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CENTER FOR PELVIC MEDICINE – UROGYN NEW PATIENT FORM   

 

Why are you coming for this evaluation?______________________________________________________________________________________ 
Please answer the following questions: 

Do you have: 
          a sense of anything protruding or bulging from the vagina? 
          a heaviness or pressure in the vagina or pelvis? 
 a history of more than two bladder infections in the last year? 
 pain when you urinate? 
 blood in your urine? 
 difficulty emptying your bladder 
   Is your urinary stream usually     strong   or   weak? 
   Is your urinary stream usually     continuous    or    intermittent? 
 

 
no   yes 
no   yes 
no   yes 
no   yes 
no   yes 
no   yes 

How many times do you get up each night to empty your bladder?  0     1-2 times     3-4 times    5 times or more 

On average, how often do you have a bowel movement? 
 

 More than 1x/day     Daily       every other day   
 1-2 times per week   less than 1x/week 

Do you ever lose or leak stool from your rectum?       
If yes, check off the stool forms that you leak: 

no   yes  
liquid loose soft formed 

    
 
 
 
 
Please enter the following information: 

PAST MEDICAL HISTORY 

Number of pregnancies_______ Number of vaginal deliveries_______ Number of Cesarean Sections_______ 

When was your last menstrual period? 

Do you have or have you ever had any of the following conditions?  Please check yes or no: 

Heart disease                                   no   yes Diabetes no   yes COPD no   yes 

Heart attack                                      no   yes Asthma no   yes Thyroid disease no   yes 

High blood pressure                         no   yes Emphysema no   yes Kidney disease no   yes 

Stroke or TIA                                    no   yes Liver disease no   yes 
Irritable Bowel 
Syndrome (IBS)  

no   yes 

Blood clots                                        no   yes Kidney stones no   yes Depression no   yes 

Deep Vein Thrombosis                                                no   yes Cancer                             no   yes           If yes, type 

Other conditions: 

 

PAST SURGICAL HISTORY 

Year Type of Surgery Surgeon Hospital/City 

    

    

    

    

    

    

Have you or anyone in your family had problems with anesthesia?    no   yes            
 

ALLERGIES 

Are you allergic to Latex? no   yes Are you allergic to shellfish or iodine? no   yes 

Are you allergic to any medications no   yes…If yes, please list the medications below:  

Name of medication Reaction Name of medication Reaction 

1.  4..  

2.  5.  

3.  6.  

    

Date:   Patient’s Name:  DOB:      /       / Referred by: 

For MD notes – please leave blank 
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MEDICATIONS 

Name of Medication Dose Frequency taken Who prescribes this? 

    

    

    

    

    

    

    

    

 

FAMILY HISTORY 

Has anyone in YOUR FAMILY been diagnosed with any of the following? 
If “yes”, list their relationship to you (example:  sister, son, maternal aunt, paternal grandfather, etc…) 

  Relationship   Relationship 

High blood pressure no   yes             Breast cancer no   yes             

Stroke or TIA no   yes             Ovarian cancer no   yes             

Heart disease no   yes             Uterine cancer no   yes             

Heart attack no   yes             Colorectal cancer no   yes             

Blood clots no   yes             Bladder cancer no   yes             

Diabetes no   yes             Kidney cancer no   yes             

Urinary incontinence no   yes             Pelvic Organ Prolapse no   yes             

 

SOCIAL HISTORY 

Do you smoke cigarettes?                                   no   yes If “yes”, how many cigarettes per day? 

Do you drink alcohol?                                      no   yes If “yes”, how many drinks per week? 

Do you use drugs?                      no   yes If “yes”, what type?                                        How often? 

Do you work outside the home?                                    no   yes If “yes”, what is your job? 

Are you married or in a committed relationship?                       no   yes  

Are you sexually active? no   yes If “yes”, do you leak urine during sex?    no   yes 

  If “yes”, do you have pain with sex?        no   yes 

Have you been subjected to sexual abuse as a child or adult? no   yes  

Have you been subjected to physical abuse as a child or adult? no   yes  

 
What is your normal level of physical activity? 

