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PATIENT DETAILS

Name: Angus

DOB:

Phone:

Email:

REFERRING CLINICIAN

Name:

Practice Address:

Phone:

Email:

REASON FOR REFERRAL

[]

[] Sexual dysfunction or painful
intercourse

|:| Pelvic floor weakness

Urinary incontinence (stress, urge,
mixed)

Overactive bladder
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Your Company Details go in here

Genitourinary Syndrome OF menopause

Changes in the aesthetics appearance
of the female anatomy

Recurrent vaginal infection

Chronic bladder infection

Others
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