
Balance and Vestibular Center Patient Intake Form

Name: ______________________________  Age: _______ Today’s Date:_____________ 

Home Phone: _________________        Cell Phone:___________________ 

Email address: __________________   Best way to contact: Home__  Cell__ Email___ 

Describe the major problem or reason you are seeing us: 

When did your symptoms begin?_________________________________________________ 
Did your symptoms begin gradually____ or suddenly____? 
Do you experience any of the following? ____dizziness____ vertigo _____spinning 
 ____ lightheadedness ____nausea ____vomiting 
If you have spinning, do you see the room spin or do you feel yourself spin? 
 ____ room spinning ____self spinning 
How long do your symptoms last?  Seconds___ Minutes___ Hours___ Days___ 
If your symptoms are episodic, do you feel free of symptoms between episodes? Yes___ No___ 

Y      N       If yes, please describe
Do you experience a spinning sensation? What 
movements or positions cause it?
Do you experience a feeling of being off balance?
Are you more off balance in the dark?
Are you more off balance on uneven surfaces?
Have you had “near falls?”
Have you fallen to the ground?
Have you injured yourself due to your symptoms?
Do you stumble, stagger, or side-step while walking?
Do you drift to one side when walking? To the right 
or left?

Are you currently experiencing any of the following?
 N  Y N  Y             

sehcadaeh tnerrucer ro ereveS?noitasnes gninnipS
yzzid nehw gnitniaFgnitimov ro/dna aesuaN

Fullness and/or pressure in ears Lightheadedness
sgel/smra ni ssenismulc/ssenkaeWsrae ni gnigniR

ssol yromem/noisufnoCgniraeh ni egnahC
Double, blurry, or jumping or lag in vision Dizziness when standing up quickly
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Medical History (Check yes or no)
 N   Y N  Y

esaesiD s’ereineMsetebaiD
yrujnI daeHesaesiD traeH

seruzieS rotallirbifeD/rekamecaP
ekortSerusserP doolB woL ro hgiH

AITsitirhtrA
elbuorT kcaBeniargiM

elbuort kcen ro hsalpihWnoisserpeD
ytivitisnes noitoMyteixnA

smelborp lausiVsmelborP gniraeH
esaesiD s’nosnikraPrecnaC

)nialpxe esaelp( rehtOelbuort gnihtaerB

Have you had any of the following?
etaDNY            etaDN    Y

yregruS traeHyregrus raE
nacS TCyregrus kceN

GNVyregrus kcaB
IRMyregrus geL

Have you been in an accident?  Yes___ No___ 
  If yes, describe_________________________________________________________________________ 

What medications do you take? _______________________________________________________________ 
________________________________________________________________________________________ 
________________________________________________________________________________________ 

Have you taken any of the following medications for your dizziness/imbalance? 
N     Y    N  Y

)lyrdaneB( enimardyhnehpiD)trevitnA(enizilceM
Scopolamine (Transderm Scop patch) Dimenhydrinate (Dramamine)
Diazepam (Valium)

Social History
Occupation__________________________________________________________________________ 
Do you have stairs in your home? Yes___ No___  If so, how many? _____________________________ 
Do you smoke? Yes ___  No___ If yes, how much per day_____________________________________  
Do you drink alcohol? Yes___ No___ If yes, please indicate how much___________________________ 
What recreational activities do you do on a regular basis?   ____________________________________ 
___________________________________________________________________________________ 
What are your goals for therapy?_________________________________________________________ 
___________________________________________________________________________________ 

Patient signature: ________________________________________ Date: ______________________ 


