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Center for Chronic Pelvic Pain

42 E. Laurel Road

Suite 1300

Stratford, NJ  08084

Phone: (856) 566-2710

Fax: (856) 566-2755

405 Hurffville - Crosskeys Road
Suite 202

Sewell, NJ  08080

Phone:  (856) 589-1414

Fax:  (856) 256-5772
Lauren E. Spivack, M.D.

Welcome to Rowan Medicine.  We are pleased that you have been referred to our office.  Your scheduled appointment with Dr. Spivack is on ___________ at __________am/pm.
Before your first visit, please:

· Complete the enclosed questionnaire.
· Bring it directly to the office or mail it in PRIOR to your initial office visit.
· Arrive 15 minutes PRIOR to your appointment in the event there is additional paperwork to complete.
Also keep in mind:
· Initial Examination: A pelvic examination is usually performed during the first visit. 

· Canceling or Rescheduling: In the event you need to cancel or reschedule your appointment, please call the office as soon as possible.
· Late Arrival: In the event you may be late, please call (856) 566-2710 or (856) 589-1414 to 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 Rowan Medicine. 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) 770-5738
· 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.
· 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.
· RowanMedicine Patient Portal: Accessible by this link sompatients@rowan.edu offers patients personalized and secure on-line access to portions of their medical records. It enables you to securely use the Internet to help manage and receive information about your health. With the patient portal, you can use the Internet to: request medical appointments, view your health summary electronic health record, view test results, request prescription renewals, access trusted health information resources, and communicate electronically and securely with your medical care team. 
· We welcome your feedback: If you have any suggestions on how we might improve our practice and/or better serve you, don’t hesitate to contact us. 
About Dr. Spivack
Dr. Lauren Spivack joined the Department of Obstetrics and Gynecology in August 2020 to lead our newly established Rowan Center for Chronic Pelvic Pain. 

Dr. Spivack is fellowship-trained in minimally invasive gynecologic surgery.  Her medical interests extend to the medical and surgical management of chronic pelvic pain, fibroids, endometriosis, interstitial cystitis, and benign adnexal masses.  She is trained in advanced laparoscopic and robotic assisted laparoscopic surgery. She sees patients in both our Stratford and Washington Township offices. 

A graduate of the University of Pennsylvania, Dr. Spivack earned her medical degree from the Sidney Kimmel Medical College – Thomas Jefferson University. She completed her Ob/Gyn residency at Cooper University Hospital, where she served as Chief Resident, followed by a fellowship in Minimally Invasive Gynecologic Surgery, with a focus in chronic pelvic pain, at the University of Rochester Medical Center. 

Dr. Spivack is passionate about caring for patients with chronic pelvic pain conditions, knowing that many of those patients have struggled for years with unrelenting and undiagnosed pain. She is also passionate about caring for transgender patients, specifically as it relates to treating chronic pelvic pain and performing gender-affirming hysterectomy and oophorectomy.  

Dr. Spivack speaks Spanish fluently and looks forward to opportunities to work with the area’s Spanish speaking population.

About Our Center

Chronic pelvic pain affects millions of men and women worldwide and unfortunately can be difficult to treat. It is typically defined as pain that occurs in the pelvis or lower abdomen for more than six months duration. There are a wide variety of conditions that may lead to chronic pelvic pain. Many of these conditions can be treated by your primary care provider or gynecologist, but more complex conditions may require more specialized training. 

It is well known that chronic pain causes stress on the body and mind. Chronic pain can interfere with work, relationships, sleep, exercise, and one’s ability to enjoy life. Over time, this can result in anxiety, depression, feelings of isolation, or conflict within relationships.

The Rowan Center for Chronic Pelvic Pain will thoroughly evaluate and make treatment recommendations best suited to your individual needs. The Center will also be able to connect you with physical therapists in the area who have expertise in caring for patients with pelvic floor dysfunction. Although not all causes of pelvic pain can be cured, most patients can find ways to better control their pain and improve their quality of life. 

