THERMIva

Patient Name: Date:

Date Of Birth:

Pre-Treatment Questionnaire

Please rate your vaginal laxity: Y:;Ze @ @ @ @ @ 1\—133

; ; ; ; . Extremely Exiremely
Please rate your sexual satisfaction from vaginal intercourse: Dissatisfied @ @ @ @ @ safisfied

Please rate your ability to climax/orgasm: Never @ @ @ @ @ Always

Pl rat r i | isutr ri | tivity: Very Very

ease rate your vaginal moisutre du INng sexual activity D @ @ @ @ @ Moist

Ho ou d ou rate vyou ab' i O control u 'ne hen ou col h? No ( ) (:) (:) ( ) (:) Excellent
W W I y rat y r |I|ty t tr I r w y g H Control Control

How successful are you with controlling your stream of urine (start .

and stop)? Control @ @ @ @ @ Ecx:rﬁ:)elm

How often do you feel urinary urgency (feeling that you have to No Excellent
go to the bathroom)? Control @ @ @ @ @ Control

Please describe your present state of feminine health and wellness:




THERMIva

Patient Name: Date:

Date Of Birth:

Post-Treatment Questionnaire

Please rate your vaginal laxity: Y:ze @ @ @ @ @ 1\-1;3

; ; ; ; . Extremely Exiremely
Please rate your sexual satisfaction from vaginal intercourse: e @ @ @ @ @ i

Please rate your ability to climax/orgasm: Never @ @ @ @ @ Always

y Y ! ! X Y y DIV Moist

How successful are you with controlling your stream of urine (start

and stop)? Control @ @ @ @ @ Ecx:rﬁ:flm

How often do you feel an abrupt, strong, often overwhelming urge No Excellent
to urinate? Control @ @ @ @ @ Control

How would you rate your level of comfort during the procedure?

Please describe any changes in your feminine health and wellness since you received your treatment:




