DIZZINESS QUESTIONAIRE

Name:____________________________                                                  Date:_____________________________

When you are “dizzy” do you experience any of the following sensations?  Circle YES or NO.

Yes    
No
Lightheadedness or swimming sensation in the head?

Yes    
No
Blacking out or loss of consciousness?

Yes
No
Tendency to fall:  To the Right?  To the left?  Forward?  Backward?  If YES, circle one.

Yes
No
Objects spinning or turning around you?

Yes
No
Sensation that you are turning or spinning inside, with outside objects remaining stationary.

Yes
No
Loss of balance when walking:  Veering to the right? Veering to the left?

Yes
No
Headache?

Yes
No
Nausea or Vomiting?

Yes
No
Pressure in the head?

Please circle Yes or No and fill in the blank spaces

Yes
No
My dizziness is:    constant?  in attacks?

When dizziness first occurs:_______________________________________________________________________

If in attacks:  
How often?_______________________________________________________________________


          
How long do they last?___________________________________________________________________________


          
When was your last attack?_______________________________________________________________________

Yes
No
Do you have any warning that the attack is about to start?

Yes
No
Do they occur at any particular time of the day or night?

Yes
No
Are you completely free of dizziness between attacks?

Yes
No
Does change of position make you dizzy?

Yes
No
Do you have trouble walking in the dark?

Yes
No
When you are dizzy, must you support yourself when standing?

Yes
No
Do you know of any possible cause of your dizziness?  What?___________________________________________

Yes
No
Do you know anything that will:
Stop your dizziness or make it better?____________________________________








Make your dizziness worse?_____________________________________

Yes
No
Do you know of anything that will precipitate an attack?  (fatigue, hunger, menstrual period, stress, emotional

                          upset)_______________________________________________________________________________________

Yes
No
Were you exposed to any irritating fumes, paints, etc., at onset of dizziness?

Are you allergic to any medications (please list):_____________________________________________________

____________________________________________________________________________________________

Yes
No
If you ever injures your head, were you unconscious?

If you take any medications regularly, please list:______________________________________________________

_____________________________________________________________________________________________

Yes
No
Do you use tobacco in any form?  How much?________________________________________________________

Do you have any of the following symptoms?  Please circle YES or NO and circle ear involved:

Yes
No
Difficulty in hearing

Both ears?

Right?

Left?

Yes
No
Noise in your ears?

Both ears?

Right?

Left?

Describe the noise:______________________________________________________________________________

Yes
No
Does noise change with dizziness?  If yes, how?_______________________________________________________

Yes
No
Fullness or stuffiness in your ears?

Both ears?

Right?

Left?

Yes
No
Pain in your ears?



Both ears?

Right?

Left?

Yes
No
Discharge from your ears?


Both ears?

Right?

Left?

                        Have you experienced any of the following symptoms?  Please circle YES or NO and circle in constant or

                        in episodes:

Yes
No
Double vision, blurred vision, blindness:

Constant?

In episodes?

Yes
No
Numbness of face:



Constant?

In episodes?

Yes
No
Numbness of arms or legs?


Constant?

In episodes?

Yes
No
Weakness of  arms or legs?


Constant?

In episodes?

Yes
No
Clumsiness of arms or legs?


Constant?

In episodes?

Yes
No
Confusion or loss of consciousness?

Constant?

In episodes?

Yes
No
Difficulty with speech?



Constant?

In episodes?

Yes
No
Difficulty with swallowing?


Constant?

In episodes?

Yes
No
Pain in the neck or shoulder?


Constant?

In episodes?

DOCTOR TO FILL OUT

Name:___________________________

Date:____________________________

I. History

A. Type of Dysequilibrium:

Rotary Vertigo_____ Motion without rotation_____  Unsteadiness_____  Lightheadedness_____

Staggering_____  Numbness in head_____  Falling_____  Faintness_____  Nausea_____  Vomiting_____

Total duration of illness:  _____days;  _____months;  _____years

Frequency of attacks: (Approximate)____________________________________________________


Constant_____  Recurrent_____

Length of attacks:

Position change:
     Seconds_____

     Worse when:

     Minutes_____


Bends over_____

Rolling over in bed_____

     Hours_____



Head back_____

Standing up_____

     Days_____



Turning head_____

Standing up from_____






Lying down_____

Sitting or lying_____










Any motion_____

B. Associated Symptoms

Completely well between attacks:   Yes_____  No_____

Associated ear symptoms:

Aural pressure_____
Hearing loss_____




Unilateral_____

Constant_____

Gradual_____

Tinnitus_____

Ear drainage_____
Ear pain_____

Central Nervous System Symptoms:

Dimming of vision_____
Headache_____

Numbness:

Unconsciousness_____

Confusion_____

Perioral_____
Extremities_____

Speech changes_____

Drowsiness_____

Tongue_____
Face_____
Elsewhere_____

C. Associated Illness & Past History

Recent infections (6 weeks)


Viral:

Nonspecific_____
Flu_____
Mumps_____
    Other_____


Bacterial:
Sinus_____

Ear_____
Other_____


Inoculations:
_________

What__________________________________


Head Injuries:



Ear Surgery

     When?_________, How long______

Stapes surgery_____


      Head lacerations_____


Mastoid-tympanoplasty_____


      Bleeding from ear_____


Fenestration lateral canal_____


      Hearing loss______



Myringotomy_____


      Vertigo_____



Stress______


Drug Ingestion:



Streptomycin_____
Dihydrostrept_____
Dilantin_____
Barbiturates_____
Other_____



Tranquillizers_____
Anti-motion sickness_____
Alcohol within last 48 hours_______


Allergy:
Medication_____
Foods_____
Inhalants_____

Unknown_____


Other:

Diabetes_____

Hypertension_____


