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2-DAY BLADDER HEALTH
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PLEASE COMPLETE THIS DIARY FIRST
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Instructions for completing diary

Please complete the 2-Day Bladder Health Symptom Diary BEFORE completing the 1-Day
Frequency-Volume Bladder Diary. For two days, we are asking you to record every time
you pee or leak urine, as well as your experiences when peeing and after peeing. The two
days you record on the 2-Day Symptom Diary should be done on two days in a row.

Choose any 2 days (48-hour period of time) to keep this Diary. You will need to take this
Diary with you when you are at home, work or other locations to record your symptoms
every time you pee (urinate).

TO COMPLETE THE DIARY:

Begin your Diary with the FIRST time you pee after you wake up from sleep.
Questions 1-8: Complete the questions about your health and your bladder.
At the Start of Each Day: Record the time you get up for the day.

COLUMN 1:

e Every time you pee or if you leak urine (even a drop), please check one of the boxes;
P=Peed or L=Leaked. If you both leaked urine and peed, check the box marked “B” for
Both.

COLUMN 2:
e Write down the time you peed in this column and check the box for AM or PM.

COLUMN 3:

e If you leaked pee, check if the amount was a small (S), medium (M), or large (L) leakage.

Column 4 - Column 6:

e Check Yes (Y) or No (N) for each question about any bladder urgency, your pee
experience, and your after-pee experience.

At the End of Each Day:

Check Yes (Y) or No (N) if you had an uncomfortable or painful pee sensation or if you
experienced pain while holding urine.
Answer whether this was a typical or normal day for you. If it was not, record why in
the box.
Record the time you go to bed.

EXAMPLE:

Column 1 Column 2 Column 3 Column 4 Column 5 Column 6

Peed Time of Pee or Leak Accidental Leak Urgency Pee Experience After-Pee Experience

Amount of Pee Leakage

g Fan (check one if leak) o}
? ? L 4 Had a sudden Do you feel Is the Did you dribble

Op O ®e[5 [[35] Ram [Oem ®v | O | Ov®~ [@v On [y On Oy Rn|Ov @ | ®y O

Check Pee ! 4 and urgent need | Easystarting | Continuous | bladderis | "needtopee | peewhenyou
or Leak or Both Time of Pee or Leak small (5) | Medium (M) | Large (1) to pee to pee pee stream empty? | feeling" gone? | were done?
Os

Please complete the following questions.

1. Please enter today's date: / /
M M D D Y Y Y
2. In general, would you say your health is:
|:| Excellent
[] Very good

|:| Good
|:| Fair
|:| Poor

3. Are you breastfeeding?

|:| Yes
|:| No

4. Do you think you have a bladder infection or UTI today?

|:| Yes
|:| No

5. Are you pregnant?

|:| Yes
|:| No

6. Are you having any respiratory issues (such as a cold or allergies) today?

|:| Yes
|:| No

7. Are you catheterized?

|:| Yes
|:| No

8. Have you been hospitalized in the past week?
|:| Yes
|:| No
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DAY1 | | bpAv1i |
What time did you get up today? I:l : I:llj AM []PM
Column 1 Column 2 Column 3 Column 4 Column 5 Column 6
Peed Time of Pee or Leak Accidental Leak or Lost Control of Pee Urgency Pee Experience After-Pee Experience
S Amount of Pee Leakage f\
g (check one if leak, even just a drop or two) \ Did you dribble
Check Pee ? ? E Arslzzgig?;i,l{cfaim Easy starting| Continuous Db(?a\:jodueiei:l "ne(LstjtP()epee c’ljri)epls?\x:e?fjx
or Leak or Both Time of Pee or Leak Small (S) | Medium (M) Large (L) "gotta go" feeling to pee pee stream empty? [feeling" gone?| were done?
e OL OB Oam [Opem | [s OOm L Oy ON Oy ON Oy ON| Oy DN\DY ON Oy ON
21 0p L OB Oam [Opm| [Os Om L Oy ON Oy ON Oy ONfOYy ON Oy ON Oy ON
s|dJp L OB Oam [Opm | [s OOm L Oy ON Oy ON Oy ON| Oy DN\DY ON Oy ON
a|Jp JL OB Oam Opm| OIS wm 0L Jy N Oy ONIQOY ON| Oy ON OY ON OY ON
s|Jp JL B Oam  [OIpm| OIS Cwm oL ]y N Oy ON OOy ON| Oy DN\DY CIN | Yy &N
s|Jp [JL B Oam Opm| OIS M 0L Jy N Oy ONIOY ON|OYy ON OY ON OY ON
710p OO OB Oam  [em| [Js Lm 0L Cly ON Ov ON Oy ON|OYy ON Oy O~ Oy ON
s|Jp [JL B Oam OIpm| OIS M oL Jy N Oy ONIOY ON| Oy ON OY ON OOY ON
slJp JL B Oam  [OJpm| OIS LY L ly OIN Oy ON OOy ON| Oy DN\DY CIN | Yy OIN
ofJp L OB Oam OJpm| OIS M oL Jy N Oy ONIOY ON| Oy ON OY ON OY ON
ulJp L OB Oam  [OJpm| OIS LY oL ly OIN Oy ON OOy ON| Oy DN\DY CIN | Y N
2|Jp L OB Oam Opm| Os Cwm oL Jy N Oy ONIOY ON| Oy ON Oy ON OY ON
s|[Jp [JL []B LIAam  [pm| [Js LIm L Oy N Oy ON Oy ON|Oy ON Oy O8N Oy ON
w|[Jp L OB Oam Opm| Os Cwm 0L Jy N Oy ONIQOY ON| Oy ON Oy ON OY ON
s|]Jp [JL B LJam [pm| [s [Im L L]y [N Ly ONOJy OIN| Y DN\DY CIN . [Jy [N
| [JP L OB Oam OIpm| [Os M 0L Jy N Oy ONIQOY ON|OY ON OY ON Oy ON
Pee sensation uncomfortable or painful? Did this represent a typical or normal day for you?
|:| Yes |:| No |:| Yes, normal

