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Dizziness & Balance Medical History Questionnaire 
 

Complete this questionnaire and bring it with you when you visit your physician. You may want to 

reference your previous medical history records and/or ask a friend or family member familiar 

with your condition to help you. 

 
Today’s Date: _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _   

 

Pat ient  Nam e: _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _  DOB: _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _  

 

I . D I ZZI NESS SYMPTOMS 
Check all that  apply ( I n the space after each sym ptom  you check, rate the severity of that  sym ptom  using a 

scale of 0-10, with 10 being m ost  severe.)  
✓ Sym ptom  1 - 1 0  ✓ Sym ptom  1 - 1 0  ✓ Sym ptom  1 - 1 0  ✓ Sym ptom  1 - 1 0  

 Dizziness   Spinning   Lightheadedness   Rocking/ t ilt ing  

 Visual changes   Tumbling   Cart  wheeling   Unsteadiness  

 Falling   Ringing in ears   Fullness in ears   Faint ing  

 Hear ing loss   Double vision   Brain fog   Other:   

 

I I . H I STORY OF PRESENT I LLNESS 
a. Describe your current  problem : 

i. When did your problem  start  (date)? _________________________________ 

ii. Was it  associated with a related event  (e.g. head injury)?  Yes  No 

I f yes, please explain:  _____________________________________________ 

iii. Was the onset  of your sym ptom s:   sudden  gradual  overnight   other 

(describe) :  _______________________________________________________________ 

iv. Are your sym ptom s:   constant   variable ( i.e. com e and go in at tacks)  

 I f variable:  

a.  The spells occur every ( #  of) :  _______ hours ________ days 

__________weeks ___________ m onths ___________ years.  

b.  The spells last :   <  1 m in.  1-2 m in.  3-10 m in.  11-30 m in.  ½ -1 

hr.  2-6 hrs.  7-24 hrs.  >  24 hrs.  

c.  Do you have any warning signs that  an at tack is about  to happen?  

 yes  no 

I f yes, please describe:  __________________________________________ 

d.  Are you com pletely free of sym ptom s between at tacks?  yes  no 

v.  Do your sym ptom s occur when changing posit ions?  yes  no 

I f yes, check all that  apply:  

√ Sym ptom  √ Sym ptom  

 Rolling your body to the left   Rolling your body to the r ight  

 Moving from a ly ing to a sit t ing posit ion  Looking up with your head back 

 Turning head side to side while sit t ing/ standing  Bending over with your head down 

vi. I s there anything that  m akes your sym ptom s bet ter?  yes  no 

I f yes, please explain:  ______________________________________________________ 
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vii. I s there anything that  m akes your sym ptom s worse?  yes  no 

I f yes, check all that  apply:  

√ Sym ptom s √ Sym ptom s 

 Moving my head  Physical act iv ity or exercise 

 Riding or dr iv ing in the car  Large crowds or a busy environment  

 Loud sounds  Coughing, blowing the nose, or straining 

 Standing up  Eat ing certain foods 

 Time of day  Menstrual per iods ( if applicable)  

 Other:   Other:  

viii. Do you have difficulty walking in the dark or at  dusk?  yes  no 

ix. When you have sym ptom s, do you need to support  yourself to stand or walk?  

 yes  no  

I f yes, how do you support  yourself? ___________________________________________ 

x.  Do you have difficulty walking on uneven surfaces (e.g. grass or gravel)  com pared with 

sm ooth surfaces (e.g. concrete)?  yes  no 

xi. Have you ever fallen as a result  of your current  problem ?  yes  no 

xii. Do you have a history of:   

✓ Sym ptom  ✓ Sym ptom  ✓ Sym ptom  ✓ Sym ptom  

 Migraines  Seizures  Tumor  St roke 

 MS  Neuropathy  Panic at tacks  Congest ive heart failure 

 Concussion  Depression     

xiii. Has there been a recent  change in your vision, including contacts or glasses? 

