Cleveland Clinic Incontinence Score

Please tick one box in each row to indicate on average how often you experience
the following:

Never Rarely Sometimes Usually Always
Less than Less than Less than Everyday
once a month  once a week once a day
a. Solid stool leakage O a O a H
b. Liquid stool leakage O O O O O
c. Gas leakage Od O | ] O
d. Pad use (for stool) O O O O O



