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Patient Details 
	Title: Mr / Mrs/ Miss / Master / Other    (Please tick √)

	Surname:

	First Name:

	Dob:

	CHI:

	Address:


	Previous Address:

(or Hospital Ward)


	Postcode:
	

	Telephone:
	


Continence PRODUCT Assessment Form 

(to be used for a New Patient
not in receipt of products)

Assessed By:  
Patients GP Practice:  
Assessment Date: 
Review Date: 
Please complete ALL sections of this form           (otherwise  it  will  be  returned)   
	Nature of Problem 
	
	Caffeine Intake

	Urinary
	
	
	
	(>2 cups in 24hrs) 
	Yes / No

	Faecal
	
	
	
	

	Both
	
	
	
	Useful information and relevant medication
(including over the counter)

	
	
	

	When did the problem start
	
	

	Number of weeks 
	
	
	
	

	Number of Months
	
	
	
	

	Number of Years 
	
	
	
	

	
	
	

	Is it getting worse 
	
	

	Yes 
	
	
	
	

	No
	
	
	
	

	
	
	

	Medical History
	
	

	Diabetes
	
	
	
	

	MS
	
	
	
	

	Parkinson’s
	
	
	
	

	Dementia
	
	
	
	

	CVA
	
	
	
	
	
	

	Spinal Injury
	
	
	
	How does the problem affect your life?

	Learning disability
	
	
	
	
	Yes
	No

	Other (please state)
	
	
	Unbearable
	
	
	

	
	
	Inconvenient
	
	
	

	Surgical History
	
	Tolerable
	
	
	

	Cystoscopy
	
	
	
	Not affected 
	
	
	

	Bladder Surgery
	
	
	
	Is your sex life affected 
	
	
	

	TURP
	
	
	
	
	
	
	

	Hysterectomy
	
	
	
	Physical Examination

	Pelvic Floor Repair
	
	
	
	
	
	Yes
	No

	Bowel Surgery
	
	
	
	Skin Condition: Generally Healthy?
	
	

	Haemorrhoid Surgery
	
	
	
	Skin Condition: Groins: red or sore?
	
	

	Fistula Surgery
	
	
	
	Leakage on coughing?
	
	

	
	
	Evidence of prolapse?
	
	

	
	
	Rectal Examination?
	
	

	Any known allergies
	
	
	
	
	
	

	
	
	Urinalysis
	
	Yes
	No

	Special Diet - Details
	
	
	Midstream Specimen of urine:
	
	

	
	
	Sent for C&S:
	
	

	Fluid intake
	
	3 Day Bladder Chart:
	
	

	Cups in 24 Hrs
	
	
	Bowel Charting:
	
	

	
	
	
	
	

	Urinary Symptoms

	
	
	

	Symptoms of Stress Incontinence
	Yes
	No

	Does the patient leak when they laugh, cough, sneeze, move or lift?
	
	

	Symptoms of Frequency / Urge Incontinence
	
	

	How long can the patient hold on after they feel the desire to pass water?
	

	Is the desire so great that they would be wet if you did not get to the toilet immediately?
	
	

	
	
	

	Does the patient feel an urgent desire to pass urine when they hear running water or put a key in the front door?
	
	

	
	
	

	Does the patient get up to go to the toilet more than twice per night?
	
	

	Symptoms of Overflow Incontinence 
	
	

	Does the patient have strain?
	
	

	Has the patient noticed if their stream is weaker than it used to be?
	
	

	Does the patient leak immediately after they think they are finished?
	
	

	Does the patient feel that their bladder is full even after emptying?
	
	

	Has the patient had recurrent UTI’s in the last 6 months?
	
	

	Does the patient’s bladder empty without warning?
	
	

	Passive Incontinence
	
	

	Is the patient confused? 
	
	

	Is the patient depressed? 
	
	

	Does the patient have a learning disability?
	
	

	Functional Incontinence 
	
	

	Do you have restricted mobility?
	
	

	Are you unable to manage clothes easily and quickly?
	
	

	
	
	

	Faecal Symptoms

	
	
	
	
	
	
	

	Normal Bowel Habit

	
	
	
	Faecal Incontinence 
	Yes 
	No

	Bristol Scale (score 1-7)
	
	
	Have you noticed any:
	
	

	
	Yes
	No
	
	
	 - Bleeding
	
	

	Once Daily
	
	
	
	
	 - Mucus
	
	

	More than once daily 
	
	
	
	How long can you hold on after you feel the desire to pass a stool?

	Alternate days 
	
	
	
	

	Less Often
	
	
	
	Can’t hold on
	
	

	Normal formed stool 
	
	
	
	Up to 5 minutes 
	
	

	Diarrhoea
	
	
	
	Up to 15 minutes 
	
	

	Constipated 
	
	
	
	Longer
	
	

	
	
	
	
	Amount of Leakage:
	
	

	
	
	
	
	Large amount 
	
	

	
	
	
	
	Small amount 
	
	

	
	
	
	
	Smearing only
	
	

	
	
	
	
	
	
	

	Treatment Plan 

	

	Type of Incontinence Identified :

	Type of product required:
	Daily quantity required :

	Treatment Plan:

	Name & Designation of Assessor:
	

	Signature of Assessor:
	
	Date:
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