The Rowan Center for Chronic Pelvic Pain specializes in treating all conditions leading to chronic pelvic pain in women, including:
· Adenomyosis

· Adhesions

· Endometriosis

· Interstitial cystitis

· Nerve-related pain (neuralgias)

· Ovarian cysts

· Pelvic congestion syndrome

· Pelvic floor tension myalgia

Treatment for pelvic pain will vary for each patient, but can include:
· Medications to treat specific conditions and/or manage pain

· Physical therapy to stretch and retrain muscles and improve your ability to function

· Behavioral therapy focused on pain coping skills and reducing how pain interferes with your life

· Surgery

· Injections or nerve blocks

· Referrals to other specialists including pain anesthesiology, gastroenterology, urology, and interventional radiology

Dr. Spivack is a gynecologic surgeon with specific training in chronic pelvic pain and minimally invasive gynecologic surgery. 
Our Medical Students, Residents and Fellows
We are home to a highly regarded medical school, Rowan University School of Osteopathic Medicine.  There will be times when Dr. Spivack has medical students, residents and/or fellows in the office with her.  These students and physicians in training can be an integral part of your care as they assist your physician.  They at times will see you along with your physician at your initial visit, and also during testing, follow-up and postoperative care.  If at any time you choose not to desire them to partake in your care, please just let us know.

INITIAL VISIT QUESTIONNAIRE
Contact Information
[image: image2.png]
Legal Last Name:______________________
Legal First Name:________________________

Date of Birth:
________________________
Age: _______

Email:
______________________________
Phone: _________________________________

How do you prefer to be addressed?  (Check all that apply)
󠆼She / Her
󠆼He / Him
󠆼Them / They    󠆼
󠆼Dr. 
󠆼Legal last name
󠆼Legal first name

󠆼Other Name:
 ________________________

󠆼Other gender pronoun: _____________

What language do you prefer to communicate in?  (Check all that apply)
󠆼English

󠆼Spanish

󠆼French

󠆼Other:

Referring provider’s name and contact information
Name:_____________________
Phone:_________________
Contact Address:____________________

How many doctors or health care providers have you seen in the past for your pelvic pain?

󠆼None    󠆼󠆼1
󠆼2
󠆼3
󠆼4
󠆼5
󠆼6
󠆼7
󠆼8
󠆼9
󠆼10
󠆼>10

Demographic information
What race and ethnicity best describes you? (Check all that apply) 
󠆼American Indian or Alaskan Native
󠆼Asian

󠆼Native Hawaiian or Pacific Islander

󠆼Black or African American

󠆼White

󠆼Middle Eastern

󠆼Hispanic or Latino/a/x


󠆼Other

What is your relationship status? (Check all that apply)  

󠆼Single
 󠆼󠆼Married
󠆼separated
󠆼Divorced
󠆼Widowed
󠆼Partnered
󠆼Casually dating

󠆼Other:__________________________ 

Describe your sexual practices: (Check all that apply)

󠆼NOT sexually active / abstinent

󠆼Asexual (without sexual feelings or associations)

󠆼Sexually active with men


󠆼Sexually active with women
󠆼Sexually active with both

󠆼Other:_____________________________
With whom do you live? (Check all that apply)

󠆼Alone

󠆼Partner
󠆼Parents
󠆼Other Family
   󠆼󠆼Friends
󠆼Homeless
󠆼Other:_______
What is your education?  (Check all that apply)

󠆼Less than 12 years
󠆼High School graduate

󠆼College degree
󠆼Postgraduate degree
What type of work are you doing? (Check all that apply) 

󠆼Unemployed

󠆼Work outside home

󠆼Homemaker

󠆼Retired
󠆼Disabled

Medical History

Please list your medical or health problems, describe when the condition was diagnosed and whether it is controlled.
	Medical Problem
	Year Diagnosed
	Controlled?

	
	
	Yes󠆼󠆼         No󠆼󠆼

	
	
	Yes󠆼󠆼         No󠆼󠆼

	
	
	Yes󠆼󠆼         No󠆼󠆼

	
	
	Yes󠆼󠆼         No󠆼󠆼


Surgical History

Please check if you have had any of the following surgeries
	Procedure
	
	Date
	Surgeon
	Findings

	Cystoscopy (looking inside the bladder)
	Yes󠆼󠆼 No󠆼󠆼
	
	
	

	Laparoscopy w/removal of Endometriosis
	Yes󠆼󠆼 No󠆼󠆼
	
	
	

	Hysterectomy (removal of uterus and cervix)

Were your ovaries removed?

