*This is very important to fill out prior to your appointment

Patient Name: ___________________________________ D.O.B. _____________ Date: _____________
The following questions refer to your feeling of dizziness. Please answer them as “yes” or “no” and fill in all of the blanks.
In your own words, please describe the sensation you feel without using the word ‘dizzy’: 
____________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________


I. Do you have any of the following sensations?
Falling to one side:                                                                                         Yes or No
World spinning around you:                                                                         Yes or No 
II. The following refer to typical dizzy spells: 
Do your dizzy spells come in attacks?                                                          Yes or No
	How often? __________________________________________________
	How long is the attack? _________________________________________
	Date of first spell? _____________________________________________.
Are you free from dizziness between attacks?                                          Yes or No
Does your hearing change with an attack?                                                 Yes or No
Are you dizzy mainly when you sit or stand up quickly?                           Yes or No
Are you dizzier in certain positions?                                                              Yes or No
	Which position? ________________________________________________
Are you nauseated during an attack?                                                            Yes or No
Are you dizzy even when lying down?                                                           Yes or No
Have you had a recent cold or flu preceding recent dizzy spells?             Yes or No
Have you had trouble walking in the dark?                                                  Yes or No
Are you better if you sit or lie perfectly still?                                                Yes or No
Do loud sounds make you dizzy?                                                                     Yes or No




III. The following refer to other sensations you may have: 
Do you black out or faint when dizzy?                 				Yes or No
                         Have you had:
Severe or recurrent headaches?						Yes or No
Light sensitivity with your headaches or dizziness?			Yes or No
Any double or blurry vision?						Yes or No
Numbness in your face or extremities?					Yes or No
Slurred or difficult speech? 						Yes or No
Tingling in face or around mouth?					Yes or No
Recent head trauma? (if yes, please explain)				Yes or No 
________________________________________________________________________                    ________________________________________________________________________________________________________________________________________________


IV. The following refer to your hearing. Indicate which side has been affected:
Difficulty hearing?                                          	              Left    Right     Both   Neither 
Ringing in your ear?					Left    Right     Both   Neither
Fullness?					              Left    Right     Both   Neither
Changes in hearing when dizzy?				Left    Right     Both   Neither
Pain in ears?						Left    Right     Both   Neither
Exposure to loud noises?  				Left    Right     Both   Neither
Previous ear infections?					Left    Right     Both   Neither
Trauma to your ears?					Left    Right     Both   Neither
Previous ear surgery?							     Yes or No
	Please explain? ___________________________________



V. Do you have any of the following: 
Neck or back issues							Yes or No
Double vision								Yes or No	
Prosthetic eye								Yes or No
Eye disease								Yes or No
Eye issues not listed
	What? ___________________________________


VI. Is there anything else you wish to tell the provider regarding your dizziness that was not mentioned on this form?           ______________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________
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