     Absolute Rehab Centre

Vertigo Questionnaire
Name: ____________________________________          Date: _________________________
Date of Birth (dd/mm/yyyy): _________  Occupation:__________________________________
Primary Care Physician: ___________________  Diagnosis (if known):____________________
What is your Primary Complaint? :_________________________________________________

How Long have you had vertigo (dizziness)?_________________________________________
Did anything trigger the first episode?
____________________________________________

How long have you had this episode?
____________________________________________

Rate your dizziness on a scale of 0 – 10 
(0 being normal and 10 being most severe symptoms you’ve experienced)
	Average day recently:

Turning around:

Looking right or left quickly:

Bending over:

Getting up form bed:

Shopping in crowded stores:

Walking on a busy street:

Driving a car:

Making the bed:

Reaching up:
	
	Today:

Looking up:

Looking down:

Turning in bed:

Riding in elevators:

Shopping in grocery store:

Loud noises:

Walking in the dark:

No specific reason:
	


What time of day do you generally feel best?

_______ AM

_______Afternoon

_______Evening

_______No Pattern

When do your symptoms seem worse?

_______ AM

_______Afternoon

_______Evening

_______No Pattern

How many times a day do you experience your symptoms?

_______Once
_______1-5

_______6-10
_______More than 10
_______Other
Do you wear new glasses (past 3 months)?
______________________________________

Do you have hearing problems?
_________________________________________________

Current Medications:____________________________________________________________
Have you had a recent change in your medications within the past month? _________________
Do you have any other medical condition(s)?_________________________________________

Have you ever fallen because of your vertigo? If yes, how often?_________________________
Have you ever had whiplash or hit your head hard? If yes, please give details:______________

____________________________________________________________________________

