
 

 
CONTINENCE CLINIC BON SECOURS HOSPITAL REFERRAL FORM 

 
NAME:  DATE OF BIRTH: 
ADDRESS: 
TEL NO: MOBILE NO: 
 
SYMPTOMS    DURATION OF SYMPTOMS:  ____________ 
  

Incontinence    Yes  No   
   
Urge      Yes  No 
 
Stress     Yes  No 
 
Hesitancy     Yes  No 
 
Poor Flow     Yes  No 
 
Incomplete Emptying   Yes  No 
 
Nocturia     Yes  No 
 
Diurnal Frequency    Yes  No 
 
Other   

 
PAST MEDICAL/SURGICAL HISTORY: 
 
MEDICATIONS 
 
ALLERGIES 
 
FAX TO: 091 758776  Mr. Kilian Walsh, Consultant Urological Surgeon       
POST TO:  SUITE 6, BON SECOURS HOSPITAL, RENMORE, GALWAY 
Email: ethnea@urologywest.ie  
 
GP NAME:     ADDRESS: 
 
SURGERY STAMP 

mailto:ethnea@urologywest.ie

