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PATIENTREG ISTRATION FORM FO R VESTIBUIA R REHA BIITTA TION

Iast Name: First Name:

Date of Birth: Gender‘.DMDF

Apt/Suite/Unit No : Stre e t:

City: PostalCode:

Home TeL #: Work el #: Cell#:

Email Occupation:

Re fe ming Physician: Telephone:

HOW DID YOU HEARABOUTUS? (MARK AT1. THATAPPIY)

[ l1have beenhere before [ 1DoctorsRefemal []Yelow PagesBook |:|yp.ca
|:|G00g1e search |:|Fﬁend/Fhmﬂy/Co-Woﬂ(er(please name) |:|Sign Board

[] Just Walked In |:|F1yer [ 1VennGo []Other

MEDIC ALHISTO RY

Descrbe the majorproblem orreason you are seeing us.

When did the problem begin?

Specifically, do youexperence spellsofvertigo (a sense of spinning)? YLINL]
Ifyes, how long do these spellslast?
When was the last time the vertigo occurred?

Is the vertigo:
Spontaneous|:| Induced bymotion|:| Induced bypositionchangeslj

Do youexperience a sense ofbeing off-balance (dise quilbrium)? YLIN[]
Ifyes, isthe feelng of being off-balance:

[ ] Constant |:|Spontaneous [ 1lnduced by motion [ 1lnduced by position changes
[ ] Worse with fatigue [ ] Worse outside [ ] Worse in the dark [ ] Worse on uneven
surfaces

Doesthe feeling of being off-balance occurwhen:
[ ] Lying down [ ] Sitting [ ]Standing [ | Walking

Do youorhave you fallen (to the ground) ClylIN
Ifyes, please descrbe.

How often do you fall?

Have you injured yo urse If?

Do you stumble, staggerorside-step while walking ? LIYLIN
Do you drift to one side while you walk? LIYLIN
Iyes, to which side do you drft? [ ] Right [ ] Ieft

[ | Diabetes [ | Heart Disease |:|Hype1tension [ |Headaches [ ] Arthritis
[ ]NeckProblems DBackpmblems DPulmonaryProblems
|:|Hearing problems |:|Visualpmblems
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Have youbeenin an accident? Y|:|N|:|Ifyes, when did it occur?

Please descrnbe the accident.

Whatmedicationsare you taking?

Social Histoxy

Do youlive alone? [ 1Y [[INIFno, who lives with you?

Do you have stairsin yourhome? L1y NIyes, how many?

Do you have trouble sleeping? L1y LN

The scale below consistsofa numberofwordsthatdescrnbe different feelingsand emotions. Read
eachitem and then indicate how you feelon the average using the numbers1 2 3 4 5. Mark the
numberin the space nextto the word.

1 Slightly/ notatall 2 a little 3 moderately 4 quite a bit 5 extremely
Interested imtab le Jjitte ry strong nervo us
Enthusia stic distre ssed alert active excited
Ashamed afraid upset inspire d ho stile
G uilty determined proud scared attentive
Func tional Sta tus

Are youindependentin self-c are ac tivitie s? LIY[LIN

Can youdrve In the day time? L1y N In the night time ? L1y OIN
Are you working ? 1y LN |:|Notapp]icable

Are you on medic aldisability? Ly OIN

Are you able to?
DWatch’IVcomfortably [ 1Read [1Go shopping
[ |Workon a computer [1Beina noisy place

Initia 1l Visit
Forthe following, please pickthe one statementthatbestdescribeshow you feel

Negligible Symptoms

Bothersome Symptoms

Performs usual work dutie s but symptoms inte fere with outside ac tivitie s
Symptoms disrupt perfformance ofboth usualworkduties and outside ac tivitie s
Currently on medicalleave orhad to change jobsbecause of symptoms
Unable to workforoverone yearorestablished permanent disability with
compensation payments

Sig na ture Date