Did you experience pain while you were holding urine?

What time did you go to bed today?

Yes

Participant ID: ‘

[ J0am Dew

[ ] No, worse > If no, please state what was different below:
|:| No, better = If no, please state what was different below:

Participant ID:




DAY 2 DAY 2
What time did you get up today? :l : ED AM []PM
Column 1 Column 2 Column 3 Column 4 Column 5 Column 6
Peed Time of Pee or Leak Accidental Leak or Lost Control of Pee Urgency Pee Experience After-Pee Experience
g ' (check oﬁ::‘iflir;i,oefvzsﬁutfzkdariz or two) Did you dribble
Check Pee ? ? f A;zggiZ?)Zi,LiLg;nt Easy starting| Continuous Db?aydodueiei(sEI "nefdtroepee (;)riep;;\\l;k?eif\fc\:\;
or Leak or Both Time of Pee or Leak Small (S) | Medium (M) = Large (L) "gotta go" feeling to pee pee stream empty? feeling" gone?  were done?
viOp [JL B Llam [Oem | [Js LY L Oy ON Oy ON QY ON|OY ON OYON Oy ON
wJp [JL [JB Cam [Oem | [Is LY Ll Oy OIN Oy ON Oy ON|OY ON Oy ON . Oy ON
wlp [JL []B Llam [em | [Is [Im L Oy OIN Oy ON|OYy ON|OY ON »OY ON OOy ON
0f[Jp [JL OB OAaM  [Jpm Os LY L Oy ON Oy ONOy ON|OY ON ~OY ON Oy ON
al[Jp L OB CJAM | []pPm s LY L vy CIN Oy ON~OYy ON|OY ON DY ON Oy ON
21Jp [JL [JB Clam [Cpem | [s LY Ot Oy N Oy ON Oy ON|OY ON Oy ON . Oy ON
a3|[Jp [OJL OB COAM  [JpPm s LY L Oy N Oy ON~OyYy ON|OY ON ~OYON Oy ON
«|[Jp [OJL OB OAM  [JpPm Os [Im L Oy CIN Oy ON-QOYON|OYON ~OYON Oy ON
| [Jp [JL OB OAM  [JpPm Os LY L Oy ON Oy ON Oy ON|OY ON DYy ON Oy ON
6| []P [JL B CJAM  []pPm s CIwm L Oy ON Oy ON~OYyON|OYON ~OYON Oy ON
7| [Jp L OB 1AM []Pm s CIm L Oy ON Oy ON Oy ON|OY ON DY ON Oy ON
#s|[C]P [JL B 1AM | []PM s M L Jy OIN Oy ON Dy ON|OY ON Oy ON| OY ON
| [Jp L B 1AM | []PM s M L CJy OIN Oy ON DYy ONOY ON Oy ON| OY ON
ol (Jp (JL OB OAM | [JpPm Os OOwm L Oy ON Oy ON Oy ON|OY ON Oy O~ Oy ON
sif[Jp JL B 1AM | []PM s M L ly OIN Oy ON Dy ON|OY ON Oy ON| OY ON
2(Jp L OB OAM  [JpPm Os Om L ]y [N Oy ON-QOYONIOYON ~OYON Oy ON

Pee sensation uncomfortable or painful?

|:| Yes

|:|No

Did you experience pain while you were holding urine?

|:| Yes

|:|No

What time did you go to bed today?
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[ J0Am Dew

Did this represent a typical or normal day for you?

|:| Yes, normal
|:| No, worse = If no, please state what was different below:

[ ]No, better = If no, please state what was different below:

Participant ID:




