estimate the cost per week of skin care products because of urinary incontinence?  _____/week. 
 
Have you had to purchase any of the following equipment to manage your incontinence? 
 
Bedside commode?  �Yes  �No Estimated cost________ 
 
Special Bedding?   �Yes  �No Estimated cost________ 
 
Installation of bars in toilet? �Yes  �No Estimated cost________ 
 
Othr equipment?   �Yes  �No Estimated cost________ 
(specify_____________________)? 
 
How much do you pay per month for medication to control incontinence? _________ 
 
How many times have you seen a health provider for your incontinence 
During the past year?          _________ 
 
Describe any other costs related to your incontinence 
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