Female Pelvic Medicine & Reconstructive Surgery
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6012 Main Street                              3100 Quakerbridge Road, Clover Square                                                                                                             
Voorhees, NJ 08043                          Hamilton Township, NJ 08619
Phone: (856) 325-6622                    Fax: (856) 325-6522
Adam S. Holzberg, DO                      Joseph Montella, MD              Lioudmila V. Lipetskaia, MD
Donna Rosen, MSN, WHNP-C
Welcome to Cooper Urogynecology. We are pleased that you have been referred to our office. 

Your scheduled appointment with Dr._____________________ is on ____________________at ___________am/pm. 
Please arrive 15-20 minutes prior to your scheduled appointment unless you have been told otherwise.  We often have additional paperwork for you to fill out in order to meet you healthcare needs.

For your first visit:
· Complete the Urogynecology Initial Visit Questionnaire and bring it with you to your appointment.
· Arrive 15 minutes PRIOR to your scheduled appointment to complete additional paperwork.

Important reminders:
· Initial Examination: A pelvic examination is usually performed during the first visit. If indicated other bladder testing may also be performed (e.g. urine culture, post-void residual).
· Canceling or Rescheduling: In the event you need to cancel or reschedule your appointment, please call (856) 325-6622 as soon as possible.
· Late Arrival: In the event you may be late, please call (856) 325-6622 and let the office know. We cannot guarantee your visit if you arrive more than 15 minutes late. 

· Billing Policy: All billing is handled by the Professional Business Office at Cooper University Health Care. If your insurer requires co-payment, you will be required to pay this at the time of service. For billing or insurance questions, please contact the billing office: (856) 382-6500.

· Insurance/Referral: Please bring you insurance card, and if necessary please contact your primary care physician’s office for your insurance referral or you may be responsible for payment in full.  Referrals should be made out to University/Cooper Urogynecology Assoc.
· Consultation Request: Please bring a request from your referring doctor for a consultation, as well as a diagnosis of why you are being referred. This can be faxed directly to our office or brought in with you on the day of your appointment.  This is not an insurance referral. It is required by our office for billing purposes if you were asked to see us by another practitioner.
· Records: Any records that pertain to your condition and you think might be helpful should be brought in at the time of your appointment. This could include labs, tests, other doctor visits, as well as reports from previous surgery.
· Sign Up for myCooper:  myCooper is a safe and secure online tool that connects you to your Cooper electronic medical record (subject to limitations) at any time, day or night. You can also manage your appointments and communicate with your physician’s office staff. Your Cooper physician’s office can help you with setting up your account, or you may call the support line at 1.844.3.myCooper (1.844.369.2667) – available 24 hours a day. Access myCooper at my.CooperHealth.org or download MyChart, Cooper’s mobile app. Search for MyChart in the app store and select Cooper as your provider.

We welcome your feedback: If you have any suggestions on how we might improve our practice and better

                                                        serve you; please do not hesitate to contact us.
Voorhees Driving Directions:

From Ben Franklin Bridge / Camden

· Take Admiral Wilson Boulevard (Route 30) to Route 70 East.
· Follow Route 70 East to Springdale Road – Voorhees exit, turn right (Camden County College on right).

· Take Springdale Road to the 3rd traffic light, which is Kresson Road, and turn left (Katz Jewish Community Center will be on your left and Temple Emanuel will be on the corner facing you).

· Take Kresson Road past Evesham Road to Centennial Boulevard and turn right (the Main Street Complex will be on your right).

· Cooper at Voorhees will be on your immediate left and the Main Street Complex will be on your right

From 295 South

· Follow 295 South to exit 32 (Haddonfield / Gibbsboro / Voorhees exit) and make a left at the end of the ramp onto Haddonfield-Berlin Road (Route 561).

· Continue to the five point intersection at Evesham Road and make a left.

· Follow Evesham Road and make a right at the light for Kresson Road.

· Go to the next light at Centennial Boulevard and make a right.

· Cooper at Voorhees will be on your immediate left and the Main Street Complex will be on your right.

From Walt Whitman Bridge

· Take the North / South Freeway (Route 42) to 295 North.

· Follow 295 North to Exit 32 (Haddonfield / Gibbsboro / Voorhees exit) – Melitta Coffee is on the right.

· Make a right at the end of the exit ramp onto Haddonfield-Berlin Road (Route 561).

