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Continence Assessment
G.P.: _________________________
Referred From: _________________

Home Address: ____________________________________________________________
Home Telephone: __________________________________________________________
	
	Yes
	No

	1.  Do you leak when you cough, sneeze or strain in any way?
	
	

	2.  When your bladder is full, do you need to go to the toilet straight away or can you hold it?
	
	

	3.  Is there any stinging, burning or pain when you pass water?
	
	

	4.  Do you ever wet before making the toilet?
	
	

	5.  Do you need to use pads for the wetness?
	
	

	6. Can you access the toilet/commode in your home easily?
	
	

	7.  Do you feel a bulge or lump in the vaginal area?
	
	

	8.  Do you have trouble controlling your bowels or passing wind?
	
	

	9. Do you have other bowel problems i.e. constipation/diarrhoea?

_________________________________________________________________

_________________________________________________________________

_________________________________________________________________


	
	

	10. How many times do you have to get up at night?

__________________________________________________________________________

__________________________________________________________________________



	11. How many times do you go during the day?

__________________________________________________________________________

__________________________________________________________________________



	12. How many cups of coffee, alcohol, water or other fluid would you drink each day?

__________________________________________________________________________

__________________________________________________________________________

__________________________________________________________________________

__________________________________________________________________________



	13. Do you have any other medical conditions?

__________________________________________________________________________

__________________________________________________________________________

__________________________________________________________________________

__________________________________________________________________________



	14. What medications are you currently taking?

__________________________________________________________________________

__________________________________________________________________________

__________________________________________________________________________

__________________________________________________________________________



	15. What do you think would help you manage in your home at this present time with your waterworks problem?

__________________________________________________________________________

__________________________________________________________________________

__________________________________________________________________________

__________________________________________________________________________



	16. Continence product required?

__________________________________________________________________________

__________________________________________________________________________

__________________________________________________________________________

__________________________________________________________________________



	9. Waist measurement.


	_____cm


Client Signature:  _________________________________
Date: _____________
Nurse Signature:   _________________________________
Date: ________​​​_____

Additional Notes:

____________________________________________________________________________________________________________________

____________________________________________________________________________________________________________________

____________________________________________________________________________________________________________________

____________________________________________________________________________________________________________________

____________________________________________________________________________________________________________________

____________________________________________________________________________________________________________________

____________________________________________________________________________________________________________________

____________________________________________________________________________________________________________________

____________________________________________________________________________________________________________________

____________________________________________________________________________________________________________________

____________________________________________________________________________________________________________________

​​​​​​​​​​​​____________________________________________________________________________________________________________________

	REFERRALS

	*MSU – Pathology form
	

	*G.P. – Please send copy
	

	*Women’s Health – Please send copy
	

	*Specialist Clinic – Please send copy
	

	*PADP – Please send copy
	

	*PADP Application Form
	

	*DVA – Direct Order Form
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