	Title: Mr / Mrs/ Miss / Master / Other   (please tick √ )

	Surname:

	First Name:

	Dob:

	CHI:

	Address:


	Previous Address:

(or Hospital Ward)



	Postcode:
	Postcode:

	Telephone:


Continence PRODUCT
Re-assessment Form 

(To be used only for patients 

previously assessed and in receipt of continence products)

Assessed By:  
Assessment Date:  
Patients GP Practice:
Review Date:  
Please complete all sections of this form              (otherwise it will be returned)
	Nature of Problem: 
	Mobility:
	
	Physical Examination

	Urinary
	
	
	Good
	
	
	
	Urinalysis
	Yes
	No

	Faecal
	
	
	Poor
	
	
	
	Midstream Specimen of urine:
	
	

	Both
	
	
	
	Sent for C&S:
	
	

	When did the problem start
	
	3 Day Bladder Chart:
	
	

	Number of weeks
	
	
	
	Bowel Charting:
	
	

	Number of Months
	
	
	
	Skin Condition: Generally Healthy?
	
	

	Number of Years
	
	
	
	Skin Condition: Groins: red or sore?
	
	

	
	
	Leakage on coughing?
	
	

	Fluid intake: Cups in 24 Hrs
	
	
	
	Evidence of prolapse?
	
	

	
	
	Rectal Examination?
	
	

	How does the problem affect your life?

	Unbearable
	
	Inconvenient
	
	Tolerable
	
	Not affected
	
	Sex life affected
	


	Medication:

	


	Treatment / Management Plan:

	

	Product Required:



	Signed:
	
	Designation:
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