The Clark Center for Urogynecology
HOAG HEALTH CENTER
NEWPORT BEACH
520 Superior Avenue, Suite 225
Newport Beach, CA 92663
Tel: 949-360-0300 • Fax: 949-360-6932

Appointment Details
Name:_____________

Date:

_

Time : ________________

Please read, complete and sign the following before your appointment:

• Partnership in Health Letter Agreement

• Patient Information Form
• Authorization to Communicate Patient's Medical Information Form
• Medical History Questionnaire
• Bladder Diary (instructions included)
• Financial Policy
• Notice of Privacy Practices
• Acknowledgement of Receipt of Notice of Privacy Practices

Please bring your completed packet and insurance card with you.
We ask that you arrive at your initial consultation appointment with a comfortably full bladder.
Thank you.

We look forward to being involved in your care.
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Dear Patient,
Welcome to our practice. We intend to provide you with the care and service that you expect and deserve. Achieving your
best possible health requires a partnership between you and your doctor. As our partner in health, we ask you to help us
in the following ways:

Keep follow-up appointments and reschedule missed appointments:

I understand that my doctor will want to know how my condition progresses after I leave the ofﬁce. Returning to my
doctor on time gives him or her the chance to check my condition and my response to treatment. During a follow-up appointment, my doctor might order tests, refer me to a specialist, prescribe medication, or even discover and treat a serious
health condition. If I miss an appointment and don’t reschedule, I run the risk that my physician will not be able to detect
and treat a serious health condition. I will make every effort to reschedule missed appointments as soon as possible.

-

Call the ofﬁce when I do not hear the results of Labs and other tests:

I understand that my physician’s goal is to report my lab and test results to me as soon as possible. However, if I do not hear
from my physician’s ofﬁce within the time speciﬁed, I will call the ofﬁce for my test results.

Inform my doctor if I decide not to follow his or her recommended treatment plan:

I understand that after my examination, my doctor may make certain recommendations based on what he or she feels is best for
my health. This might include prescribing medication, referring me to a specialist, ordering labs and tests, or even asking me to
return to the ofﬁce within a certain period of time. I understand that not following my treatment plan can have serious negative
effects on my health. I will let my doctor know whenever I decide not to follow his or her recommendation so that he or she may
fully inform me of any risks associated with my decision to delay or refuse treatment. Finally, I understand the importance of
providing a full and complete medical history. All conditions and symptoms of which I am aware will be disclosed in my medical
history questionnaire.

When an ofﬁce visit is inconvenient:

Telephone consults with your doctor are available for certain conditions and issues. However, your insurance may or may not
cover the cost of a telephone consult and you may be responsible for the charge.
Thank you for your partnership. As our patient you have the right to be informed about your health care. We invite you, at any
time, to ask questions, report symptoms, or discuss any concerns you may have. If you need more information about your
health or condition, please ask.
Patient Signature____________________________________________
Patient Name Printed_________________________________________
Physician Signature__________________________________________
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Date__________________
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Clark Center
Urogynecology
A Medical Corporation

Tele 949 360-0300
Fax 949 360-6932

FINANCIAL POLICY
Thank you for choosing The Clark Center for Urogynecology. We look forward to providing you with high level
care and are committed to your treatment being successful. The following is our Financial Policy, please read it
and sign on the line below.
We accept the following forms of payment: Checks, Visa, MasterCard and Discover.

Insurance Billing

Your insurance policy is a contract between you and your insurance company. It is your responsibility to know your
benefits and how they will apply to your treatment by the doctor. We are not a party to that contract. If your
insurance company has not paid your account in full within 60-days, the balance will be transferred to you and/or
the guarantor listed on the Patient Information form. If you are unable to make payment in full, contact the billing
department at (949)713-3998 immediately to make payment arrangements. If the account is referred for
collections, you will be responsible for the balance of your account plus a collection agency charge of 30% of the
balance due and reasonable attorney’s fees and costs. If your account becomes delinquent or is referred for
collections, your provider and/or any collection agent of your provider has authorization to obtain your credit report
to assist them in the collection of your bill.
HMO Plans (with which we are contracted): All co-pays must be satisfied at every visit. Due to contractual and
uniform compliance issues with your insurance company, there are no exceptions to the policy of collecting copays at every visit. You are responsible for obtaining authorization and approval for treatment with your Medical
Group or PCP prior to treatment. If you have not received an authorization prior to your arrival at our office,
unfortunately we will need to reschedule or you will be financially responsible for your visit. Non payment of your
co-pay at an office visit will result in an administrative charge of $15.00 in addition to the unpaid co-pay.
PPO Plans (with which we are contracted): We have negotiated rates with your insurance company. Your coinsurance and unmet deductible is your responsibility and payment is due at time of treatment.
In the event your insurance coverage changes to a plan where we are not a participating provider, you will be
responsible for any out of network deductibles or coinsurance amounts.
Medicare: We accept assignment with Medicare. Medicare pays 80% of the allowed amount after satisfaction of
the annual deductible. We will bill your secondary insurance for the remaining 20% of the Medicare allowed
payment as a courtesy; however, you are responsible for any remaining balance regardless of payment from a
secondary insurance.