 

 I am very active and exercise regularly (yard work, lifting, aerobics, etc…) 
 I am active but do not actively exercise (housework & regular walking) 
 I am a little active (light housework, occasional walking) 
 I am not active (sit most of the day) 

 

REVIEW OF SYSTEMS 

Do you currently have problems with (please check all that apply): 

Fatigue, weight gain or loss, night sweats, fevers? no   yes  

Vision, hearing, sense of smell, difficulty swallowing? no   yes  

Chest pain, palpitations, fainting? no   yes  

Shortness of breath, chronic cough, wheezing? no   yes  

Nausea, vomiting, diarrhea, constipation, bloating? no   yes  

Abdominal pain, indigestion, blood in stool, change in stool? no   yes  

Muscle pain, joint pain, muscle weakness, leg swelling? no   yes  

Skin rashes, skin lesions, easy bruising or bleeding? no   yes  

Seizures, fainting, numbness, tremors, headaches? no   yes  

Depression, anxiety? no   yes  

Excessive thirst, feeling too hot/cold? no   yes  

Allergies, swollen glands, immune diseases? no   yes  
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Please answer these questions if you have ANY problem with urine leakage: 

Do you usually have an urge to urinate before you leak urine? no   yes 

Does the sound or feel of running water make you leak urine? no   yes 

Do you leak urine when you approach your home after being out? no   yes 

When you have an urge to urinate, can you hold your urine until you get to the bathroom? always   most of the time  sometimes   never 

Do you leak urine when you cough, sneeze, laugh or exercise? no   yes 

Do you wet the bed when you are completely asleep? no   yes 

Do you feel like you leak urine constantly? no   yes 

Do you wear pads to protect your clothing from leakage? no   yes 

                  If “yes”, what kind?   pantiliner     mini pad     thick/maxi pad      protective undergarment    other 
                  How many times per day do you change your pad? 

How often do you leak urine?       never      1-2x per month      1-2x per week     1-2x per day     3-5x per day     more than 5x per day 
 

Please mark the best answer for each question: 

How do symptoms or conditions relation to the following 
→→→→ 

       usually affect your ↓ 
Bladder or urine Bowel or rectum Vagina or pelvis 

1. Ability to do household chores (cooking, housecleaning, 
laundry)? 

□ Not at all 
□ Somewhat 
□ Moderately 
□ Quite a bit 

□ Not at all 
□ Somewhat 
□ Moderately 
□ Quite a bit 

□ Not at all 
□ Somewhat 
□ Moderately 
□ Quite a bit 

2. Ability to do physical activities such as walking, swimming, or 
other exercise? 

□ Not at all 
□ Somewhat 
□ Moderately 
□ Quite a bit 

□ Not at all 
□ Somewhat 
□ Moderately 
□ Quite a bit 

□ Not at all 
□ Somewhat 
□ Moderately 
□ Quite a bit 

3. Entertainment activities such as going to a movie or concert? 

□ Not at all 
□ Somewhat 
□ Moderately 
□ Quite a bit 

□ Not at all 
□ Somewhat 
□ Moderately 
□ Quite a bit 

□ Not at all 
□ Somewhat 
□ Moderately 
□ Quite a bit 

4. Ability to travel by car or buss for a distance greater than 30 
minutes away from home? 

□ Not at all 
□ Somewhat 
□ Moderately 
□ Quite a bit 

□ Not at all 
□ Somewhat 
□ Moderately 
□ Quite a bit 

□ Not at all 
□ Somewhat 
□ Moderately 
□ Quite a bit 

5. Participating in social activities outside your home? 

□ Not at all 
□ Somewhat 
□ Moderately 
□ Quite a bit 

□ Not at all 
□ Somewhat 
□ Moderately 
□ Quite a bit 

□ Not at all 
□ Somewhat 
□ Moderately 
□ Quite a bit 

6. Emotional health (nervousness, depression, etc.)? 

□ Not at all 
□ Somewhat 
□ Moderately 
□ Quite a bit 

□ Not at all 
□ Somewhat 
□ Moderately 
□ Quite a bit 

□ Not at all 
□ Somewhat 
□ Moderately 
□ Quite a bit 

7. Feeling frustrated?  

□ Not at all 
□ Somewhat 
□ Moderately 
□ Quite a bit 

□ Not at all 
□ Somewhat 
□ Moderately 
□ Quite a bit 

□ Not at all 
□ Somewhat 
□ Moderately 
□ Quite a bit 

Do you experience, and if so, how much are you bothered by: 

Frequent urination? □ Not at all     □ Somewhat     □ Moderately     □ Quite a bit 

Urine leakage related to the feeling of urgency (sudden desire to urinate)? □ Not at all     □ Somewhat     □ Moderately     □ Quite a bit 

Urine leakage related to physical activity, coughing or sneezing? □ Not at all     □ Somewhat     □ Moderately     □ Quite a bit 

Small amounts of urine leaks (drops)? □ Not at all     □ Somewhat     □ Moderately     □ Quite a bit 

Difficulty emptying your bladder? □ Not at all     □ Somewhat     □ Moderately     □ Quite a bit 

Pain or discomfort in the lower abdominal or genital area? □ Not at all     □ Somewhat     □ Moderately     □ Quite a bit 

Do Not Write Below This Line 

 
Reviewed with patient on____/____/____________ 
 

 
_________________________________________________________________ 

Physician’s Signature 

 


