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PELVIC FLOOR QUESTIONNAIRE
Name:_______________________________________		DOB:__________________

Please describe your main problem: ________________________________________________
______________________________________________________________________________

Describe activities that you cannot do because of your problem: _________________________
______________________________________________________________________________

List all abdominal or pelvic surgeries:________________________________________________

Occurrence of Incontinence or leaking: Daily / 3-4 times week / 1-2 times a week / less than 1 per month
Protection used: NONE / Pantishield / Minipad / Maxipad	 Frequency: # day ___  # night ___
Severity of leakage: NONE / few drops / wet underwear / wet outerware
Position or activity with leakage:  Lying down /  Sitting /  Standing /  Changing positions / Strong urge / Other _____________________________________________________________
Intensity of activity with leakage: Vigorous / Moderate / Light / NONE
Can you delay the need to urinate?  Y / N 	 How long? _______________________________
Do you have a known prolapse or feeling of “falling out”?  Y / N
Frequency of urination:  Daytime____________________	Nighttime_____________________
Describe your fluid intake (drinking frequency and amount) ___________________________
_____________________________________________________________________________
Do you experience constipation?  Y / N
Do you experience pain with urination? Y / N
Can you stop the flow of urine? Y / N
Are you sexually active?  Y / N 		Is intercourse painful? Y / N
Any history of or present sexually transmitted infections? Y / N 	Explain:________________________________________________________________
Do you have a history of sexual abuse? Y / N _______________________________________

FEMALE PATIENTS ONLY: 
Are you pregnant or attempting pregnancy?  Y / N  	# weeks_______________________
# Previous pregnancies _______________		# Previous vaginal deliveries____________
# Episiotomies_______________________	# Vaginal tears _____________________________
# C-sections_________________________	Do you have a painful scar?  Y / N
Have you experienced menopause?  Y / N 	on date:__________________________________
Have you been on hormone replacement therapy?  Y / N	________________________________
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