· Continue to the five point intersection at Evesham Road and make a left.

· Follow Evesham Road and make a right at the light for Kresson Road.

· Go to the next light at Centennial Boulevard and make a right.

· Cooper at Voorhees will be on your immediate left and the Main Street Complex will be on your right.

From Atlantic City and Shore Points

· Take the Atlantic City Expressway to Exit 31 (Route 73 North).

· Follow Route 73 North, passing BJ's and the Library Restaurant on the right.

· At the next light, make a left onto Kresson Road (TD Bank is on the corner).

· Go to the next light at Centennial Boulevard and make a left. Cooper at Voorhees will be on your immediate left and the Main Street Complex will be on your right.

Hamilton Twp. Driving Directions:

From 295 North:

· Follow 295 North to Exit 65 A (Sloan Road).
· Bear to the right at top of exit.
· Go through first traffic light. 

· Enter into Shopping Center.
· Located in RWJ wellness Center.
From Walt Whitman Bridge

· Take the North / South Freeway (Route 42) to 295 North.

· Follow 295 North to Exit 65 A (Sloan Road).

· Bear to the right at top of exit.

· Go through first traffic light.

· Enter into Shopping Center.

· Located in RWJ wellness Center. 

From Ben Franklin Bridge / Camden

· Take 676 to 295 North.

· Follow 295 North to Exit 65 A (Sloan Road).

· Bear to the right at top of exit.

· Go through first traffic light.

· Enter into Shopping Center.

· Located in RWJ wellness Center.
From New Jersey Turnpike:

· Take the NJ Turnpike to Exit 7 (Bordentown/Trenton).

· Turn slight right toward I-195E (Yardville/Mercerville).

· Stay straight to go onto the White Horse Pike.

· Turn left onto Arena Drive.

· Merge onto 295 North.

· Follow 295 North to Exit 65 A (Sloan Road).

· Bear to the right at top of exit.

· Go through first traffic light. 

· Enter into Shopping Center.

· Located in RWJ wellness Center.

About Cooper Urogynecology
For more than 15 years, Cooper Urogynecology, a program devoted to female bladder, bowel and pelvic conditions, has been an internationally recognized for our level of expertise and excellent patient care. Our goal is to provide you with the most advanced care for these important and often-neglected women’s health problems, while making the process as comfortable and efficient as possible.  Our commitment to research continues to evolve our program and provide patients with access to cutting edge technology, breakthrough treatment options, and a team of physicians who are leading researchers, educators, and innovators in this field.  Additionally, the technology platform available at Cooper is second to none - including an advanced data-tracking system that allows us to monitor and constantly improve our outcomes. 
Our Care Team
Adam S. Holzberg, DO - Dr. Holzberg is the Division Head of Female Pelvic Medicine & Reconstructive Surgery (Urogynecology) at Cooper University Hospital, and Associate Professor at Cooper Medical School of Rowan University.  He completed his B.A. at Rutgers University and attended medical school at the New York College of Osteopathic Medicine of the New York Institute of Technology.  He completed both his residency in Ob/Gyn and fellowship in Female Pelvic Medicine and Reconstructive Surgery at Cooper University Hospital and is double boarded in both fields.  Dr. Holzberg has published several scientific articles and has lectured both nationally and internationally in the field of Urogynecology.  Dr. Holzberg serves as the Secretary to the Board and a founding board member of International Health Care Volunteers, a charitable organization concerned with women’s health care worldwide.
Lioudmila Lipetskaia, MD – Dr. Lipetskaia is the Associate Director of the Female Pelvic Medicine & Reconstructive Surgery Fellowship (FPMRS) Program and Assistant Professor of Obstetrics & Gynecology at Cooper Medical School of Rowan University. Dr. Lipetskaia received her medical degree in Nizhniy Novgorod, Russia and graduated from her residency in Obstetrics and Gynecology at St. Luke’s Hospital in Bethlehem, PA. She became board certified in Female Pelvic Medicine and Reconstructive Surgery after completing her fellowship training at University of Louisville in Louisville, KY. She is also an education committee member of the American Urogynecologic Society (AUGS), dedicated to continuously improving patient care and treatment options for women affected by pelvic floor disorders. Dr. Lipetskaia’s areas of expertise include native tissue repair without vaginal mesh for pelvic organ prolapse and incontinence, robotic-assisted surgical treatment options, and posterior tibial nerve stimulation for overactive bladder and other urinary issues.  

