




Patient name: ________________________

Male Voiding Questionnaire







YES

NO

Have you been treated for more than two urinary tract infections this year?

(

(
When was the last time you had a urinary tract infection? _______________________

Is your urine ever bloody?







(

(
Have you ever been treated with urethral dilatation?




(

(
If so, how many times? _________________  Did it help?




Childhood bladder habits

Did you have difficulty holding urine as a child?





(

(
As a child did you wet the bed beyond age 5?





(

(
Urgency / Frequency

Do you feel that you urinate too often?






(

(
Do you usually get up to urinate during the sleeping hours? 



(

(
If yes, how many times? _____________

How many times during the day do you urinate?  

1-4 (     5-8 ​(    9-12 (   more than 12 (
How often do you pass urine during the day? Every _________hrs

Is the volume of urine you usually pass?   

      

very small (  small (   average  (  large (?

Do you restrict your fluid intake because of your bladder problem?


(

(
Do you constantly feel an urge to urinate?





(

(
Do you often experience a strong, sudden urge to urinate?



(

(
Do you often feel you must rush to reach the toilet?




(

(
If yes, does it occur:     all/most of the time  (     half the time (
some of the time (


How long can you hold back the urge to urinate?____________________________

Do you lose urine when you have the urge to urinate?                                                         (

(
If yes, does it occur:     all/most of the time  (     half the time (
some of the time (


Do you experience a strong sense of urgency with any of the following:




Temperature changes   (

( 

Running water   
(

( 

Entering the house  
(

( 

Approaching the toilet    (

( 

Other: _____________  (

( 

Do you sometimes feel you need to urinate again immediately after urinating?

(

(
Do you void before leaving the house “just in case?”




(

(
Are you conscious of where the nearest toilet is when you are away from home?

(

(
Voiding symptoms

Do you have difficulty emptying your bladder completely?



(

(
If yes, does it occur:     

all/most of the time  (     half the time (
    some of the time (


How do manage this problem: ___________________________________________

Is the urine stream ever hesitant or interrupted?





(

(
If yes, does it occur:     

all/most of the time  (     half the time (
     some of the time (


Do you need to strain to empty?







(

(
If yes, does it occur:     

all/most of the time  (     half the time (
    some of the time (


Do you have difficulty telling when your bladder is full?




(

(
Do you dribble just after urinating (i.e. when you stand up)?



(

(
If yes, does it occur:     

all/most of the time  (     half the time (
    some of the time (


Do you have trouble stopping your urine midstream?
                    


(

(
Urinary incontinence








YES

NO

Do you experience uncontrollable loss of urine?





(

(
Do you lose urine with:

Coughing

(

( 

sneezing

(

( 

lifting objects 

(

( 

straining 

(

(
bending

(

(
walking 

(

(






during intercourse
(

(
after intercourse
(

(
Is the volume you lose   


( a few drops  ( wet underwear or pad  ( soaked pad or clothing

Do you lose urine with a strong urge that cannot be controlled?



(

(
If yes, does it occur: 

all/most of the time (     half the time (
     some of the time (


Is the volume you lose   


( a few drops  ( wet underwear or pad  ( soaked pad or clothing

In which positions does urine loss usually occur? 











Lying down



(

(






Sitting




(

(






Standing



(

(






Moving from sitting to standing position
(

(
Is your loss of urine a continual drip so that you feel constantly wet?


(

(
Do you ever lose urine without any warning?                               



(

(
If yes, please explain when/how: ____________________________________________

Do you always feel when you lose urine?





(

(
Do you lose urine while you sleep?                                                                                       (

( 

Do you wear protection for urine loss?






(

(

What type? ____________________ How many per day? __________________

Do you experience hygiene or skin problems related to your leakage?


(

(
Bladder pain

Do you have discomfort associated with your bladder?                                   
             (

(
(if no, to above question, go directly to bowel section below)

If yes, location/description of pain ________________________________________________

Indicate events that cause pain and rate the severity on a scale of 0 to 10 (0-none, 10 – the worst pain ever) 

With bladder fullness           (

pain rating _______/10

During voiding                      (

pain rating _______/10

After voiding                         (

pain rating _______/10

Other: _________________(

pain rating _______/10

What activities are limited by your pain?_______________________________________________________________________________What makes pain worse? _______________________________________________________________

Bowel habits








      YES
     NO

How often do you have a bowel movement? _______________________ 

Do you ever attempt evacuation without results?




       (

       (


If yes, how often: ________________________









Do you use any of the following to help you evacuate?

Laxatives    (type _________________) (
Suppository



(
Enema




(
Manual removal



(
Fiber supplement


(
Other: _______________

(
Typical stool consistency:

Separate hard lumps, like nuts      

              

(
           

Sausage shaped but lumpy



(
Like a sausage or snake but with cracks on surface

(
Like a sausage or snake but smooth and soft


(
Soft blobs with clear cut edges



(
Fluffy pieces with ragged edges or mushy stool 

(
Watery, no solid pieces




(
Combination of above 




(
Do you ever experience blood in the stool or on the tissue?



(

(
Do you experience a sensation of the need to evacuate?




(

(
If yes, rate this sensation:    

normal (    blunted/uncertain (    strong/urgent  (
Do you constantly feel an urge to evacuate?





(

(
Do you lose stool with a strong urge that cannot be controlled?



