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Patient Name: DOB: Date:

The following questions refer to your feeling of dizziness. Please answer them as “yes” or “no” and fill in all

Please describe, in your own words, the sensation you feel without using the word “dizzy”.

Do you have any of the following sensations?

Y St Spinning in Circles. ... ..oooveiiiiiii i No

Y St Falling to one side........c.ooviviiiiiiiiiiiiii e, No
Which side do you fall?

Y St World Spinning around yoU..........cceviiiiiiiiiiiiniiiiaiannn No

The following refer to a typical dizzy spell:

D € Do the dizzy spells come in attacks?..........ccoeeeeviiriiiiieniiieiieie e No
How often?
How long?
Date of first spell?
D 4 T Are you free from dizziness between attaCks?..........c.ccovvevviieiiveieiiennnns No
D € Does your hearing change with an attack?...........c.ccceveieeviieiniiieenieeeen. No
D € Are you dizzy mainly when you sit or stand up quickly..................... No
YeS. oo, Are you more dizzy in certain PoSItIoNS?.........ccccerrieiereneiene e No
Which position?
D Are you nauseated during an attack?...........cccoeeeeiiiiiiiiiiii No
D = Are you sensitive to light when you are dizzy?..........cccooceeviienienieenennne. No
YeS. oo, Are you dizzy even when laying down?...........ccocceevvviiiiiieiiieeeieeeen No
YeSeiiiiiiiiiiaianane, Have you had a recent cold or flu preceding recent dizzy spells?............ No
D 4 T Have you had fullness, pressure or ringing in your ears?............c.ccccuveenn. No
D € T Have you had pain or discharge in your ear recently?............cccceeevveenenn. No
D Have you had trouble walking in the dark?............cccccoeoiiiiiiiiiniieeen. No

D Are you better if you sit or lie perfectly still?...........cccoooiriiiniiinennnen. No
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I11.  The following refer to other sensations you may have:

YeS. oo, Do you black out or faint when dizzy?.........ccooeiiiiiiiiiiiiiee e No
Have you had:
Yes. oo Severe or recurrent headaches............ccoovovveciniiiciie, No
D T Light sensitivity or nausea with a headache?............c.ccocoviiiiiieienn, No
YeS. oo, Any double or bIUITY VISION?.......cccveiiiiiiiiciiiic e No
D S T Numbness in your face or eXtremeties?........ccocvvvviiveiiiieniieeniiee e No
YeS. oo Weakness or clumsiness in arms, 1€0S?.......cccvvvvevveveiieeie e No
D S TR Slurred or difficult speech?.........ccccviiiiiiiiiii No
D € Difficulty sWallowing?.........cooiiiiiiiiiiieiii e No
T Tingling around your mouth?...........cccooiiiiiiiiiiiee e No
YeSe oo SPOtS DEfOre YOUT @YES?....ccvvieiiiiiiieiiie ittt No
YeS. oo Jerking of arms Or 1828 7.......coviiiiiiiiici No
YeS.oiiiiiiiiii SCIZUIES?....eeeitieeeie ettt ettt bttt et sbe e be e sbe et No
D € Confusion or MEMOTY 10SS7.........oiiiiiiiiiie e No
D R Recent head trauma?.............ooocvviiiiiiiiin i No

If yes, please explain:

IV.  The following refer to your hearing. Indicate which side has been affected:

Yes..ooooiininnnn. Difficulty hearing?........ccccooevvvvevennnnne. Left......... Right............ Both....... No
Yes.oooiiiiinnnn Ringing intheear(s)? ..................... Left......... Right............ Both....... No
Yes..oooviiannnn. Fullness in the ear(s)? ..................... Left......... Right............ Both....... No
Yes.ooviiinnnnn. Do loud sound make you dizzy? ......... Left.......... Right............ Both...... No
Have you had any of the following?
YeS. oo Painintheears? ...................... Left......... Right............ Both....... No
D € Discharge from ears? ................ Left......... Right............ Both....... No
D G Hearing change When diZzy?...........ccooiiiiiiiiiiicee e No
Better?.. ..o Left......... Right............ Both
WOrse? ...ooovveiiiiiiiiee, Left......... Right............ Both
D = T Exposure to loud N0iSE?.........cccvieiiiiiiiiiieeiiesece e No
) Previous ear INfeCtioNS?.......ccueiiiriiiiiiiniieieeeeee e No
YES. oo Previous €ar SUIZETY?......couiieiieiieeieeiie ettt ettt et sveeeteeeveestaeenneens No

If yes, what?
YeSioiiiiiiiiiinan, Family history of deafNess?..........cocoviiiiiiiiiinee e, No
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V. The following refer to habits and lifestyle:

Yes..ooiiinannnn. Is there added stress in your life recently?........ccccocvvviiiiiiiiii e No
YeS..oooiiiinnnn. Are you dizzy or unsteady constantly?............ccccoevieriieiieniieeiieieeeee e No
Is your dizziness related to:
YeS. oo Moments Of StrESS?........coviiiiiii No
YeSiiiiiiiiiiiiiiian, Menstral PEriOd?..........cooiiiii e No
YeS. oo, OVErWOrK Or EXErtioN?.......ccovvviiiiiieiiiiieer e No
Yes.oooioiininnnn Do you feel lightheaded or have a swimming sensation when you are dizzy?...No
Yes.ooovoinninnnn. Do you find yourself breathing faster or deeper when excited or dizzy?........... No
YeS..ooooiiiinnnn, Did you recently change eyeglasses?.........cccevveriieiienieiiienieeeee e No
YeS..oooiiennnn Have you ever had weakness or faintness a few hours after eating?.................. No

Do you have anything else to add that we have not asked you about on this questionnaire?