Our Fellows:  We are home to a highly regarded training program in Female Pelvic Medicine & Reconstructive Surgery, and our fellows will often be an integral part of your care as they assist your physician.  Each of our fellows are fully trained Gynecologists or Urologists, who spend an additional 2-3 years in our program.  They at times will see you along with your physician at your initial visit, and also during testing, follow-up and postoperative care.

Donna Rosen, MSN, WHNP-C- As an advanced practice nurse, Donna contributes expertise in many areas of Urogynecology, and she sees patients independently for a wide variety of visit types including but not limited to urodynamic testing, medication management, pessary care and problem visits.

Cooper Urogynecology
INITIAL VISIT QUESTIONNAIRE

Name: _______________________________        Date of Birth: ___________________________      

Your Referring Physician:                                                 Your Primary Physician:

Name        ________________________________         Name      ___________________________________

Address    ________________________________         Address   ___________________________________

Phone
________________________________         Phone      ___________________________________

Fax
__________________________________          Fax           ___________________________________​​___
Your Gynecologist:

Name        ________________________________         

Address    ________________________________         

Phone
________________________________         

Fax
____________________________________        
ALLERGIES

Do you have any drug allergies?   Y/N

Please list which drugs you are allergic to and what happens when you take them.
_____________________________________________________________________

_____________________________________________________________________

_____________________________________________________________________

_____________________________________________________________________

_____________________________________________________________________

_____________________________________________________________________  

MEDICATIONS - LIST ALL MEDICATIONS INCLUDING OVER THE COUNTER VITAMINS AND HERBALS

	START
	MEDICATION
	DOSAGE
	FREQUENCY
	STOP

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	


MEDICAL HISTORY 
	Abnormal Pap                               Y/N
	Colon Cancer                          Y/N
	Hypertension                               Y/N
	Ovarian Cyst                               Y/N

	Abnormal Uterine Bleeding       Y/N
	Chronic Kidney Disease        Y/N
	Hypothyroid                                 Y/N
	Painful Periods                           Y/N

	Anal Incontinence                        Y/N
	Colon Cancer                          Y/N
	Inflamm Bowel Disease              Y/N
	Parkinson’s Disease                  Y/N

	Anxiety                                           Y/N
	COPD                                        Y/N
	Interstitial Cystitis                       Y/N
	Pelvic Pain                                  Y/N

	Asthma                                          Y/N
	Depression                              Y/N
	Irritable Bowel                             Y/N
	Postmenopausal Bleeding       Y/N

	Back Injury                                    Y/N
	Diabetes                                  Y/N
	Kidney Cancer/                            Y/N Renal Cell Carc                        
	Prolapse                                      Y/N

	Bladder Infection                         Y/N
	Emphysema                            Y/N
	Kidney Stones                              Y/N
	Sciatica                                        Y/N

	Bladder Stones                             Y/N
	Endometriosis                        Y/N
	Liver Disease                                Y/N
	Spinal Stenosis                           Y/N

	Blood Clots In Leg                        Y/N
	Fibroids                                    Y/N
	Lower Back Pain                          Y/N
	STD/PID                                       Y/N

	Breast Cancer                               Y/N
	Fibromyalgia                           Y/N
	Menopause                                  Y/N
	Stroke                                          Y/N

	Cancer                                            Y/N
	Glaucoma                                Y/N
	Multiple Sclerosis                        Y/N
	Urinary Incontinence                Y/N

	Cervical Cancer                             Y/N
	Herniated Disc                        Y/N
	Neuropathy                                  Y/N
	Uterine Cancer                           Y/N 

	Chronic Constipation                   Y/N
	Hyperlipidemia                       Y/N
	Ovarian Cancer                            Y/N 
	Vulvar Cancer                             Y/N

	Chronic Cough                              Y/N
	
	
	


SURGICAL HISTORY 
	Colonoscopy                                            Y/N Year________
	Appendectomy      Y/N Year_______
	Laparoscopy                         Y/N Year_____

	Vaginal Hysterectomy                            Y/N Year________
	Breast Biopsy          Y/N Year______
	Lumpectomy                        Y/N Year______

