DIZZINESS QUESTIONNAIRE

PATIENT NAME: DATE:

PLEASE ANSWER ALL QUESTIONS

I. WHEN YOU ARE “DIZZY”, DO YOU EXPERIENCE ANY OF THE
FOLLOWING SENSATIONS? PLEASE READ THE ENTIRE LIST
BEFORE MARKING THE “YES/NO” TO DESCRIBE YOUR
SENSATIONS MOST ACCURATELY.

1. Lightheadedness. YES NO

2. Swimming sensation. YES NO

3. Blacking out. YES NO

4. Loss of consciousness YES NO

5. Tendency to fall:  To the right? YES NO

To the left? YES NO

Forward? YES NO

Backward? YES NO

6. Objects spinning around you? YES NO
7. Sensation that you are turning or spinning inside

while outside objects remain stationary? YES NO

8. Loss of balance when walking: Veering to right? YES NO

Veering to left? YES NO

9. Headache. YES NO

10. Nausea. YES NO

11. Vomiting. YES NO

12. Pressure in the head. YES NO

13. OTHER, Explain:

II. MARK “YES/NO” AND ANSWER QUESTIONS IN PROVIDED SPACE.

When did your dizziness first occur?

. Is your dizziness intermittent or constant ?

3. Does your dizziness occur in attacks? YES NO
If yes, how often?
Length of episode?

. Can you tell when an attack is about to start? YES NO

If yes, how?

5. Are you completely free of dizziness between attacks? YES NO
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6. Does change of position make you dizzy? YES NO

7. Do you have trouble walking in the dark? YES NO
8. When dizzy, can you stand up unsupported? YES NO
9. Do you know any possible causes of the dizziness? YES NO
10. Do you know anything that will:
a. stop your dizziness? YES NO
b. make your dizziness better? YES NO
If so what?
c. bring on an attack? YES NO
If yes, what?
11. Is there a relationship between eating and your dizziness? YES NO
12. Were you exposed to any irritating fumes, paints, etc. at the time of the onset of your
dizziness? YES NO
If yes, what?
13. Do you have allergies? YES NO
14. Did you ever injure your head? YES NO
If yes, please describe:
15. Do you take medications regularly? YES NO
If yes, please list:
16. Do you use tobacco in any form? YES NO
If yes, how much?
17. Do you feel that you are under undue stress? YES NO
18. Do you drink alcohol? YES NO
If yes, how much?
19. Has anyone in your family had similar dizziness? YES NO
If yes, who?

III. DO YOU HAVE ANY OF THE FOLLOWING SYMPTOMS ASSOCIATED

WITH EARS?
1. Difficulty in hearing? Right Ear Left Ear Both Ears None
2. Noise in your ear? Right Ear Left Ear Both Ears None
3. Fullness, stuffiness or pressure in your ears?
4. Pain in ears? Right Ear Left Ear Both Ears None
5. Discharge from ear? Right Ear Left Ear Both Ears None
6. Do any of these symptoms change with the dizziness? Yes No
If yes, please describe:
7. Have you ever been exposed to loud noise? Yes No
If yes, when and for how long?
8. Has anyone in your family had hearing problems? Yes No

If yes, please explain:




IV.  HAVE YOU EVER EXPERIENCED ANY OF THE FOLLOWING

SYMPTOMS?
1. Double Vision YES NO CONSTANT EPISODIC
2. Blurred Vision YES NO  CONSTANT EPISODIC
3. Blindness YES NO CONSTANT EPISODIC
4. Numbness of face YES NO CONSTANT EPISODIC
5. Numbness of arms or legs YES NO  CONSTANT EPISODIC
6. Weakness of arms or legs YES NO  CONSTANT EPISODIC
7. Clumsiness of arm or legs YES NO  CONSTANT EPISODIC
8. Mental confusion YES NO  CONSTANT EPISODIC
9. Loss of consciousness YES NO CONSTANT EPISODIC
10. Difficulty swallowing ~ YES NO  CONSTANT EPISODIC

Thank you for taking the time to fill out this form. Please be sure that
you have answered all questions. This will assist in the final report and
assessment of results.




