
‭Pelvic Health Intake Form‬

‭Name‬ ‭Age‬ ‭Date‬

‭Since the onset of your current symptoms have you had:‬
‭Y/N‬ ‭Fever/Chills‬ ‭Y/N‬ ‭Malaise (Unexplained tiredness)‬
‭Y/N‬ ‭Unexplained weight change‬ ‭Y/N‬ ‭Unexplained muscle weakness‬
‭Y/N‬ ‭Dizziness or fainting‬ ‭Y/N‬ ‭Night pain/sweats‬
‭Y/N‬ ‭Change in bowel or bladder functions‬ ‭Y/N‬ ‭Numbness / Tingling‬
‭Y/N‬ ‭Other /describe‬

‭Ob/Gyn History (females only)‬
‭Y/N‬ ‭Childbirth vaginal deliveries #‬ ‭Y/N‬ ‭Vaginal‬‭dryness‬
‭Y/N‬ ‭Episiotomy #‬‭__‬ ‭Y/N‬ ‭Painful periods‬
‭Y/N‬ ‭C-Section #‬ ‭Y/N‬ ‭Menopause - when?‬
‭Y/N‬ ‭Difficult childbirth #‬ ‭Y/N‬ ‭Painful vaginal‬‭penetration‬
‭Y/N‬ ‭Prolapse or organ falling out‬ ‭Y/N‬ ‭Pelvic pain‬
‭Y/N‬ ‭Other /describe‬
‭Males only‬
‭Y/N‬ ‭Prostate disorders‬ ‭Y/N‬ ‭Erectile dysfunction‬
‭Y/N‬ ‭Shy bladder‬ ‭Y/N‬ ‭Painful ejaculation‬
‭Y/N‬ ‭Pelvic pain‬
‭Y/N‬ ‭Other /describe‬

‭Bladder / Bowel Habits / Problems‬
‭Y/N‬ ‭Trouble initiating urine stream‬ ‭Y/N‬ ‭Blood in urine‬
‭Y/N‬ ‭Urinary intermittent /slow stream‬ ‭Y/N‬ ‭Painful urination‬
‭Y/N‬ ‭Trouble emptying bladder‬ ‭Y/N‬ ‭Trouble feeling bladder urge/fullness‬
‭Y/N‬ ‭Difficulty stopping the urine stream‬ ‭Y/N‬ ‭Current laxative use‬
‭Y/N‬ ‭Trouble emptying bladder completely‬ ‭Y/N‬ ‭Trouble feeling bowel/urge/fullness‬
‭Y/N‬ ‭Straining or pushing to empty bladder‬ ‭Y/N‬ ‭Constipation/straining‬
‭Y/N‬ ‭Dribbling after urination‬ ‭Y/N‬ ‭Trouble holding back gas/feces‬
‭Y/N‬ ‭Constant urine leakage‬ ‭Y/N‬ ‭Recurrent bladder infections‬
‭Y/N‬ ‭Other/describe‬