	Abdominal Hysterectomy                     Y/N Year________
	Cardiac Surgery       Y/N Year_______
	Mastectomy                         Y/N Year______

	Laparoscopic Robotic/Hysterectomy Y/N Year________
	Cesarean Section     Y/N Year______
	Ovarian Cyst Removal         Y/N Year_____

	Oophorectomy                                       Y/N Year________

                                                                  Left/Right/Both
	Cholecystectomy     Y/N Year______
	POP Surgery(pelvic organ prolapse)                                    
                                                Y/N Year______

                                                 Type________

	Urinary Incontinence                             Y/N Year________
	Cone Biopsy              Y/N Year______
	Rectal Surgery                         Y/N
Year________

	Cystoscopy BOD                                      Y/N Year________
	Coronary Bypass       Y/N Year ______                
Surgery                                             
	SAB D&E (Miscarriage)         Y/N Year_____

	Cystoscopy BOD w/Biopsy                    Y/N Year________
	Hernia Repair             Y/N Year______
	TAB D&E (Abortion)             Y/N Year_____

	Angioplasty                                              Y/N Year________
	Intestinal Resection   Y/N Year_____
	Thyroidectomy                      Y/N Year_____


OBSTERICAL HISTORY
Number of Pregnancies: ___________

	# of Pregnancies
	Full Term/Preterm/

Miscarriage/Abortion
	Type of Delivery

Vaginal/C-Section
	Weight

	1
	
	
	

	2
	
	
	

	3
	
	
	

	4
	
	
	

	5
	
	
	

	6
	
	
	


FAMILY HISTORY

Have any first-degree relatives had these diseases?  If so, please indicate their relationship to you.
	Relationship 
	Breast Cancer
	Colon Cancer
	Uterine Cancer
	Ovarian Cancer
	Heart Disease
	Thyroid Disease
	Hypertension
	Diabetes
	Elevated Lipids
	Osteoporosis
	MS
	Bladder

	Mother
	
	
	
	
	
	
	
	
	
	
	
	

	Father
	
	
	
	
	
	
	
	
	
	
	
	

	Sister
	
	
	
	
	
	
	
	
	
	
	
	

	Brother
	
	
	
	
	
	
	
	
	
	
	
	

	MGM
	
	
	
	
	
	
	
	
	
	
	
	

	PGM
	
	
	
	
	
	
	
	
	
	
	
	

	MGF
	
	
	
	
	
	
	
	
	
	
	
	

	PGF
	
	
	
	
	
	
	
	
	
	
	
	


SOCIAL HISTORY
Alcohol: Y / N  





Sexually Active: Y / N

Type_________



             Partners: _____Male____Female_____

Amount________/Week


             Birth Control: Type_______________

☐Illicit Drug Use Y / N



Smoking         ☐ Current Smoker

Type___________



           


  ___________Packs/ Day







                                      ☐   Former Smoker

                                                                                                                      ☐   Never Smoked 
Review of Symptoms 
	Constitutional Symptoms
	☐Fever
	☐Chills
	☐Headache
	☐Other
	
	

	Eyes
	☐Blurred

Vision
	☐Double Vision
	☐Pain
	☐Other
	
	

	Allergic/Immunologic
	☐Seasonal

Allergies
	☐Drug Allergies
	☐Contact Allergies
	☐Food Allergies
	
	

	Neurological
	☐Tremors
	☐Dizzy Spells
	☐Numbness/

Tingling
	☐Other
	
	

	Endocrine
	☐Excessive

Thirst
	☐Diabetes
	☐Hypothyroid
	☐Other
	
	

	Gastrointestinal
	☐Abdominal

Pain
	☐Nausea
	☐Vomiting
	☐Heartburn
	☐Blood in Stool
	☐Other

	Cardiovascular
	☐Varicose

Veins
	☐Chest Pain
	☐High Blood

Pressure
	☐Other
	
	

	Skin
	☐Skin Rash
	☐Persistent
Itch
	☐Other
	
	
	

	Musculoskeletal
	☐Muscle

Weakness
	☐Joint Pain
	☐Back Pain
	☐Other
	
	

	Ear/Nose/Throat/Mouth
	☐Sinus Problems
	☐Nosebleeds
	☐Other
	
	
	

	Respiratory
	☐Wheezing
	☐Frequent Cough
	☐Shortness of Breath
	☐Other
	
	