 yes  no Explain:  ____________________________________________ 

b. Describe any ear  related sym ptom s: 

i. Do you have difficulty with hearing?  yes  no 

I f yes, which ear(s) :   left   r ight   both 

When did this start? _______________________________________________________ 

ii. Do you wear hearing aids?  yes  no 

I f yes, which ear(s) :   left   r ight   both 

iii. Do you experience noise or r inging in your ears?  yes  no 

I f yes, which ear(s) :   left   r ight   both 

 Describe the noise:   r inging  buzzing  whoosing  other:  _______________ 

 Does the noise pulsate or is it  steady?  steady  pulsate  variable 

 Does anything stop the noise or m ake it  bet ter?  yes  no 

 I f yes, explain:  ______________________________________________________ 

iv. Do you have pain, fullness, or  pressure in your ears? yes  no 

v.  Do your ear sym ptom s occur at  the sam e t im e as your dizziness/ im balance sym ptom s?  

 yes  no 

c. W hen dizzy or  im balanced, do you experience any of the follow ing: 

i. Lightheadedness or a float ing sensat ion?  yes  no 

ii. Objects or your environm ent  turning around you?  yes  no 

iii. A sensat ion that  you are turning or spinning while the environm ent  rem ains stable?  

 yes  no 

iv. Nausea or vom it ing?  yes  no 

v.  Tingling of hands, feet  or lips?  yes  no 

vi. When you are walking, do you:   veer left?  veer r ight?  rem ain in a st raight  path? 

d. Prior  relevant  m edical evaluat ions, diagnost ic test ing, and t reatm ent : 

i. Have you seen other healthcare providers for your current  condit ion?  yes  no 

I f yes, who:   prim ary care doctor ENT/ HNS doctor  neurologist   cardiologist   

 Em ergency room  doctor  Other:  ________________________________________ 
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ii. Have you had any of the following done for this condit ion elsewhere? 

√ Test / Therapy W hen W here Results 

 ENG/ VNG    

 CT Scan    

 Hear ing test    

 Physical therapy   Did it  help?  yes  no 

 Occupat ional therapy    

 

I I I . SOCI AL H I STORY/ LI FESTYLE 

a. Please describe your current  w ork status: 

 full- t im e  part - t im e  unem ployed  disabled  ret ired 

Occupat ion ( if applicable) :  _________________________________________________________ 

b. Please indicate your level of act ivity current ly and pr ior  to developing sym ptom s: 

i. Current  act ivit y level:   inact ive  light   m oderate  vigorous 

List  act ivit ies/ hobbies:  _______________________________________________________ 

ii. Prior act ivit y level:   inact ive  light   m oderate  vigorous 

List  act ivit ies/ hobbies:  _______________________________________________________ 

iii. I f you act ivit y is light  or  inact ive, what  are the m ajor barriers? (check all that  apply)  

 dizziness  im balance  fear of falling  lack of energy  other:  ________________ 

 

I V. HABI TS 

a. Please describe your habits in regards to the follow ing substances: 

i. Caffeine 

 I  do not  consum e caffeine.  

 I  consum e caffeine.  

I  drink _______ (# )  cups of _______________ (e.g. coffee)  per  day  week  m onth 

ii. Tobacco 

 I  do not  consum e tobacco. 

 I  consum e tobacco.  

I  sm oke/ chew _______ (# )  of _______________ (product )  per  day  week  m onth 

iii. Alcohol 

 I  do not  consum e alcohol. 

 I  consum e alcohol.  

I  drink _______ (# )  glasses of _______________ (e.g. wine)  per  day  week  m onth 

iv. Recreat ional drug use 

 I  do not  use drugs. 

 I  use ___________________________.  

How m any t im es/ day? ________ For how m any years? _________ 

v.  Medicat ions 

 I  do not  take any m edicat ions. 

 I  take the following m edicat ions:   

1.  _____________________________________ 

2.  _____________________________________ 

3.  _____________________________________ 

4. _____________________________________ 

5. _____________________________________ 

6. _____________________________________ 


