Pelvic Floor Questionnaire

Bladder Questions

Stress Incontinence: Do you leak of urine when you :
Stand up?

Cough, sneeze or laugh?
Lift objects
Exercise
Urge Incontinence: Do you leak of urine:
When you have a strong urge to urinate?
On the way to the bathroom?
While putting your key in the door?
While trying to undress at the toilet?
When you hear, see or feel water?
Voiding Pattern
Difficulty initiating a urine stream?
Difficulty stopping your stream?
Pain or burning during urination?
Blood in your urine?
Do you need to strain to empty your bladder?
Fluid Intake:
Water: # cups per day?
Bladder Irritants: (coffee, tea, cocoa) # of cups per day?
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Number of carbonated drinks?
Number of acidic drinks/day?
Number of alcoholic drinks/week?

On average how often do you empty your bladder?
Every hour or less___ Between 1-2 hours

Between 2-3 hours Between 3-4 hours > 4 hours

| wake up to empty my bladder times per night.
Average yearly urinary tract infections?
When did you first experience incontinence?
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Previous Treatment for incontinence:
Have you done exercise to control urine loss? (ie Kegels) Y N

Has your doctor prescribed medication to treat urine loss Y N

Have you had any surgical procedures to treat urine loss?Y Y N
What type of protective devices do you use? (check all that apply)

Panty liner ____ sanitary pad: mini ___ maxi_____
Incontinence pad or brief _____ # of pads per day? __
Bowel Habits:
Frequency of BM: __ day ___week
Straining Y N
Do you experience fecal incontinence? vy N
Do you often use laxatives? Y N
How often?

Do you use enemas? Y N

How often?
Do you include fiber? Y N

Types:

Pelvic & Back Pain:

Do you experience pain during sexual relations or intercourse? Y N

Do you experience pain in the lower abdomen or perineum? Y N
Do you experience back pain? Y N

Do you experience heaviness or pressure on your perineum? Y N



Mark with an "x" where you have pain:
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NIH-Chronic Prostatitis Symptom Index (NIH-CPSI)

Pain or Discomfort
In the last week, have you experienced any pain or
discomfort in the following areas?

Yes No
a. Area between rectum and Oy Uy
testicles (perineum)
b. Testicles Q4 Qq
c. Tip ofthe penis (not related to Oy Uy
urination)
d. Below your waist, in your oy Uy
pubic or bladder area
In the last week, have you experienced:
Yes No
a. Pain or burning during ay Q,
urination?
b.  Pain or discomfort during or 34 o

after sexual climax (ejaculation)?

How often have you had pain or discomfort in any of
these areas-over the last week?

Uy Never

Oy Rarely
O, Sometimes
Qg Often

4, Usually
Qs Always

Which number best describes your AVERAGE pain or
discomfort on the days that you had it, over the last week?

a o o o o o g o o a a
o0 1 2 3 4 5 6 7 & 9 10

NO PAIN AS
PAIN BAD AS
YOU CAN
IMAGINE

Urination

How often have you had a sensation of not emptying
your bladder completely after you finished urinating,
over the last week?

Qg Not at all

Oy Lessthan 1timein 5
Qs Less than half the time
Qs About half the time

U4 More than half the time
Qg Almost always

6. How often have you had-to urinate again less than two
hours after you finished urinating, over the last week?

g Notatall

Qy Lessthan1timein5
Q, Lessthan half the time
Qg About half the time

Q4 More than half the time
Qs Almost always '

Impact of Symptoms

7. How much have your symptoms kept you from doing
the kinds of things you would usually do, over the
last week?

O, None

Q; Only a liitle
Q, Some

D3 Alot

0y

8. How much did you think about your symptoms, over the
last week?

Q; None
Q4 Only a little
Q, Some
Qs Alot

Quality of Life
9. If you were to spend the rest of your life with your

symptoms just the way they have been during the last
week, how would you feel about that?

Qg Delighted

Oy Pleased

Uy Mostly satisfied

Q3 Mixed (about equally satisfied and dissatisfied)
Q4 Mostly dissatisfied

Qs Unhappy

DS Terrible

Scoring the NIH-Chronic Prostatitis Symptom Index Domains

Pain: Total of items 1a, 1b, 1¢,1d, 2a, 2b, 3,and 4 =
Urinary Symptoms: Total of items 5 and 6 =

Quality of Life Impact: Total of items 7,8, and 9
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PHYSICAL THERAPY
— YOUR WAY —

ADVANCED SPECIALTY CARE

Alexandria and Lorton, VA e 571-312-6966

PELVIC FLOOR CONSENT FOR EVALUATION AND TREATMENT

I acknowledge and understand that I have been referred for evaluation and treatment for a pelvic floor
dysfunction. Pelvic floor symptoms include, but are not limited to, incontinence of bowel or bladder;
difficulty with bowel, bladder, or sexual functions; painful scars after childbirth or surgery; persistent
sacroiliac or low back pain; and pelvic pain conditions.

I understand that to evaluate my condition it may be necessary, initially and periodically, to have my therapist
petform an internal pelvic floor muscle examination. This examination is performed by obsetrving and/or
palpating the perineal region including the vagina and/or rectum. This evaluation will assess skin conditions,
reflexes, muscle tone, length, strength and endurance, scar mobility, and function of the pelvic floor region.
Such evaluation may include vaginal or rectal sensors for muscle biofeedback.

Treatments may include, but are not limited to, the following: observation, palpation, use of vaginal weights,
vaginal or rectal sensors for biofeedback and/or electrical stimulation, ultrasound, heat, cold, stretching and
strengthening exercises, soft tissue and/or joint mobilization, and educational instruction.

I understand that in order for therapy to be effective, I must attend my scheduled appointments. If I have
difficulty with any part of my treatment program, I will discuss it with my therapist.
1. The purpose, risks, and benefits of this evaluation have been explained to me.
2. T understand that I can terminate this procedure at any time.
3. T understand that I am responsible for immediately telling the therapist if I am having any discomfort
or unusual symptoms during the evaluation.
4. __ Iwould like to have a chaperone present in the room during the treatment session.
__ Ido not wish to have a chaperone present in the room during the treatment session.

(Please select one)

Date: Patient Name:

Patient Signature Signature of Parent or Guardian (if applicable)

Witness Signature
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