(

(
If yes, does it occur: 

all/most of the time (     half the time (
     some of the time (


How long can you hold the urge to evacuate?_______________


Do you have a problem with constipation?





(

(
Do you strain to pass stool?







(

(
If yes, does it occur:     

all/most of the time  (     half the time (
some of the time (


On average, how much time do you spend on the toilet for each evacuation? ________

Do you have difficulty emptying your bowels completely?




(

(
-If yes, does it occur:     

 all/most of the time  (     half the time (
some of the time (


-Do you feel stool remains: at the anal opening (   higher in the rectum/colon  (



Do you have difficulty with hygiene after a bowel movement?



(

(
Are you unable to feel the difference between solid or liquid stool and gas?

(

(
Bowel incontinence








YES

NO

Are you unable to avoid passing gas in public?





(

(
Do you experience uncontrollable loss of stool or stool seepage?



(

(
(if you answered no to above question, go directly to bowel/abdominal pain section below)

Is the amount you lose   


very small (    medium (    large (?

Do you lose stool with:

Cough/sneeze

(

( 

Aerobic Exercise            (

( 

Lifting/straining  
(

( 

Releasing  gas

(

(
Urinating

(

(
Intercourse     

(

(
No warning/urge 
(

(
Is the amount you lose   


( Stain/smear  ( 2 Tbsp. or less   ( ¼ to ½ cup    ( ½ to 1 cup   ( greater than 1 cup
If yes to above, consistency of stool loss: formed/solid (
 hard balls ( loose/unformed ( liquid/mucous (
How often does this happen? ____________________________________________

Do you lose stool with a strong urge that cannot be controlled?



(

(
-does it occur:     all/most of the time  (     half the time (
some of the time (


Is the amount you lose   


( Stain/smear    ( 2 Tbsp. or less   ( ¼ to ½ cup    ( ½ to 1 cup   ( greater than 1 cup
If yes to above, consistency of stool loss: formed/solid (
 hard balls ( loose/unformed ( liquid/mucous (
How often does this happen? ____________________________________________

Do you ever lose stool without any warning or urge?                     

             (

(
If yes, please explain when/how: ____________________________________________

Do you loose stool without feeling it happen?                             



(

(
 If yes, please explain when and how _________________________________________  

Does the stool loss, seepage or staining occur after bowel movement?                         
(

(
Does the stool loss, seepage or staining
during sleep?                                                        (

(















Do you wear protection for stool loss?






(

(

What type? ____________________ How many per day? __________________

Bowel / Abdominal pain

Do you experience pain related to bowel function?




(

(
(if no, to above question, go directly to pelvic pain section below)

If yes, location/description of pain ________________________________________________

Indicate events that cause pain and rate the severity on a scale of 0 to 10 (0-none, 10 – the worst pain ever) 

Before bowel movement      (

pain rating _______/10

During bowel movement      (

pain rating _______/10

After bowel movement         (

pain rating _______/10

With meals                           (
             pain rating _______/10

Other: _________________(

pain rating _______/10

What activities are limited by your pain?_______________________________________________________________________________What makes pain worse? _______________________________________________________________

What makes the pain better? ____________________________________________________________

How long have you had the bowel pain indicated in the sections above? __________________

List any event that was associated with the onset of your bowel problem (such as an accident, surgery, childbirth) ___________________________________________________________________________ 

Pelvic Pain









YES
       NO

Do you experience pelvic pain?            






(
         (  

(if no, to above question, go directly to emotional factors section below)

If yes, give a description and location of the pain_________________________________________________________  

Do you experience pain with intercourse?





  (
         (
Indicate events that cause pain and rate the severity on a scale of 0 to 10 (0-none, 10 – the worst pain ever)

Arousal

  
(
                pain rating _______/10

Thrusting

(

   pain rating _______/10

Orgasm 

(

   pain rating _______/10

Does the pain continue after intercourse? 

If yes, indicate: 
                pain rating _______/10

       


   How long does the pain last? ________ hours/days 

Indicate other events that cause pain and rate the severity on a scale of 0 to 10 (0-none, 10 – the worst pain ever)

During rectal exam              (
            pain rating _______/10

Sitting


      (
            pain rating _______/10

Certain clothing

      (
            pain rating _______/10

Other (describe)_______________________________________________________pain rating _______/10

What activities are limited by your pain?_______________________________________________________________________________

What makes pain worse? _______________________________________________________________

What makes the pain better? ____________________________________________________________

How long have you had the pelvic pain indicated in the sections above? ___________​​​​_______________

List any event that was associated with the onset of your pain symptoms (such as an accident, surgery) ___________________________________________________________________________

Emotional factors










Does emotional stress affect symptoms of your:  
bladder



(
        (
bowel 



(                  (
pelvic pain


(
        (
Have you ever experienced 



domestic violence

(
        (
 








rape



(
        (







sexual abuse / molestation
(
        (







incest



(
        (
Have you ever been diagnosed with and/or treated for a nervous condition?

(
        (
Have you ever been diagnosed with and/or treated for depression?


(
        (
Symptom severity

Rate your feeling as to the current severity of your bowel, bladder, or pelvic floor problem on a scale of 1-10 with 10 being most severe.

0
1
2
3
4
5
6
7
8
9
10


Rate the following statement as it applies to you today, with 0 not true at all, 10 being true:

My problem is controlling my life.

0
1
2
3
4
5
6
7
8
9
10


1
1