Usual and Customary Rates

Our practice is committed to providing the best treatment for our patients and we charge what is usual and
customary for our area. You are responsible for payment regardless of any insurance company’s determination of
usual and customary rates.
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Out of Network Patients
If your insurance company is out of network for The Clark Center, you will be responsible for 30% of the
estimated charges at the time of service. The balance of the fees charged will be submitted to your insurance for
payment according to your policy’s out of network guidelines. Any amount that remains unpaid after payment by
your insurance company will be your responsibility.

Cash Patients
All services must be paid in full at time of treatment. Our office can provide you with a rough estimate of the cost
of treatment prior to your visit with the Physician.

Returned Checks
A $25.00 fee will be charged for any returned checks. We will be unable to accept your check for any services
thereafter.

Administrative Fee
The Clark Center charges only for professional services provided by your physician. There will be additional
billing directly to you from the facility where your procedure is performed, the anesthesiologists and other
assistants that your surgeon may require. Once a decision for surgery is made, our surgery scheduler will contact
your insurance carrier to confirm eligibility of benefits. At this time, the Surgery Scheduler will provide you with an
estimated cost of the Physician’s professional services along with your estimated responsibility. The estimate
patient responsibility will be collected as a deposit at the time of your pre-op appointment.

Durable Medical Equipment
The Clark Center provides Durable Medical Equipment (DME) as ordered by your physician. Your insurance will
be billed in accordance to your insurance coverage guidelines; however, you will be responsible to pay for unpaid
balances and co-insurance rates. Some DME products are not covered by insurance, in which case, you will be
notified of the item and its cost. For better understanding of your DME coverage, contact your Insurance
Provider. DME is intended for single patient use only. DME is not subject to returns.

Biofeedback
When biofeedback supplies are needed, they will be charged at the time of the initial biofeedback visit. The
starter kit is $65.00. Prior to participating in biofeedback treatments, patients with Medicare coverage must sign
an Advanced Beneficiary Notice (“ABN”).

Medical Records, Misc. Letters and Forms
All Medical Records request for personal use are subject to an administrative fee of $25.00 - $199.00. If Medical
Records are requested by a third party, the fee is determined on a case by case basis. If medical records are
requested for continuing care, we will be happy to fax them directly to a physician at no charge. Processing of
disability documents, juror letter, airline letters, etc., are each charged at a fee of $25.00.

Medical Appointment Cancellation Policy
In the event that you need to reschedule your appointment, we request that you please give our office a 24 hour
notice. If a patient misses an appointment and does not contact us with at least 24 hours notice, we consider this
to be a missed appointment. A $30.00 “no show” fee will be charged.

___________________________________

_____________________________

Patient Signature

Date
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Cancellation Policy

Our goal is to provide quality medical care in a timely manner. In order to do so, we have had to
implement an appointment/cancellation policy. This policy enables us to better utilize available
appointments for our patients in need of medical care.

Cancellation of an Appointment:
In order to be respectful of the medical needs of other patients, please be courteous and call. The
Clark Center for Urogynecology promptly if you are unable to attend an appointment. This time
will be reallocated to someone who is in urgent need of treatment. If it is necessary to cancel your
scheduled appointment, we require that you call at least 24 hours in advance. Appointments are
in high demand, and your early cancellation will give another person the possibility to have
access to timely medical care.

How to Cancel Your Appointment:
To cancel appointments, please call 949.360.0300. If you do not reach the receptionist you may
leave a detailed message on the voice mail. If you would like to reschedule your appointment,
please be sure to leave us your phone number and let us know the best time to return your call.

