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Date:

Name:

Birthdate: Acct #:

Reason for being seen:

Does your child have a history of wetting?

YES or NO
YES or NO

Daytime
Nighttime

DAYTIME WETTING:

How many days a week does your child have daytime wetting? Please
circle one response.

1. Less than three days a week
2. Between three and six days a week
3. Everyday

When your child wets, does he/she usually? Please circle one
response.

1. Needs to change their clothing
2. Dampens their underwear
3. Just “leaks”

How long has your child had daytime wetting? Please circle one
response.

1. Since attempting to toilet train
2. More than twelve months
3. Under twelve months



NIGHTTIME WETTING:
If your child has_nighttime wetting, please estimate episodes per week.

1. Less than three nights a week
2. Between three and six nights a week
3. Every night

When your child wets at night does he/she? Please circle one response.

1. Soak the sheets
2. Dampen the sheets
3. Dampen their pajamas

Does your child wear pull-ups or diapers at night? YES or NO
How long has your child had nighttime wetting? Please circle one response.

1. Since attempting to toilet train
2. More than twelve months
3. Under twelve months

Does your child have a history of urinary tract infections? YES or NO
If yes, does your child experience any of these symptoms? Please circle one response.

Burning upon urination

Urinating frequently and/or urgency to urinate (void)
Foul smell of urine

Day or night time wetting only when infected

Fever of 101°

Other:
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TOILETING HABITS:

How long can your child wait after feeling the need to go to the bathroom?
Please circle one response.

Can’t wait, runs to the bathroom
Waits ten to twenty minutes
Tries to delay indefinitely
Uncertain
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How many times in twenty-four hours does your child go to the bathroom to void?
Please circle one response.

1. Less than four
2. Between five and seven
3. Over seven

Does your child have certain rituals to avoid wetting during the day such as squatting,
dancing, or grabbing? YES or NO
Is your child’s urinary stream? Please circle one response.
1. Continuous (steady)
2. Interrupted (stop/start)
3. Unknown
Will your child go to the bathroom when requested to? Please circle one response.
1. Always
2. Sometimes
3. Never

At what age was your child trained for urine?

Day Night Can’t remember

At what age was your child trained for B.M.?

Can’t remember

Does your child have? Please circle one response.

1. Normal bowel movements
2. Large, hard painful to pass bowel movements
3. Bowel movements or staining in their underwear

How often does your child have bowel movements? Please circle one response.

Daily

Every other day

Every three to four days
Once a week
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Has your child’s bowel movements changed in the last six months? YES or NO

If yes, please explain:




List all family members (oldest to youngest) including child’s parents:

Name Relationship Sex Age

Child’s parents are :
____Married ___ Separated ____Single ___ Divorced ___ Other

Is there any history of wetting in the immediate family?
(parents, aunt, uncle, grandparents, brothers, or sisters)

Daytime YES or NO
Nighttime YES or NO
If yes, who?

Has your child been previously treated with? Please circle all that apply.

1. Restricting fluids before bedtime
2. Waking your child at night to void
3. Use of a nocturnal alarm
4. Medication
Imipramine or Tofranil
DDAVP
Other
5. Psychology
Has this child seen a specialist for this “problem’ before?  YES or NO

Does this questionnaire sum up your child’s history of wetting and/or urinary tract
infections? YES or NO

If no, please explain:




