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PELVIC HISTORY QUESTIONNAIRE 

All questions contained in this questionnaire are strictly confidential  
and will become part of your medical record. 

Name (Last, First, M.I.):    M      F DOB:  

Marital status:    Single      Partnered      Married      Separated      Divorced      Widowed 

Previous or referring doctor:  Date of last physical exam:  

 

UFS-QOL UTERINE FIBROID SYMPTOMS AND HEALTH RELATED QUALITY OF LIFE 

 

Symptom Severity:  Check the appropriate box 1= not at all 2= A little of 
the time 

3= Some of 
the time 

4= Most of 
the time 

5= all of the 
time 

Heavy bleeding during menstrual period      

Passing clots during menstrual period      

Fluctuation in the duration of your menstrual period 
compared to your previous cycle 

     

Fluctuation in the length of your monthly cycle 
compared to previous cycle 

     

Feeling tightness or pressure in your pelvic area      

Frequent urination during the daytime hours      

Frequent nighttime urination      

Feeling fatigued      

 

HRQL:  Check the appropriate box 1= not at all 2= A little of 
the time 

3= Some of 
the time 

4= Most of 
the time 

5= all of the 
time 

Made you feel anxious about the unpredictable onset 
or duration of your periods 

     

Made you feel anxious about traveling      
Interfered with your physical activity      
Caused you to feel tired and worn out      
Made you decrease the amount of time you spent on 
exercise or other physical activities? 

     

Made you feel as if you are not in control of your life?      
Made you concerned about soiling underclothes?      
Made you feel less productive?      
Caused you to feel drowsy or sleepy during the day?      
Made you feel self conscious of weight gain?      
Made you feel that if was difficult to carry out your 
usual activities? 

     

Made you feel sad discouraged, or hopeless?      
Made you feel down hearted and blue?      
Made you feel wiped out?      
Caused you to be concerned or worried about your 
health? 

     

Caused you to plan activities more carefully?      
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HRQL:  Check the appropriate box 1= not at all 2= A little of 
the time 

3= Some of 
the time 

4= Most of 
the time 

5= all of the 
time 

Made you feel inconvenienced about always carrying 
extra pads, tampons, and clothing to avoid accidents? 

     

Caused you embarrassment?      
Made you feel uncertain about your future?      
Made you feel irritable?      
Made you concerned about soiling outer clothes?      
Affect the size of clothing you wear during your 
periods? 

     

Made you feel that you are not in control of your 
health? 

     

Diminished your sexual desire?      
Caused you to avoid sexual relations?      

 

PELVIC INTAKE 

If applicable, date of uterine fibroid diagnosis: ____/______/____     Menstrual Cycle: Length: ________     

Number of Heavy Days: ______    

Feminine Hygiene Products used (Circle each that apply):    Pads       Tampons       Both         

Frequency of change:  Every _____ hours 

Date of last period______________  

Have you had any of the following: 

 Yes No 

Clots   

Flooding   

Anemia   

Blood transfusion   

Iron transfusion   

 

If known:   Last Hct Value_______________  Date of Last Hct_______________________ 

Obstetrics History:  fill in the below information 

Number of pregnancies:  

Miscarriages/abortions:   

Infertility Yes No 

Menopausal symptoms Yes No 

 

Check all that apply 

 Prior to cycle During cycle After cycle Daily 

Cramps     

Pelvic Pain     

Pelvic Pressure     

Bloating     

Urinary symptoms     

Other     
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Have you had any of the following treatments? 

 YES NO Date 

Birth Control Pills    

Progestin    

GnRh Agonists    

Myomectomy    

Lupron    

Depo    

 

Please provide the following information 

 YES NO Date Results: Normal or Abnormal 

Pap Smear     

Endometrial biopsy     

 

PVI REPORTING 

A zero means no pain and a ten means extreme pain. 
How intense is your overall pelvic pain? 0 1 2 3 4 5 6 7 8 9 10 
How intense is your pelvic pain while lying down? 0 1 2 3 4 5 6 7 8 9 10 
How intense is your pelvic pain while standing? 0 1 2 3 4 5 6 7 8 9 10 
How intense is your pain in your leg(s) while lying down? 0 1 2 3 4 5 6 7 8 9 10 
How intense is the pain in your leg(s) while standing? 0 1 2 3 4 5 6 7 8 9 10 
How intense is the pain in your leg(s) with menstruation? 0 1 2 3 4 5 6 7 8 9 10 
How intense is your pain during or following intercourse? 0 1 2 3 4 5 6 7 8 9 10 
Do you have the urge to urinate more frequently that usual? 0 1 2 3 4 5 6 7 8 9 10 
Do you take pain medication on a regular basis? (0 = no 10 = yes) 0          10 

 

SF-12 PATIENT QUESTIONARIE 

Examination Period:  circle one. 

Preop Immediate Postop One year Three year Five year other 

 

In general, would you say your health is?   1 = Excellent   2 = Very Good             3 = Good   4 = Fair    5 = Poor 

Does your health now limit you in these activities?  If so, how much? 

 1= Yes, limited a lot 2 = Yes, Limited a little 3 = No, not limited at all 

Moderate activities, such as moving a table, pushing a 
vacuum cleaner, bowling, or playing golf 

   

Climbing several flight of stairs    

 

During the past 4 weeks, have you had any of the following problems with your work or other regular activities as a result of your physical 
health? 

 1 =  YES 2 = NO 

Accomplished less than you would like   

Were limited in the king of work or activities   
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During the past 4 weeks, were you limited in the kind of work you do or other regular activities as a result of any emotional problems? 

 1 =  YES 2 = NO 

Accomplished less than you would like   

Didn’t do work or other activities as carefully as usual   

 

Other 

 1 = Not at all 2 = A little bit 3 = Moderate 4 = quite a bit 5 = Extremely 

During the past 4 
week how much did 
pain interfere with 
you normal work, 
including work 
outside the home and 
housework? 

     

 

During the past 4 weeks how have you been feeling and how have things been?  

 1 = All of the 
time 

2 = Most of the 
time 

3 = A good bit of 
time 

4 = some of the 
time 

5 = A little of the 
time 

6 = None of the 
time 

Have you felt calm and 
peaceful? 

      

Did you have a lot of energy?       

Have you felt downhearted 
and blue? 

      

 

Other 

 1 = All of 
the time 

2 = Most of 
the time 

3 = A good 
bit of time 

4 = Some of 
the time 

5 = A little 
of the time 

6 = None of 
the time 

During the past 4 weeks, how much of the time has your 
physical health or emotional problems interfered with your 
social activities? 

      

 