Late Cancellations:
Late cancellations will be considered same as a "no-show".

No-Show Policy:
A "no-show" is someone who misses an appointment without cancelling it in an adequate
manner. "No-shows" inconvenience those individuals who need access to medical care in a
timely manner. A failure to present at the time of a scheduled appointment will be recorded in
the patient's chart as a "no-show". The first time there is a "no-show", there will be no charge to
the patient. Any additional "no-show" will result in a fee of $30.00 billed to the patient's account.

Cancellation of Surgery:
Any surgery cancellation within 2 weeks of surgery date will be charged a $250.00 cancellation
fee. If a deposit for surgery is required and collected this amount will be deducted from the
deposit paid, the remining balance will the be refunded to the patient.

Signed________________________________ Dated _____________________
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The Clark Center for Urogynecology
PATIENT INFORMATION SHEET

Patient Name:________________________________________
Date:_______________________
Birth Date:
Age:_________ Social Security Number:________________________
Address:
City:
State:
Zip:_
_
Home Phone:
_____ Cell Phone: _____ __ _______
Work Phone:____ _ ____
__
Employer: _______________________ __________

Occupation:

___

__________

__ _____

Marital Status:
Single
Domestic Partner
Married
Divorced
Widowed
Spouse's Name:
___________________ Date of Birth:__
___ _
SSN:
_______
Spouse's Employer:
_______ _____
____________________________
_____________
Occupation: _______________________ _______________________ Work Phone:_____ ____
__
Emergency Contact:(closest relative/friend not living at your address)
Name:___
__ _ __ Relationship to Patient:
______
Address:
City:
State:
Zip:_
Home Phone:
____ Cell Phone: _____ ________ _ Work Phone:_____ ____
Insurance Coverage:
Patient’s Employment
Primary Subscriber Name:___________________
Primary Insurance Carrier:
Subscriber ID No.:
Secondary Insurance Coverage:
Secondary Insurance Carrier:
Subscriber ID No.:

Spouse’s Employment
Private Policy
SSN:_____
___
Phone:
__
____ ____
Group No.:
__

Patient’s Employment

Primary Care Physician:___________
Address:
OB/GYN:
Address:

__
_
__

_

Spouse’s Employment
Private Policy
Phone:_____________________
Group No.:

_ Phone: _____
_ __ Fax:
_____
City:
State:
Zip:_
_
Phone:_____ _
_ Fax:_____
____
City:
State:
Zip:_
_

How were you referred?
Primary Care Physician
Ob/Gyn
Friend/Relative
Yellow Pages
Advertisement (specify) Other (explain)_________________________________________________

PLEASE READ CAREFULLY AND SIGN BELOW

Assignment of Beneﬁts, Release of Information, and Financial Liability

I request payment of beneﬁts for the above listed insurance carrier(s) to be made to The Clark Center for Urogynecology for any services furnished
me by this physician. I authorize any holder of medical information about me to release to this same insurance carrier(s) and its agents any information needed to determine these beneﬁts or the beneﬁts payable for related services. I furthermore authorize the release of any medical information
related to these services to the above listed physician. I recognize that if my insurance carrier(s) requires a referral and/or authorization for any
or all services rendered by The Clark Center for Urogynecology that I am responsible for obtaining the referral and/or authorization. In the absence
of such a referral and/or authorization, I may be held ﬁnancially liable for the full amount of the charges for services rendered. I agree to pay The
Clark Center for Urogynecology for any amounts not paid by my insurance carrier for medical services rendered. I am also responsible for any
attorney fees required to collect for these services, court costs, and collection agency fees.

Patient Signature:________________________________________ Date Signed:_______________
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Please help us to serve you better by providing us with some basic information about your prefer-

Name of Pharmacy_________________________________
Street Address _____________________________________
City_____________________________ State __________
Phone No. __________________________
2. When paying for your prescription, do you use your insurance card or do you
pay cash?
I use an insurance card
I pay cash
3. If you use your insurance when ﬁlling a presription, do you normally use a
formulary drug as directed by the insurance company or do you use nonformulary drug (which are still paid for by insurance but normally cost more
than formulary drugs)? For example: If you were being treated for an
overactive bladder would you choose formulary Oxybutynin or would you
opt for a non-formulary drug such as Vesicare?
Formulary
Non-formulary
4. When you have a prescription ﬁlled, do you normally ask for a trade/name
drug or do you ask the pharmacist to substitute a generic equivalent?
I ask for a trade name drugs
I use generic drugs