Was the cervix retained (Supra-cervical hysterectomy?)
	Yes󠆼󠆼 No󠆼󠆼

Yes󠆼󠆼 No󠆼󠆼

Yes󠆼󠆼 No󠆼󠆼
	
	
	

	Myomectomy (removal of fibroids)
	Yes󠆼󠆼 No󠆼󠆼
	
	
	

	Endoscopy
	Yes󠆼󠆼 No󠆼󠆼
	
	
	

	Colonoscopy
	Yes󠆼󠆼 No󠆼󠆼
	
	
	

	Ovarian Cyst Removal
	Yes󠆼󠆼 No󠆼󠆼
	
	
	

	Cesarean Delivery
	Yes󠆼󠆼 No󠆼󠆼
	
	
	

	Appendectomy (appendix removal)
	Yes󠆼󠆼 No󠆼󠆼
	
	
	

	Colectomy (removal of colon)
	Yes󠆼󠆼 No󠆼󠆼
	
	
	

	Other:
	
	
	
	


Family History
Has anyone in your family had any of the following condition(s)?    (Check all that apply)
󠆼Endometriosis
󠆼Fibromyalgia
󠆼Chronic pelvic pain
󠆼Irritable bowel syndrome   󠆼

󠆼Interstitial Cystitis
󠆼Colon Cancer
󠆼Breast Cancer

󠆼Uterine Cancer
󠆼Ovarian Cancer

󠆼Depression

󠆼Chronic Fatigue Syndrome

󠆼Anxiety Panic Attacks


󠆼Temporomandibular Joint Disorder (TMD)


󠆼Migraine Headache
󠆼Post-Traumatic Stress Disorder (PTSD)

󠆼Other Chronic Condition(s):  _______________________________________
Menstrual, Birth Control and Sexually Transmitted Infections History
If you DO NOT menstruate, select the reason(s) why: (Check all that apply)
󠆼Had a hysterectomy


󠆼Menopause
󠆼On continuous menstrual suppression using birth control (e.g. Depoprovera, pills, Progesterone (IUD)
󠆼Had an Endometrial ablation

When was your last menstrual period? 
How old were you when your menstrual cycles started?   ________________________________ 

If you menstruate, do you CURRENTLY have any of the following symptoms DURING menstruation? (Check all that apply)

󠆼Heavy bleeding

󠆼Severe pain

󠆼Irregular bleeding (more than once a month)   󠆼
󠆼Bleeding > 7 days

󠆼Mood swings

󠆼Fatigue


󠆼Breast tenderness
󠆼Constipation


󠆼Diarrhea

󠆼Headaches

If you have painful periods, how long have you had this type of pain?  Please specify years or months. 

Do you CURRENTLY regularly (more than 3 times a month) miss school or work due to your painful period? 
 󠆼󠆼Yes
󠆼No

If you have painful periods, have you used any of the following to help with your pain during your period? (Check all that apply) 
󠆼Birth Control Pill

󠆼Vaginal ring

󠆼Depo Provera

󠆼Hormonal IUD

󠆼NSAIDs (e.g. Ibuprofen, Naproxen)
󠆼Acetaminophen

󠆼Other:__________________________ 

What are you using for birth control / contraception?  (Check all that apply)
󠆼Nothing

󠆼Vasectomy

󠆼Condoms
󠆼Birth control pills
󠆼Depoprovera injection

󠆼Nexplanon implant
󠆼Vaginal ring (NuvaRing)
󠆼Tubal Ligation

󠆼Hormonal IUD
󠆼Non-Hormonal IUD

󠆼Other: ________________________________ 

Have you ever had any sexually transmitted infections (STIs)?  (Check all that apply)

󠆼Chlamydia

󠆼Gonorrhea
󠆼Herpes
󠆼HPV (Human Papilloma Virus) 
󠆼Syphilis
󠆼PID (Pelvic Inflammatory Disease)
󠆼HIV

󠆼Hepatitis B


󠆼Hepatitis C
Pregnancy History

How many pregnancies have you had?  




