PATIENT NAME:…………………………  DOB……/……/……

SEX:  M / F
HOSPITAL NUMBER…………………
DATE………….

THE FOLLOWING QUESTIONS RELATE TO YOUR FEELING OF DIZZINESS OR IMBALANCE. IT IS IMPORTANT THAT YOU ANSWER ALL THE QUESTIONS BY CIRCLING YOUR ANSWER. PLEASE ADD ANY NOTES IF YOU FEEL THEY WOULD BE OF ANY HELP.

I. Do you ever have any of the following sensations listed below?

Spinning in circles




   Yes / Sometimes / No

Falling or veering to one side



   Yes / Sometimes / No






 

   Left / Right / Both

Room spinning around you



   Yes / Sometimes / No

    II.
       The following refer to a typical dizzy spell:


Do the dizzy spells come in attacks?




Yes / No


How often do they occur?……………………………………………………


How long do they last?……………………………………………………….


When did you have the first spell?……………………………………………

How do you feel between spells?

Fine / Not as bad / Just the same


Does your hearing change when you are dizzy?


Yes / No


Are you dizzier when you sit or stand up quickly? 


Yes / No


Are you dizzier when you move your head quickly?


Yes / No


Are you dizzier in certain positions?




Yes / No


Which position/s………………………………………………………


Do you become dizzy when turning over in bed?
   Yes / Sometimes / No


Which side is worse to turn onto?


   Left / Right


Are you nauseated during a dizzy spell?

   Yes / Sometimes / No


Are you dizzy even when lying down?

   Yes / Sometimes / No


Are you better if you sit or lie completely still?
   Yes / Sometimes / No


Do you find it difficult to walk in the dark?

   Yes / Sometimes / No


Did you have a cold or flu preceding any dizzy spells?

Yes / No


Have you had a sensation of pressure or fullness in either ear?
Yes / No










Left / Right / Both


Do you have any ringing or buzzing in either ear?
    Yes / Sometimes / No










Left / Right / Both


Have you had pain or discharge from either ear recently?

Yes / No










Left / Right / Both

II. The following refer to other sensations you may have:

Do you black out or faint when you are dizzy?

Yes / No

Do you experience any of the following?

Severe or recurrent headaches?



Yes / No

Any double or blurry vision?




Yes / No


Numbness in your face or extremities?


Yes / No


Weakness or clumsiness in arms or legs?


Yes / No


Slurred or difficult speech?




Yes / No


Difficulty with swallowing?




Yes / No


Tingling around your mouth?




Yes / No


Spots before your eyes?




Yes / No


Jerking of arms or legs?




Yes / No


Seizures?






Yes / No


Confusion or memory loss?




Yes / No


Recent head trauma?





Yes / No



Please explain………………………………………………..

………………………………………………………………………….

III. The following refer to your hearing:

Do you have any difficulty with your hearing?
Yes / Sometimes / No








Left / Right / Both

Do you have any ringing, buzzing or others noises in your ears or head?






All the time / Sometimes / None








Left / Right / Both 


Do you have a feeling of fullness in the ears?
Left / Right / Both / None


Does your hearing change with the dizzy spells?
Left / Right / Both / No


How does the hearing change?………………………………………………


……………………………………………………………………………….


Do you get pain in your ears?



Left / Right / Both / No


Do your ears discharge?



Left / Right / Both / No


Has your hearing changed at all?

   
Better / Worse / No

Have you been exposed to loud noises?


Yes / No


Where?……………………………………………………….

Do you have a family history of deafness?


Yes / No

Have you previously had ear infections?


Yes / No

Have you had any ear surgery?



Yes / No


What and when?………………………………………………

IV. The following refer to lifestyle and habit:

Is there any added stress to your life recently?

Yes / No

Are you dizzy or unsteady constantly?


Yes / No

Do you feel light-headed or drunken when you are dizzy?
Yes / No

Do you find yourself breathing faster or deeper when dizzy? Yes / No

Have you recently obtained or changed spectacles?

Yes / No

Does your dizziness relate to any of the following?

Moments of stress?





Yes / No

Over work or exertion?




Yes / No

Menstrual period?





Yes / No

Have you ever had any weakness or faintness a few hours after eating?









Yes / No

Do you drink coffee?





Yes / No


How many a day?……………………………………………

Do you drink tea?





Yes / No


How many a day?……………………………………………

Do you drink any soft drinks containing caffeine?

Yes / No


How many a day?……………………………………………

Do you drink alcohol?





Yes / No


How many units a day?………………………………………

Do you smoke?





Yes / No


What and how many a day?………………………………….

How much salt do you have in your diet?……………………………

…………………………………………………………………………

V. The following refers to your past medical history.

Please list any current medical problems and length of illness:

…………………………………………………………………………

…………………………………………………………………………

…………………………………………………………………………

…………………………………………………………………………

Please list any previous surgery and approximate dates:

…………………………………………………………………………

…………………………………………………………………………

…………………………………………………………………………

…………………………………………………………………………

Please list any allergies [including drugs] and reactions:

…………………………………………………………………………

…………………………………………………………………………

…………………………………………………………………………

…………………………………………………………………………

Please list all medication you currently take:

…………………………………………………………………………

…………………………………………………………………………

…………………………………………………………………………

…………………………………………………………………………

Have you had any previous testing [head scans, hearing, x-rays etc]?

Please also list where and when………………………………………

………………………………………………………………………

………………………………………………………………………

………………………………………………………………………

VI. The following refers to your family history:

Do you have any family history of any of the following?

High blood pressure?




Yes / No

Low blood pressure?




Yes / No

Diabetes?





Yes / No

Low blood sugar?




Yes / No

Thyroid disease?




Yes / No

Asthma





Yes / No

Please list any diseases or disorders that run in your family:

………………………………………………………………………

………………………………………………………………………

………………………………………………………………………

………………………………………………………………………

VII. Please add any other details below that you feel may be relevant.
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