Copyright 2013 The Clark Center for Urogynecology
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The Clark Center for Urogynecology

AUTHORIZATION TO COMMUNICATE PATIENT’S MEDICAL INFORMATION

COMMUNICATION WITH FAMILY & OTHERS INVOLVED IN YOUR CARE
(Signed original to be placed in the central medical record and copy to patient)
PATIENT IDENTIFICATION
PATIENT NAME: ______________________________________________________
DATE OF BIRTH: _____________________________________________________
S.S.N.:

_____________________________________________________

OFFICE IDENTIFICATION
OFFICE NAME: THE CLARK CENTER FOR UROGYNECOLOGY
ADDRESS:
520 Superior Ave. Suite 225,
Newport Beach, CA 92663
(949) 360-0300 FAX: (949) 360-6932
PHONE:
Please list any family members, physicians or others who may be involved in coordinating your care or payment
for care. Also, indicate what kinds of information may be shared with each individual.
• Name:__________________________________Relationship to patient:____________________
Type of information:
All
Scheduling/Appointment
Medical
Billing/Insurance
• Name:__________________________________Relationship to patient:____________________
Type of information:
All
Scheduling/Appointment
Medical
Billing/Insurance
• Name:__________________________________Relationship to patient:____________________
Type of information:
All
Scheduling/Appointment
Medical
Billing/Insurance
• Name:__________________________________Relationship to patient:____________________
Type of information:
All
Scheduling/Appointment
Medical
Billing/Insurance
Specific instructions or limitations:_______________________________________________________
Validation code: _______________________________
(Please give this to any individual who may be involved in coordinating your care or payment for care. They will
be asked to give this code to our staff before we release information over the phone.)
We will continue to rely on the information on this form when communicating with family members or others
involved in your care unless you request changes. Please promptly notify your physician’s office if you wish to
alter the designations above.
Signature of Patient/Legal Representative:___________________________________________
Date:______________
Relationship to patient:___________________________________________________________
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Patient Name:

Age:_____________ Date:_____________

MEDICAL HISTORY QUESTIONNAIRE
Thank you for taking the time to fill out this questionnaire. The more information we have about you, the better
we can work together to help you. In your own words, please write the nature of the medical problem for which
you are being seen for today.

(please use the other side if necessary)

Bladder Symptoms
T

F

T

F

I leak urine. If true, for how long? _______________

I leak urine with sexual intercourse.

I have to wear pads because of losing urine.
If so, how many do you use each day? _______

I often feel the urge and need to urinate even when my
bladder is not very full.

My bladder problem is bad enough that I would
request surgery to fix it.

The sound, sight, or feel of running water gives me the
urge to urinate.

I have had an operation on my bladder.

The sound, sight, or feel of running water actually causes
leakage of urine.

If true, how was the operation was performed?
Abdominally
Vaginally

If I suddenly stand up after sitting or lying down, I lose
urine.

The operation I had on my bladder cured my
problem.
The operation I had on my bladder helped my
problem for a time.
If true, how long did the operation help? __

I am not aware that I am losing urine until I notice I am
wet.
I urinate more than eight times a day.

__

The operation I had on my bladder did not help at all.

The need to urinate routinely wakes me up at least two
times during the night.

I leak urine when I cough, sneeze, exercise or
move suddenly.

There is blood in my urine.

I lose urine in small spurts.

I have had two or more bladder infections in the last year.

I lose large amounts of urine and once the
leakage begins I cannot control it.

Intercourse causes me to have bladder infections.
I have pain in the area of my bladder.

If I cough hard, I leak at the same time.

It hurts to urinate.

If I cough hard, the leaking comes a few seconds later.

I have been treated by urethral dilatation.

I have trouble starting my urine stream.

I had trouble wetting the bed as a child.

My urine stream is no more than a dribble.

I have trouble wetting the bed now.

It takes me a long time to empty my bladder.

My urine loss is a continual drip, I am always wet.