	Hematologic/Lymphatic
	☐Swollen glands
	☐Easy Bruising
	☐Other
	
	
	

	Psychologic
	☐Depression
	☐Anxiety
	☐Other
	
	
	

	


Which of the following symptoms are bothering you? Check all that apply:

	Urinary
	☐ Urinary         
       Incontinence

☐ Urinary   
      Burning/Pain
	☐ Frequent

      Urination

☐  Frequent 
      Bladder Infection
	☐ Nighttime

       Voiding

☐ Difficulty        
      emptying       
      bladder
	☐ Urgency to  
       urinate



	Vaginal
	☐ Vaginal/Uterine

       Prolapse

☐ Vaginal Dryness
	☐Vaginal or Vulvar   
     Pain

☐Vaginal or Vulvar 
     Itching
	☐ Vaginal Bleeding
	☐Vaginal Discharge

	Bowel
	☐  Accidents 
      involving stool
	☐   Accidents 
       involving gas
	☐ Constipation
	

	Sexual
	☐ Decreased 

☐ Satisfaction
	☐   Painful    
       Intercourse
	
	

	Other
	☐ Pelvic Pain

☐  Back Pain
	☐ Bladder Pain
	☐ Rectal Pain
	☐ Abdominal Pain

	Which ONE symptom is MOST

bothersome?
	


How long have these problems been present?   

· Less than 1 month
· 1-6 months
· 6-12 months
· 1-2 years
· 3-5 years
· 6-10 years
· More than 10 year

Have you had any prior treatments for these problem(s)? 

☐No prior treatments                                             ☐Overactive bladder medication                          

☐Antibiotics for frequent bladder infections     ☐ Kegel exercises

☐Physical therapy for the pelvic floor                 ☐ Vaginal Estrogen Therapy

☐Surgery for urinary incontinence                       ☐ Surgery for prolapse (vaginal bulge)

☐Medication for pelvic or vaginal pain               ☐ Pessary

☐Stool Softeners                                                     ☐Laxatives

☐Botox (for bladder or pelvic symptoms)          ☐ Interstim (“bladder pacemaker”) 
☐Acupuncture (bladder or pelvic symptoms)    ☐ Urethral Injections
☐Urethral injections                                               ☐Other_____________________

☐Bladder installations (medicine put into the bladder)
What are your goals in seeking our help (check all that apply)?

☐Improve my bladder control
        ☐ Decrease daytime urination
☐ Reduce urinary (bladder) infections                                       

☐Fix my prolapse (vaginal bulge)      ☐ Reduce my vaginal prolapse symptoms
☐Improve my bowel control              ☐ Reduce constipation and difficulty having…

☐Improve sexual function                  ☐ Reduce pain in pelvis, bladder, vagina

☐Other_______________
How often are you urinating (# hours between daytime voids)?

☐Less than 1 hour         ☐1 hour     ☐ 2 hours        ☐3 hours    ☐ 4 hours   ☐ 5 hours      

☐More than 5 hours
How many times do you wake at night to urinate?

☐ 0          ☐1       ☐ 2     ☐ 3      ☐ 4      ☐ 5      ☐More than 5 hours
During an average day, how many pads or diapers do you use?


· 0

· 1-2

· 3-4 

· >5
How often do you leak urine?

· Never
· About once a week or less often
· 2-3 times a week
· About once a day
· Several times a day
· All the time
How much urine do you usually leak?  (Whether you wear protection or not)

  ☐ None       ☐A small amount    ☐ A moderate amount     ☐ A large amount

Overall, how much does leaking urine interfere with your everyday life?  Please circle a number between 0 (not at all) and 10 (a great deal):
   0 Not at all
 1
 2
 3
 4
 5
 6
 7
 8
 9
 10   A great deal
When does the urine leak?  (Please check all that apply)
☐Never – urine does not leak                                             ☐ Leaks before you can get to the toilet

☐Leaks when you cough or sneeze                                   ☐ Leaks when you care asleep

☐Leaks when you are physically active/exercising         ☐ Leaks when you stand up after urinating 

☐Leaks for no obvious reason                                            ☐ Leaks all the time

Check the one category that best describes how your urinary symptoms are now:
☐ Normal                  ☐ Mild                  ☐   Moderate            ☐Severe

Pelvic Floor Distress Inventory Questionnaire (PFDI)
Please answer all of the questions in the following survey.  These questions will ask you if you have certain bowel, bladder, or pelvic symptoms and if you do how much they bother you.  Answer each question by putting an X in the appropriate box or boxes.  If you are unsure about how to answer, please give the best answer you can. While answering these questions, please consider your symptoms over the last 3 months. 

