
 User name:

Doctor/Nurse: 

Contact telephone: 

Emergency contact: 

LoFric type: 

Ref.no:

Frequency of 
catheterisation: 

Timetable: 

Follow-up by:

Size:

 Doctor/Nurse       Community Continence Advisor

District nurse     

 FOLLOW-UP APPOINTMENTS

DATE TIME LOCATION

 
Follow-up complete?

Signature:
Date:

 Personalised Care Plan
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