Resulting in (#): Full 9 months _____  Premature _____ Miscarriage _____ Abortion _____ Living children ______ 

# of: Vaginal 

 Forceps-assisted 

 Vacuum-assisted 
  Cesarean 


4th degree laceration 
Complications: 








Did you have pelvic pain during any of your pregnancies?
❏ Yes
❏ No
Pain History Description and Contributing Factors
When did your pain begin?    Month:_____ 
   
Year: ______  


Please use your own words to describe your pain:


Do you recall a specific incident that occurred when your pain first began? (Check one)

󠆼Injury at home
󠆼Injury at work/school
󠆼Injury in other setting󠆼

󠆼Motor vehicle crash
󠆼After surgery

󠆼Cancer

󠆼Medical condition other than cancer


󠆼No obvious cause / do not know a specific incident
󠆼Other: _______________________

How did your pain begin?  (Check only one)
󠆼Suddenly
󠆼Gradually

How long has your main pain been present?  (Check only one)󠆼
󠆼 Less than 3 months
󠆼3-12 months

󠆼12-2 years
󠆼2-5 years
󠆼More than 5 years

Since your pain began, is your pain:  (Check only one)

󠆼No different

󠆼Getting better

󠆼Getting worse


󠆼I don’t know

Which statement best describes your pain?

󠆼Always present (always the same intensity)

󠆼Always present (level of pain varies)

󠆼Often present (pain free periods less than 6 hours)

󠆼Occasionally present (once to several times per day lasting up to an hour)

󠆼Rarely present (pain occurs every few days or weeks)

How would you describe your pain:  (Check all that apply)

󠆼Sharp, stabbing

󠆼Crampy

󠆼Heavy feeling in the pelvis
󠆼Dull, achy pain

󠆼Pulling, tugging pain

󠆼Throbbing pain
󠆼Burning pain


󠆼Falling out sensation

󠆼Other: ______________________________ 

Does your pain ever wake you up from your sleep?
󠆼Yes

󠆼No

Does your pain ever radiate or spread to other regions of your body?
󠆼Yes

󠆼No

What helps your pain?

󠆼Meditation
󠆼Heating pad
󠆼Massage
󠆼Emptying bladder

󠆼Injections

󠆼Relaxation
󠆼Hot bath
󠆼TENS unit
󠆼Having a bowel movement
󠆼Pain medications

󠆼Laying down
󠆼Ice

󠆼Biofeedback
󠆼Dietary changes

󠆼Herbal treatments

󠆼Music

󠆼Creams or lotions (please specify) ________________________________________ 

󠆼Other ____________________________________________________________________________

󠆼Nothing makes it worse

What makes your pain worse?

󠆼Ovulation
󠆼Sitting
󠆼Intercourse
󠆼Having a full meal



󠆼Week before menses

󠆼Standing
󠆼Orgasm

󠆼Need to have a bowel movement

󠆼During menses

󠆼Walking
󠆼Tampon use

󠆼Having a bowel movement

󠆼Week after menses

󠆼Exercising
󠆼Touch to vulva
󠆼Having a full bladder

󠆼Nothing makes it better


What TREATMENTS, if any, have you tried for your pelvic pain in the PAST for your pelvic pain?  (Check all that apply)

󠆼Acupuncture
󠆼Massage
󠆼Nutrition/Diet

󠆼Physical Therapy


󠆼Biofeedback

󠆼Trigger Point Injections
󠆼TENS Unit

󠆼Botox Injections

󠆼Nerve Blocks

󠆼Epidural


󠆼Sex Therapy

󠆼Joint Injections

󠆼Neurostimulation

󠆼Bladder instillations

󠆼Aqua therapy

󠆼Cognitive Behavioral Therapy

󠆼Radio Frequency Ablation (RFA)


󠆼NONE

󠆼Hormonal treatment – if yes, what type of hormonal treatment? 
Please shade or circle each area of pain
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Medications/Treatments
Current medications for any chronic pain disorders:

	Medication
	Dose
	Start date (approximate)
	How helpful?
	Side effects?

	
	
	
	❏ very  ❏ somewhat  ❏ not at all
	

	
	
	
	❏ very  ❏ somewhat  ❏ not at all
	

	
	
	
	❏ very  ❏ somewhat  ❏ not at all
	

	
	
	
	❏ very  ❏ somewhat  ❏ not at all
	


Previous medications for any chronic pain disorders:

	Medication
	Dose
	Start & stop dates (approximate)
	How helpful?
	Side effects?

