
BLADDER DIARY               NAME_________________________     DATE _______

Complete one page for each of the next 3 days. 
In order to keep the most accurate diary possible, try to write down events as they happen.

  TIME FLUIDS                   DID YOU URINATE? ACCIDENTS

What did you 
drink?
How 

much?

(in ounces)
1 cup = 8oz

Did you feel a 
strong

, 
sudde
n urge 

to 
urinat

e?

What amount each 
time? (small, 

moderate, 
large)

Did you feel any 
pelvic 

discomfo
rt 

What activity did this 
interrupt?

Circle if urine
Square if stool

How much urine 
did you 
leak? 
Small-
drops, 
Med 

-<1/4 cup 
Lge ->1/4 

cup)

What were you doing 
at the time?

8:45 Coffee 6 oz Yes     No S  M  L Yes     No
Walking

Yes     No Drops Coughing

Yes     No S  M  L Yes     No Yes     No

Yes    No S  M  L Yes    No Yes    No

Yes     No S  M  L Yes     No Yes     No

Yes    No S  M  L Yes    No Yes    No

Yes     No S  M  L Yes     No Yes     No

Yes    No S  M  L Yes    No Yes    No

Yes     No S  M  L Yes     No Yes     No

Yes    No S  M  L Yes    No Yes    No

Yes     No S  M  L Yes     No Yes     No

Yes    No S  M  L Yes    No Yes    No

Yes     No S  M  L Yes     No Yes     No

Yes    No S  M  L Yes    No Yes    No

Yes     No S  M  L Yes     No Yes     No

Day:  M  __T  __W__
TH  __F  __ Sat __Sun__



Yes    No S  M  L Yes    No Yes    No

Yes     No S  M  L Yes     No Yes     No

Yes    No S  M  L Yes    No Yes    No

Yes     No S  M  L Yes     No Yes     No

Yes    No S  M  L Yes    No Yes    No

Yes     No S  M  L Yes     No Yes     No

Yes    No S  M  L Yes    No Yes    No

Yes     No S  M  L Yes     No Yes     No

Yes    No S  M  L Yes    No Yes    No

Yes     No S  M  L Yes     No Yes     No

Pad Use:     Panty Liner     Pad      Brief     Other __________________    Dampness:   Damp      Wet       Soaking     Number per Day _________  

Adopted from form from Pharmacia Corporation

In the second column following the time slots, record what fluids you drink and how much.  The next columns address your urinary 
patterns.  Next record any episodes of pelvic pain for discomfort. Record every time you urinate and estimate how much using small, 
moderate or large as choices.  Cite if you dribbled on the way to the toiled and the presence of any urgency.  The last column in this 
white section, addresses what activity was interrupted with the need to urinate.  The 3 final columns address any leaking. Indicate 
whether it is stool or urine but circling the answer if urine, and draw a square around if stool.   Estimate how much urine you leaked and 
what you were doing at the time.  This diary should be recorded on three consecutive days and before the initiation of any treatment. 
This is often very helpful.  You may be asked to repeat this later in  your program.
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