If YES, how much does it bother you?

	
	
	Not at all
	Somewhat
	Moderately
	Quite a bit

	Do you usually experience pressure in the lower abdomen?
	Yes     No
	
	
	
	

	Do you usually experience heaviness or dullness in the lower abdomen?
	Yes     No
	
	
	
	

	Do you usually have a bulge or something falling out that you can see or feel in the vagina area?
	Yes     No
	
	
	
	

	Do you usually have to push on the vagina or around the rectum to have a complete bowel movement?
	Yes     No
	
	
	
	

	Do you usually experience a feeling of incomplete bladder emptying?
	Yes     No
	
	
	
	

	Do you ever have to push up in the vaginal area with your fingers to start or complete urination?
	Yes     No
	
	
	
	

	Do you feel you need to strain too hard to have a bowel movement?
	Yes     No
	
	
	
	

	Do you feel you have not completely emptied your bowels at the end of a bowel movement?
	Yes     No
	
	
	
	

	Do you usually lose stool beyond your control if your stool is well formed?
	Yes     No
	
	
	
	

	Do you usually lose stool beyond your control if you stool is loose or liquid?
	Yes     No
	
	
	
	

	Do you usually lose gas from the rectum beyond your control?
	Yes     No
	
	
	
	

	Do you usually have pain when you pass your stool?
	Yes     No
	
	
	
	

	Do you experience a strong sense of urgency and have to rush to the bathroom to have a bowel movement?
	Yes     No
	
	
	
	

	Does part of your bowel ever pass through the rectum and bulge outside during or after a bowel movement?
	Yes     No
	
	
	
	

	Do you usually experience frequent urination?
	Yes     No
	
	
	
	



 








(Continued next page)
Pelvic Floor Distress Inventory Questionnaire (PFDI)
 If YES, how much does it bother you?

	
	
	Not at all
	Somewhat
	Moderately
	Quite a bit

	Do you usually experience urine leakage associated with a feeling of urgency; that is, a strong sensation of needing to go to the bathroom?
	Yes     No
	
	
	
	

	Do you experience urine leakage related to laughing, coughing, or sneezing?
	Yes     No
	
	
	
	

	Do you usually experience small amounts of urine leakage (that is, drops)?
	Yes     No
	
	
	
	

	Do you usually experience difficulty emptying your bladder?
	Yes     No
	
	
	
	

	Do you usually experience pain of discomfort in the lower abdomen or genital region?
	Yes     No
	
	
	
	


OAB-Q Questionnaire 

[image: image2.png]This questionnaire asks about how much you have been bothered by selected bladder symptoms
during the past 4 weeks. Please place a v or * in the box that best describes the extent to which
you were bothered by cach symptom during the past 4 wecks. There are no right or wrong
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5. Waking up at night because you had to
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 Sexual Function Questionnaire (PISQ-12)
The next set of items covers material that is sensitive and personal.  Specifically, these questions ask about matters related to your sexual activity in the past month.  We realize that for some women, sexual activity is an important part of their lives; but for others it is not. To help us understand how your bladder and pelvic problems might affect your sexual activity, we would like you to answer the following questions from your own personal viewpoint.

While we hope you are willing to answer all of these confidential questions, if there are any questions you would prefer not to answer, you are free to skip them.  Please select the most appropriate response to each question.  Remember these questions are only relevant to sexual activity in the past month.
   

In the past month, have you engaged in sexual activities with a partner?

     (  Yes ( complete only Section A below

     (  No (  complete only Section B below     

SECTION A:   If you have engaged in sexual activity with a partner in the last month:
1. How frequently do you feel sexual desire?  This feeling may include wanting to have sex, planning to have sex, feeling frustrated due to lack of sex, etc.