After I urinate, I often feel I have not completely emptied.
Copyright 2013 The Clark Center for Urogynecology
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Patient Name:

Age: _____________ Date: ____________

Pelvic Floor Symptoms
How often are you troubled with soiling yourself with solid bowel movement?
Never
Less than 2 times/month
2 or more times/month
How often are you troubled with soiling yourself with loose bowel movement?
Never
Less than 2 times/month
2 or more times/month
How often are you constipated?
Never
Less than 2 times/month

2 or more times/month

How often do you have to bear down very hard to empty your bowels?
Never
Up to 25% of the time
Up to 50% of the time
Up to 75% of the time
Up to 100% of the time
How often do you feel that your bowels are not completely empty?
Never
Up to 25% of the time
Up to 50% of the time
Up to 75% of the time
Up to 100% of the time
How often do you have to use your hands or fingers to help empty out your bowels?
Never
Up to 25% of the time
Up to 50% of the time
Up to 75% of the time
Up to 100% of the time
How often do you find small amounts of smearing on your underwear?
Never
Up to 25% of the time
Up to 50% of the time
Up to 75% of the time
Up to 100% of the time
Do you usually have a bulge or something falling out that you can see or feel in the
vaginal area?
Yes
No
If yes, how much does it bother you?
Not at all
Somewhat Moderately Quite a bit
Do you usually feel a heaviness or dullness in the pelvic area?
Yes
If yes, how much does it bother you?
Not at all
Somewhat Moderately

No
Quite a bit

Do you ever have to push up on a bulge in the vaginal area with your fingers to start or
complete urination?
Yes
No
If yes, how much does it bother you?
Not at all
Somewhat Moderately Quite a bit

Y
Do you frequently pass gas when you don't want to?
Do you have a bowel movement at least twice a week?
Are you troubled with hemorrhoids?
Have you recently had a significant change in your bowel habits?
Has the size or caliber of your stool recently changed?
Have you recently had any black or "tarry" stools?
Have you recently had any bright red bleeding with bowel movements?
Are your bowel movements painful?

Copyright 2013 The Clark Center for Urogynecology
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N

Patient Name:

Age: _____________ Date: ____________

Review of Systems
CARDIOVASCULAR
Y N
Chest pain
Stroke
High blood pressure
Irregular heartbeat
Mitral valve prolapse
Shortness of breath after a
flight of stairs
Shortness of breath at rest

BREAST DISEASE
Y N
Breast pain/nipple discharge
History of breast cancer
CANCER HISTORY
Y N
History of other cancer
GASTROINTESTINAL
Y N
Liver disease
Hepatitis
GERD/Gastritis
Irritable Bowl Syndrome (IBS)
Ulcerative colitis/Crones

PULMONARY
Y N
Asthma/wheezing
Seasonal allergies
Sinusitis
Unexplained cough
History of pneumonia

RENAL
Y N

CONSTITUTIONAL
Y N
Unexplained weight loss/gain
Fatigue
Night sweats
Swollen glands

Kidney disease
Kidney stones
Kidney infection
ENDOCRINE
Y N
Diabetes
Low thyroid
High thyroid

HEENT
Y N
Ringing in ears
Headache/migraine
Double/blurred vision

HEMATOLOGIC
Y N
Easy bruising
Bleeding disorder
History of blood clot

MUSCULOSKELETAL
Y N
Serious injury or accident
Arthritis/joint pain
Osteopenia
Osteoporosis
Muscle weakness

NEUROLOGIC
Y N
Stroke
Fainting
Seizures
Paralysis
Multiple sclerosis

RHEUMATOLOGIC
Y N
Rheumatologic disease
(i.e. fibromyalgia)
Lupus
Skin rashes/lesion/disease

Copyright 2013 The Clark Center for Urogynecology
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Patient Name:

Age: ____________ Date: ____________

Past Medical History

Y N
Do you have a history of back problems?
If yes, please describe:_____________________________________________
Do you have a heart condition, heart murmur or mitral valve prolapse?
If yes, please describe:______________________________________________
Do you have an artificial implant (heart valve, hip/knee replacement, etc)?
Do you require antibiotics before dental or surgical procedures?
Do you take Warfarin/Coumadin, Plavix, or any other blood thinners?
Do you take aspirin, ibuprofen, or other NSAID on a regular basis?
Have you ever had a blood transfusion?
If yes, for what reason? _____________________________________________
Have you ever had a pulmonary embolus or deep vein thrombosis?
(blood clot in your lung, leg, arm, etc.)
Do you have glaucoma?
If yes, is it:
open angle glaucoma

or

closed angle glaucoma

Do you avoid certain types of food or do you have digestive problems?
If yes, please describe:______________________________________________
Have you had any screening for colon cancer such as hemocult, sigmoidoscopy,
colonoscopy, or barium enema?
Y N
If yes, date of your last test?
Was it normal?
Date of your last bone scan (DEXA):

Was it normal?

