WCincinnati Pediatric Urology Name:

Children’s’ DOB:

changing the outcome together Cath ete r I Zati O n D I a ry
FAX: (513) 636-1431 MRN:

Please keep a diary one week before you/your child’s clinic visit. Bring the diary to you/your child’s appointment.

If you/your child are just starting catheterization, please keep diary for the first two weeks.
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Date of Catheterization Time of Catheterization Catheterization Amount
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