
lnstructions for Bladder Diary

This diary will help us figure our why you have ffouble holding you urine, or why you go
to the bathroom very often. Keep this diary for at least one full day. Two days of
recordings is better.

You should write down 4 things every time you pass or leak urine:

1 . The time (for instance, "10:30 AM")
2. The amount of urine that you pass.
3. Whether you leaked any urine (were oowet") or not (were "dry")

4. Whether anything special may have caused you to go (for instance, 'Just had
coffee'oo "coughed", "was nrnning to the bathroom", 'Just took my water pill".

Measure the amount of urine you pass: Use a measuring cup, and write down the amount
of urine in ounces. If you leak and cannot measure the amount that came outo write down
your best guess. Start the record in the morning, with the first time you go to the
bathroom after you get up.

Thank you for your help!

John M Garofalo. MD
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Incontinence Symptom Questionnaire

2 Since you b€gan leaking urine, has $e amount yott leak each time:
tr Increased tr Decreased A Shysd the same

& Has the number of fimes you hat/e leaked urine each day, week, or month:
O Increased O Decreased tr Shyed the same

d Please place a check mxt h the rvord ftat best describ€s hor dten each
of the followlng activitles causes you to leak urine,

Itlever Somotmes OtHl

Ias ltame First Name Middle Initial Telephone

Mdrcs City State NP E-mail Address

lnstsuctons: pleaso a6wer tre lotlonring questons about yurr urine (water) lealoge. tithen you retum the completed fsm, we will examine the infurmation
you've recorded antl disctss it with you.

1. How long haw ynu leaked urine? 7. thw othn do you leak urine?
iJ 0nce a week d most
B About once a day
B Continuously

& When does fte leakage ucuft
O ilainly during fie day
tr Bottr day and night

a) Exercising, induding running
and participting in other' 
high-impact sports u J

b) Sneezing El l

c) Coughing E 3

dl laughing D f,

e) LifiirU D f

0 Changlng positlon trom sitting
orstanding up O f

g) Bendlng down tr l

h) Reching U J

i) tlfalking or ru$ing t0 the toilet tr f

i) Seeing or hearing running water O f

k) l,bshing hands u J

l) Feeling nervous or stresserl O f

m) Being out in cold weather tr f

n) Unlocking the front door O f

5. Do you have sfstg urinary urges that you cannot always cofirol?
tr Yes O N o

6. 0nce your bhdder feels fulf, how long can you hold your udne?
o As long as lwanl
O Less than a minute
tr Afeuv minules
U Cannotlell when bladder is lull

9. Do you ever find yourself wet or damp wittout realizing that you've
leaked urine?
U Neve( U Sometimes .J AluaYs

10. D0 you uake up In the night to uflnate?
U
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11. Please indicate how much urine you usually leak
O A small amount 0eavas you sfighily damp)
tr A moderate amount (1 or 2 tablespoor8)
Q A large amount (more than 2 bblespoons)

12. How much does lealting urine interfere wih your weryday life?
Please circle a number betuveen 0 (not at all) and 5 (a great deal).

0 1 2 3 4 5

13. lf you avoid any of tre following activtties because you mlght leak urine,
pleass check them below.

Q l'lwerorrarely
u Alm6t every night
O 2 times per night

E Exercislng
tr Dancing
O Dating
U llld<irU outddo the home

|.J2u3timesavveek
tr Sewral limes a day

El Mainty at nigltt

Ll 2-3 tim€s Per tleek

J 1 time per nigltt

D 3 or more times per night

I Playing sports
f Trawling
t Shopping
U Having sex

14. Has urine leakage stoppd you from doing any of the abow rtivities
durlng the past 5-10 years? ll so, please list those ac{lvities betout.

Pryelof?



last Name Ilrsl Name

15. Please check anything listed below that has occuned when you urinate.
J Ditficulty in getting urine started
f Very slow stream u dribbling
-it 0iscomfort, buming, or pain
u Blood in the urina
3 Feellng that your bladder did not empU completely
f Loss of urine in suddsn, large amounb
D Stopping and starting urine stream
fl Urinate, sbnd up, urinate again to empty your bladder
C Lose urine as you walk away from the toilet

16. Did you wet the bed as a child?
U Yes -.t llo

tf so, until what age? How often?

17. lf you have been treated for bladder leakage, urgency, orfrequenry before,
please check all 0f the treatmsnts hat you have received in the past.

Middle Initial

20. Please check all of the "self-help" techniques you have used to deal
with urine leakage.
tr Wear panU liners
O Wear sanitary napkins or incontinence pads
,-t Wear adult pads or briefs designed lor urine controf
Q Wear other protectiw underclothes
tr Put tollet paperlryer hwels in$de briefs
B 0tink less fluids
O Go to fie toilet often
O Slay near a bafirmm
O t/se a bedside commode or bedpan

21. Have you used any other setf-help techniques? Please list them behw.

22 How often do you have a bowel movement?
iJ once a day
B More than mce a day
B 2-3 times a week
3 Less fian once a week

23. tf you have had any of the problems listed bdow, please check them.
C Straining on more than 1 out of 4 bowel morements
3 Using enemas or laratives {not fiber or bulk)to relieve onslipation

more than once a morth
O Dianhea (how otten?
U Bloo0 stool
tr Change in the pattem of yar bowel movements over ne past year
C Uncontrofled loss of stool

24. al Ne you sexually active now?
O Yes 3 N o

b) lf so, do you have trouble/pain urinating after inlercourse?
tl Y€s il No

c) Do you have discomforVpain with intercourse?

DYes fNo

25. What changes wurfrl you like h see in your symgtoms as a resutt of
your treatment nere?

tr Acupuncture
tl Medications
u Electrical stimulation
E Biofeedback

O Surgery
3 Pelvic musde exercises
iJ Bladder fraining
tf Collagen injections

f Urethral insertVincontinence pessaries
tr 0$er treatments? Pfease list hem below.

1& In the chart below, please place a check next t0 he medications you have
used or are cunently using t0 teat incontinence, and indicate whelher 0r
not fiey have improved your condition.

Medlcaflon tfsed (',/) $lao tlp medloathn hdptun
Defot@(httsrodine) o Syes trNo
Ditopano (oxybutynin) U iJ Yes LJ N0
Levsin@,levsiner@,CYstospazo 3 OYes QNo
(hyoscyamine)
Totran il@ (i mt pramine)
Pro- Banthine@ (propanthel ine)
Urispas@ (tlavoxate)
Omatleo (chlorpheniramine
and phenylpropanolamine)
$dafedo (pseudoephedri ne)
00AVP@ (desmopressin)
0xytolhch
orhe(s)

19. Have you ever had to use a catheterto drain your bladder?
B Yes f N o

A QYes trNo
D DYes trNO
A f,Yes ONo
D OYes Ct{o

tl Yes O No
BYes QNo
OYes  BNo
Il Yes C No

D
3
o
a

Thanft you for completing this form.
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