Date of your last mammogram:

Was it normal?

Date of your last PAP smear:

Was it normal?
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Patient Name:

Age: ____________ Date: ____________

OB/GYN History

Last menstrual period: ____________ (date)
Are you menopausal?

Yes

Number of pregnancies:

No
Number of vaginal deliveries:

Number cesarean deliveries:

What method of birth control do you use? ___________________________________
Y

N

Are you planning to have any more children?
Are you sexually active at the present time?
Are you experiencing decreased sexual desire?
Do you have trouble with pelvic pain?
Do you have pain with intercourse?
Have you been diagnosed with breast cancer?
Have you ever been on hormone replacement therapy?
If yes, what hormones? ________________________________________________________
Date started _____________ Date discontinued _______________ Currently taking HRT?

Do you have any of the following?

Yes

Please check all boxes that apply to you:

Post-menopausal bleeding

Bleeding between periods

Bleeding after intercourse

Heavy menstrual periods

Pain with periods

Endometriosis

Recurrent vaginal infections

Sexually transmitted infections _______________________
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No

Patient Name:

Age: __________ Date:

Surgical History

Please CHECK any operations that you have had. Please list the REASON and the YEAR in which you
had the surgery.
Vaginal Hysterectomy

Bladder Surgery

Hernia Surgery

Abdominal Hysterectomy

Vaginal Prolapse Surgery

Appendectomy/Gallbladder

Laparoscopic /Robotic Hysterectomy

Rectal Surgery

Back/Spine /Joint Surgery

Ovaries Removed

Pelvic Laparoscopy

Heart Surgery

I have never had surgery

Please list other serious or chronic medical problems or surgical procedures, not noted above:

(please use the other side if necessary)

Copyright 2013 The Clark Center for Urogynecology
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Patient Name:

Age: __________ Date: ______________

Personal History
What is your height?

weight? _ ___________ ___

Do you smoke currently/in the past?

Yes

No

If yes, how many packs per day? __________

Do you drink alcohol?

Yes

No

If yes, how many drinks per night? __________

Do you drink caffeine?

Yes

No

If yes how many servings per day? __________

Do you exercise regularly?

Yes

No

Do you sleep regularly?

Yes

No

Are you currently employed?

Yes

No

Does your job require heavy lifting?

Yes

No

Do you live alone?

Yes

No

What is/was your job/activity? _____________

How far away (minutes drive) do you live from our office?

________________

Family History
Please list anyone in your immediate family (parents/siblings/children) who
had/have:
__________ Female pelvic organ prolapse __________ Interstitial cystitis
__________ Recurrent bladder infections

__________ Breast cancer

__________ High blood pressure

__________ Stroke

__________ Heart disease

__________ Diabetes

Other cancer (please describe)

Please list any other diseases present in your family and their relationship to you:
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Patient Name:

Age: ____________ Date: ______________

Medications
What medications do you take regularly? Please include birth control and other hormones.

Name of Medication

Dosage

(please use the other side if necessary)

What HERBAL medications do you take?

(please use the other side if necessary)

Allergies
List all drug allergies and reactions:

(please use the other side if necessary)
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The Clark Center for Urogynecology
HOAG HEALTH CENTER NEWPORT BEACH
520 Superior Avenue, Suite 225
Newport Beach, CA 92663

