
Daytime: Choose the f low  that 
best describes the resident's 

urinary incontinence

Mobile?
(Resident can get to a toilet or bedside commode or bedpan)

Not Mobile?

Resident Information

Name:

Address: Phone:

Height: Weight: Gender: Male Female

Nighttime: Choose the flow that best 
describes the residents

urinary incontinence

LIGHT FLOW

A few drops?

MODERATE FLOW

More than a few drops?

HEAVY FLOW

Steady flow?

Recommended Product For Resident

NOTE: If the resident is bowel 
incontinent, a Brief is recommended.

Mobile?
(Resident can get to a toilet or bedside commode or bedpan)

Not Mobile?

Recommended Product For Resident

NOTE: If the resident is bowel 
incontinent, a Brief is recommended.

Nighttime: Choose the f low  that best 
describes the resident's urinary 

incontinence

Please note: It is important to discuss incontinence with your physician.

Authorization:

Resident / Family Member Signature:

Staff Signature:

PRODUCT QUANTITY:  PER MONTH
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PREVAIL® UNDERWEAR FOR WOMEN SIZING CHART

PREVAIL® ADULT BRIEFS SIZING CHART

PREVAIL® UNDERWEAR FOR MEN SIZING CHART
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Medicaid #: Support Planning Agency:

Doctor (Name & Contact Info:

Addtional Note/Comment