	            4
        Always
	               3
          Usually
	              2
       Sometimes
	                1
           Seldom
	              0
         Never


2. Do you climax (have an orgasm) when having sexual intercourse with your partner? 

	             4
         Always
	               3
          Usually
	              2
       Sometimes
	                1
           Seldom
	              0
         Never


3. Do you feel sexually excited (turned on) when having sexual activity with your partner?

	             4
         Always
	               3
          Usually
	               2
       Sometimes
	                1
           Seldom
	              0
         Never


4. How satisfied are you with the variety of sexual activities in your current sex life?

	            4
Always
	3
Usually
	            2
Sometimes
	1
Seldom
	0
Never


5. Do you feel pain during sexual intercourse?

	             0
         Always
	              1
          Usually
	               2
       Sometimes
	                3
           Seldom
	             4
         Never


6. Are you incontinent of urine (leak urine) with sexual activity?  

	             0
         Always
	               1
          Usually
	               2
       Sometimes
	                3
           Seldom
	              4
         Never


7. Does fear of incontinence (either stool or urine) restrict your sexual activity?

	             0
         Always
	               1
          Usually
	               2
       Sometimes
	                3
           Seldom
	              4
         Never


8. Do you avoid sexual intercourse because of bulging in the vagina (the bladder, rectum or vagina)?

	             0
         Always
	               1
          Usually
	               2
       Sometimes
	               3
           Seldom
	              4
         Never


9. When you have sex with your partner, do you have negative emotional reactions such as fear, disgust, shame or guilt? 

	             0
        Always
	               1
          Usually
	               2
       Sometimes
	                3
           Seldom
	              4
         Never


10. Does your partner have a problem with erections that affects your sexual activity? 

	             0
         Always
	               1
          Usually
	               2
       Sometimes
	                3
           Seldom
	              4
         Never


11. Does your partner have a problem with premature ejaculation that affects your sexual activity?

	0
Always
	              1
          Usually
	               2
       Sometimes
	                3
           Seldom
	4
Never


12. Compared to orgasms you have had in the past, how intense are orgasms you have had in the past month?

	0
Much

Less Intense


	1
Less
Intense
	2
Same

Intensity
	3
More                          Intense
	4
Much Less

Intense


SECTION B:   If you have not had sexual activity with a partner in the last month:
1. Do you have a partner at this time?

[image: image1.emf]Yes
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  PI SQ C10. Does your partner have a pro b l e m   w i t h   e r e ct i o n s   t h a t   a f f e ct s  yo u r   se xu a l   a ct i vi t y?     1  Never    2  Seldom    3   So m e t i m e s     4   U su a l l y     5   A l w a ys     6   No t   A p p l i ca b l e      PI SQ C11. Does your partner have a pro b l e m   w i t h   p r e m a t u r e   e j a cu l a t i o n   t h a t   a f f e ct s  yo u r   s e xu a l   a ct i vi t y?     1  Never    2  Seldom    3   So m e t i m e s     4   U su a l l y     5   A l w a ys     6   No t   A p p l i ca b l e      PI SQ C12. Compared to orgasms you  h a ve   h a d   i n   t h e   p a st ,   h o w   i n t e n se   a r e   t h e   o r g a sm s  yo u   h a ve   h a d   i n   t h e   m o n t h ?     1   Much  more  intense    2  More  intense    3   Sa m e   i n t e n si t y     4   L e ss  i n t e n se     5   M u ch   l e ss  i n t e n se         THAN K   Y O U ,   TH I S   C O M P LE TE S   TH I S   S E C TI O N .   (S K I P   S E C T I O N   D )     SEC TION D: For women who report no  s e x u a l   a c t i v i t y   w i t h   a   p a r t n e r   i n   t h e   l a s t   m o n t h     PI SQ D01.   Do you have a partner at   t h i s  t i m e ?    

1 

Yes 

 

2 

No 

 

 

 

PI SQ D02.    How frequently do you 

f

e e l   se xu a l   d e si r e ?     T h i s  f e e l i n g   m a y  i n cl u d e   w a n t i n g   t o   h a ve   se x,   p l a n n i n g   t o   h a ve  

sex, feeling frustrated due   t o   l a ck  o f   se x,   e t c.  

 

1 

Never 

 

2 

Seldom 

 

3  

So m e t i m e s  

 

4  

U su a l l y  

 

5  

A l w a ys  

 


2. How frequently to do you feel sexual desire? This feeling may include wanting to have sex, planning to have sex, feeling frustrated due to lack of sex, etc.