HOAG HEALTH CENTER IRVINE
16305 Sand Canyon Ave., Suite 260
Irvine, CA 92618

ORANGE COAST MEMORIAL
9900 Talbert Ave., Suite 202
Fountain Valley, CA 92708

949-360-0300 Fax: 949-360-6932

BLADDER DIARY INSTRUCTIONS
Documentation of your voiding patterns will provide important information about
your bladder health to The Clark Center for Urogynecology.
Please measure your urinary output as well as your fluid intake during any two
twenty-four-hour periods. Please record the type of fluid (i.e. orange juice,
water, soda, coffee, etc). It is not required that these time periods be
consecutive. Use one two-cup measuring cup to measure your urine output and
use another two-cup measuring cup to measure your fluid intake.
Starting with your first morning void, measure your urine output and note the
time and the amount in your diary. You will continue to mark the time for the
remainder of the day, including voids. The final entry for the first twenty-fourhour period will be the one prior to your next morning void. Follow the same
instructions for the next twenty-four-hour documentation period that you choose.
Please document any discomfort i.e., burning, spasms, fullness, pain, etc.
Should you have an accident, estimate the amount of urine lost, i.e., small,
medium or large amount. Please indicate the activity at the time of the incontinence
episode such as laughing, coughing, sneezing, walking, running to the bathroom,
during sex, etc.
If you have any questions, please do not hesitate to contact the Clark Center for
Urogynecology. Thank you for allowing us to participate in your care.
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Clark Center
for

Urogynecology
A Medical Corporation

A Medical Corporation

The Clark Center for Urogynecology
BLADDER DIARY
Patient Name:____________________________________ Date of Birth: ____________ DAY 1 Date:________________
TIME

LEAK: SMALL,
MEDIUM, LARGE,
CONTINUOUS

AMOUNT
VOIDED

REASON FOR
ACCIDENT

Example No. 1

16 ounces

M

Coughing

Example No. 2

2 ounces

L,C

On way to bathroom

AMOUNTS & TYPE OF
FLUID DRANK

8 ounces coffee

6 am- 7 am
7 am - 8 am
8 am - 9 am
9 am - 10 am
10 am - 11 am
11 am - 12 pm
12 pm - 1 pm
1 pm - 2 pm
2 pm- 3 pm
3 pm - 4 pm
4 pm - 5 pm
5 pm - 6 pm
6 pm - 7 pm
7 pm- 8 pm
8 pm - 9 pm
9 pm - 10 pm
10 pm - 11 pm
11 pm - 12 am
12 am - 1 am
1 am - 2 am
2 am - 3 am
3 am - 4 am
4 am - 5 am

5 am- 6 am
Number of pads or undergarments used today?_______ Number of times you urinated during awake hours today?_______
Number of accidents today?_____________________ Number of times you urinated during sleeping hours today?______
Total amount urinated today?____________________
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The Clark Center for Urogynecology
BLADDER DIARY
Patient Name:____________________________________ Date of Birth: ____________ DAY 2 Date:________________
TIME

LEAK: SMALL,
MEDIUM, LARGE,
CONTINUOUS

AMOUNT
VOIDED

REASON FOR
ACCIDENT

Example No. 1

16 ounces

M

Coughing

Example No. 2

2 ounces

L,C

On way to bathroom

AMOUNTS & TYPE OF
FLUID DRANK

8 ounces coffee

6 am- 7 am
7 am - 8 am
8 am - 9 am
9 am - 10 am
10 am - 11 am
11 am - 12 pm
12 pm - 1 pm
1 pm - 2 pm
2 pm- 3 pm
3 pm - 4 pm
4 pm - 5 pm
5 pm - 6 pm
6 pm - 7 pm
7 pm- 8 pm
8 pm - 9 pm
9 pm - 10 pm
10 pm - 11 pm
11 pm - 12 am
12 am - 1 am
1 am - 2 am
2 am - 3 am
3 am - 4 am
4 am - 5 am

5 am- 6 am
Number of pads or undergarments used today?______ Number of times you urinated during awake hours today?________
Number of accidents today?____________________
Number of times you urinated during sleeping hours today?_______
Total amount urinated today?___________________
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THE CLARK CENTER FOR UROGYNECOLOGY
520 Superior Ave., Suite 225
Newport Beach, CA 92663
Tel: (949) 360-0300
Fax: (949) 360-6932

DIRECTIONS TO OUR NEWPORT BEACH OFFICE
FROM 55 FREEWAY SOUTH
The 55 Freeway turns into Newport Blvd. Stay on this street heading toward the ocean
until you come to 17th Street. Take a right on 17th Street and a quick left on Superior
Avenue. Then turn left at "Hoag Health Center" signal.
FROM PACIFIC COAST HIGHWAY
Turn on Superior and drive up the hill, you will pass Placentia Avenue on the left.
Continue on Superior and turn right at signal "Hoag Health Center."

Please note: We are in the third building from the street in the building labeled .520.
We are on the second floor.
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