	
	
	
	❏ very  ❏ somewhat  ❏ not at all
	

	
	
	
	❏ very  ❏ somewhat  ❏ not at all
	

	
	
	
	❏ very  ❏ somewhat  ❏ not at all
	

	
	
	
	❏ very  ❏ somewhat  ❏ not at all
	


Bladder/Urinary Symptoms

GI Symptoms
Additional Symptoms and Diagnoses
	Do you have pain in your vulva/labia, clitoris or anus?
	(Yes
	(No

	Do you have numbness in the same area?
	(Yes
	(No

	Is your pain worsened by sitting?
	(Yes
	(No

	Does the pain wake you up at night?
	(Yes
	(No

	Have you ever had a pudendal nerve block?
	(Yes
	(No

	If yes, did you have improvement in pain (even if temporary)?
	(Yes
	(No

	Have you ever had any severe sport injuries (e.g. injuries during running, lifting or gymnastics)?
	(Yes
	(No

	Have you ever had any motor vehicle accident injuries to your head, neck, spine or back?
	(Yes
	(No

	Have you ever had any fall injuries (e.g., injuries to your back, tailbone, neck)? 
	(Yes
	(No


Pain Interference
Please mark the one number that describes how, during the past month, pain has interfered with: “0” means pain did not interfere at all and “10” means pain completely interfered

0
1
2
3
4
5
6
7
8
9
10    
 General Activity                         
O
O
O
O
O
O
O
O
O
O
O

 Mood 
O
O
O
O
O
O
O
O
O
O
O

Walking Ability                   
O
O
O
O
O
O
O
O
O
O
O

Normal Work (includes housework)
O
O
O
O
O
O
O
O
O
O
O

Relations with other people  
O
O
O
O
O
O
O
O
O
O
O

Sleep   
O
O
O
O
O
O
O
O
O
O
O

Enjoyment of Life  
O
O
O
O
O
O
O
O
O
O
O





BPI. Copyright 1991 by Dr. Charles S. Cleeland
We are interested in the types of thoughts and feelings you have when you are in pain.  Listed below are thirteen statements describing different thoughts and feelings that may be associated with pain.  Using the scale below, please indicate the degree to which you have these thoughts and feelings when you are experiencing pain.
	When I’m in pain…
	Not at all
	To a slight degree

	 To a moderate degree
	To a great degree
	All the time

	I worry all the time about whether the pain will end
	0
	1
	2
	3
	4

	I feel I can’t go on
	0
	1
	2
	3
	4

	It’s terrible and I think it’s never going to get any better
	0
	1
	2
	3
	4

	It’s awful and I feel that it overwhelms me
	0
	1
	2
	3
	4

	I feel I can’t stand it anymore
	0
	1
	2
	3
	4

	I become afraid that the pain will get worse
	0
	1
	2
	3
	4

	I keep thinking of other painful events
	0
	1
	2
	3
	4

	I anxiously want the pain to go away
	0
	1
	2
	3
	4

	I can’t seem to keep it out of my mind
	0
	1
	2
	3
	4

	I keep thinking about how much it hurts
	0
	1
	2
	3
	4

	I keep thinking about how badly I want the pain to stop
	0
	1
	2
	3
	4

	There’s nothing I can do to reduce the intensity of the pain
	0
	1
	2
	3
	4

	I wonder whether something serious may happen
	0
	1
	2
	3
	4

	Column total:
	
	
	
	
	

	Total score: ______
	
	
	
	
	


Psychosocial History

What is the main source of stress in your life? (Work      (Family 
(Financial 
(Social   (Relationships
Who are the people you talk to concerning your pain, during stressful times?

(Spouse/Partner
(Relative

(Support 
(Group
(Clergy

(Doctor/Nurse

(Friend

(Mental Health Provider
(Rely on myself
Have you experienced abuse or trauma as a child (13 years or younger)? Check all that apply

(Emotional


(Physical

(Sexual

(Domestic Violence

Have you ever experienced abuse as an adult?

(Emotional


(Physical

(Sexual

(Domestic Violence

Are you currently experiencing abuse?

(Emotional


(Physical

(Sexual

(Domestic Violence

Have you ever received mental health treatment?

(Medications


(Therapy 

(Hospitalizations
Are you currently still receiving mental health treatment?

(Yes

(No
If yes, please explain:

Do you have a history of:

(Depression


(Anxiety


(Panic Attacks


(Bipolar Disorder

(Trauma


(PTSD


(Disordered eating

(None of these

Compared to other stressors in your life, how does your pain compare in importance?

(Most important




(One of many problems

Are there relationships you think that may be contributing to your symptoms?
(Yes

(No
Do those that are in your daily life understand you?




(Yes

(No

If you have a partner, would you characterize them as supportive?


(Yes

(No

Does your partner notice if you are in pain?





(Yes

(No

How does your partner react when you hurt?  Please explain: ________________________________ 

Do you believe that your pain impacts other areas of your life?