	             4
         Always
	               3
          Usually
	               2
       Sometimes
	               1
           Seldom
	             0
         Never


3. How satisfied are you with the variety of sexual activities in your current sex life? 

	4
Always
	3
Usually
	2
Sometimes
	1
Seldom
	0
Never


4. Does fear of pain during sexual intercourse restrict your activity?

	             0
         Always
	               1
          Usually
	               2
       Sometimes
	                3
           Seldom
	              4
         Never


5. Does fear of incontinence (either stool or urine) during sexual intercourse restrict your sexual activity?

	             0
         Always
	               1
          Usually
	               2
       Sometimes
	                3
           Seldom
	             4
         Never


6. Do you avoid sexual intercourse because of bulging in the vagina (the bladder, rectum or vagina)?

	             0
         Always
	               1
          Usually
	               2
       Sometimes
	                3
           Seldom
	             4
         Never


Pelvic Floor Impact Questionnaire (PFIQ)-7
	Instructions: Some women find that bladder, bowel, or vaginal symptoms affect their activities, relationships, and feelings. For each questions circle the correct response that best describes how much your activities, relationships or feelings have been affected by your bladder, bowel, or vaginal symptoms or conditions over the last 3 months. Please be sure to mark an answer in all 3 columns for each question. 



	Bladder or Urine

	1. Ability to do household chores (cooking, house cleaning, laundry?
	0-Not at all
	1-Somewhat
	2-Moderately
	3-Quite a bit

	Ability to do physical activities such as walking, swimming, or other exercises?
	0-Not at all
	1-Somewhat
	2-Moderately
	3-Quite a bit

	Entertainment activities such as going to a movie or a concert?
	0-Not at all
	1-Somewhat
	2-Moderately
	3-Quite a bit

	Ability to travel by car or bus for a distance greater than 30 minutes away from home?
	0-Not at all
	1-Somewhat
	2-Moderately
	3-Quite a bit

	Participating in social activities outside your home?
	0-Not at all
	1-Somewhat
	2-Moderately
	3-Quite a bit

	Emotional health (nervousness, depression,

Etc.?
	0-Not at all
	1-Somewhat
	2-Moderately
	3-Quite a bit

	Feeling frustrated?
	0-Not at all
	1-Somewhat
	2-Moderately
	3-Quite a bit


	Bowel or Rectum

	1. Ability to do household chores (cooking, house cleaning, laundry?
	0-Not at all
	1-Somewhat
	2-Moderately
	3-Quite a bit

	Ability to do physical activities such as walking, swimming, or other exercises?
	0-Not at all
	1-Somewhat
	2-Moderately
	3-Quite a bit

	Entertainment activities such as going to a movie or a concert?
	0-Not at all
	1-Somewhat
	2-Moderately
	3-Quite a bit

	Ability to travel by car or bus for a distance greater than 30 minutes away from home?
	0-Not at all
	1-Somewhat
	2-Moderately
	3-Quite a bit

	Participating in social activities outside your home?
	0-Not at all
	1-Somewhat
	2-Moderately
	3-Quite a bit

	Emotional health (nervousness, depression,

Etc.?
	0-Not at all
	1-Somewhat
	2-Moderately
	3-Quite a bit

	Feeling frustrated?
	0-Not at all
	1-Somewhat
	2-Moderately
	3-Quite a bit


	Vagina or Pelvis

	1. Ability to do household chores (cooking, house cleaning, laundry?
	0-Not at all
	1-Somewhat
	2-Moderately
	3-Quite a bit

	Ability to do physical activities such as walking, swimming, or other exercises?
	0-Not at all
	1-Somewhat
	2-Moderately
	3-Quite a bit

	Entertainment activities such as going to a movie or a concert?
	0-Not at all
	1-Somewhat
	2-Moderately
	3-Quite a bit

	Ability to travel by car or bus for a distance greater than 30 minutes away from home?
	0-Not at all
	1-Somewhat
	2-Moderately
	3-Quite a bit

	Participating in social activities outside your home?
	0-Not at all
	1-Somewhat
	2-Moderately
	3-Quite a bit

	Emotional health (nervousness, depression,

Etc.?
	0-Not at all
	1-Somewhat
	2-Moderately
	3-Quite a bit

	Feeling frustrated?
	0-Not at all
	1-Somewhat
	2-Moderately
	3-Quite a bit
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