(Education


(Family


(Recreational Activities


(Work



(Friends


(Sexual Intimacy

RECORDS RELEASE AUTHORIZATION
TO:  _______________________________________________________________

(Doctor, Hospital, or Radiology)

ADDRESS: __________________________________________________________ 

(Address)

I hereby authorize and request you to release to:

Dr. Lauren E. Spivack

Rowan Center for Chronic Pelvic Pain 

Rowan Medicine Building

42 E. Laurel Road, Suite 1300

Stratford, NJ 08084

All complete history records in your possession concerning my illness and/or treatment during the period from:

From: _________________________________             To: ____________________________ 

I understand that if my medical records contain information related to the history, diagnosis and/or treatment of any psychiatric problems, mental illness, drug abuse, alcoholism, sexually transmitted or communicable disease, AIDS, or gest for infection with human immunodeficiency virus (HIV), that my signing this document authorizes you to release that information. I acknowledge and am aware that New Jersey ha a statutory privilege accorded to confidential communications between a patient and a licensed physician or psychologist and that my signing this form waives this privilege.

󠆼A check here indicates that I believe my medical records may contain DNA test results or other generic information.  New Jersey law specifically protects such information, and I will be contacted for separate, specific consent prior to release of this information.

Name (please print): ___________________________________________________________________

Address:   ___________________________________________________________________________ 

Date of Birth: _____________________   Signature: ________________________________________

Witness: ___________________________________    Date: __________________________________




Please circle the answer that best describes how you feel.�
0�
         1�
2�
3�
4�
SymptoM Score�
Bother Score�
�
How many times do you go to the bathroom during the day?�
3-6�
7-10�
11-14�
15-19�
20+�
�
�
�
How many times do you go to the bathroom during the night?�
0�
1�
2�
3�
4+�
�
�
�
If you get up at night to go to the bathroom, does it bother you?�
Never�
Occasionally�
Usually�
Always�
�
�
�
�
Do you now or have you ever had pain or symptoms during or after sexual intercourse?�
Never�
Occasionally�
Usually�
Always�
�
�
�
�
Has pain or urgency ever made you avoid sexual intercourse?�
Never�
Occasionally�
Usually�
Always�
�
�
�
�
Do you have pain associated with your bladder or in your pelvis (vagina, labia, perineum, urethra, or lower abdomen)?�
Never�
Occasionally�
Usually�
Always�
�
�
�
�
If you have pain, is it usually�
�
Mild�
Moderate�
Severe�
�
�
�
�
Does your pain bother you?�
Never�
Occasionally�
Usually�
Always�
�
�
�
�
Do you still have urgency after going to the bathroom?�
Never�
Occasionally�
Usually�
Always�
�
�
�
�
If you have urgency, is it usually�
�
Mild�
Moderate�
Severe�
�
�
�
�
Does your urgency bother you?�
Never�
Occasionally�
Usually�
Always�
�
�
�
�
15)  Symptom score:


�
�
�
�
�
�
Office use only�
�
�
16)  Bother score:


�
�
�
�
�
�
�



Office use only�
�
17)  Total:


�
�
�
�
�
�
Office use only�
�
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18) 	Have you ever been diagnosed with any of the following?


❏ Interstitial Cystitis	❏ Chronic UTI	❏ Kidney stones


❏ Other bladder or kidney disorder (please specify) 								





Over the last 3 months, have you had recurrent abdominal pain at least 1 day a week (on average) that was:


a. Related to defecation (having a bowel movement)						❏ Yes	❏ No


b. Associated with a change in a frequency of stool						❏ Yes	❏ No


c. Associated with a change in form (consistency) of stool					❏ Yes	❏ No


d. If you answered yes to any of these, did the symptoms start at least 6 months ago?  	❏ Yes	❏ No


Have you ever been diagnosed with any of the following?


❏ IBS		❏ Crohn’s Disease	❏ Ulcerative Colitis	❏ Diverticulitis		❏ Chronic constipation


❏ Other bowel disorder (please specify) 								


How frequently do you typically have bowel movements? 


	❏ Once a day	❏ Twice a day	❏ Three times a day	❏ More than 3 times a day 


	❏ Every other day	❏ Every three days	❏ Once a week	❏ Less than once a week 


Do you have: 	❏ Nausea	❏ Vomiting	❏ Heartburn








2

