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CENTRAL OHIO EAR, NOSE AND THROAT, INC.

41 COMMERCE PARK DR. 6860 PERIMETER DR. SUITE A
WESTERVILLE, OH 43082 DUBLIN, OH 43016

DIZZINESS QUESTIONNAIRE

DATE

PLEASE ANSWER ALL QUESTIONS

When you are “dizzy” do you experience any of the following sensations?
PLEASE READ THE ENTIRE LIST FIRST. Put an “X” on either the first line for
YES or the second line for NO to describe your feelings most accurately.

NO

1.

2.

3.

9.

Lightheadedness
Swimming sensation in the head

Blacking out

. Loss of consciousness

. Tendency to fall: To the right?

To the left?

Forward?

Backward?

. Objects spinning or turning around you

. Sensation that you are turning or spinning inside, with outside objects

remaining stationary

. Loss of balance when walking:

Veering to the right?
Veering to the left?

Headache

10. Nausea or vomiting

11. Pressure in the head



Please ch

NO

10

11.

12.

13.

14.

eck line for either YES or NO and fill in the blank spaces.

. My dizziness is constant

in attacks

. If in attacks: How often?
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How long do they last?

. How did dizziness first occur?

. Can you tell when an attack is about to start?

. Are completely free of dizziness between attacks?

. Does change of position make you dizzy?

. Do you have any trouble walking in the dark?

. When you are dizzy, can you stand up unsupported?

. Do you know of any possible cause of your dizziness?

What?

. Do you know of anything that will:
Stop your dizziness or make it better?

Make your dizziness worse?

Bring on an attack?

dizziness?

Do you have any allergies?
Did you ever injure your head?
If so, were you unconscious?

Do you take any medications regularly?
What?

15.

Do you use tobacco in any form?
How much?

Were you exposed to any irritating fumes, paints, etc., at the onset of
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[I. Do you have any of the following symptoms? Check either YES or NO and
CIRCLE the ear involved.

YES NO
1. Difficulty in hearing? Both ears Right Left
2. Noise in your ears? Both ears Right Left

Describe the noise

Does this noise change with dizziness? If so, how?

3. Fullness or stuffiness in your ears?
Both ears Right Left

Does this change when you are dizzy?

____ ___ 4 Paininyourears? Both ears Right Left
____ ____ b.Discharge from your ears? Both ears Right Left
V. Have you experienced any of the following symptoms? Please check either YES

or NO and CIRCLE either CONSTANT or IN EPISODES.

YES NO

____ ___ 1.Double vision Constant In episodes

__ ___ 2.Numbness of face or extremities Constant In episodes
_______ 3.Blurred vision or blindness Constant In episodes

__ ___ 4. Weakness in arms or legs Constant In episodes
b, Clumsiness in arms or legs Constant In episodes
6. Confusion or loss of consciousness Constant In episodes
7. Difficulty with speech Constant In episodes

____ ___ 8. Difficulty with swallowing Constant In episodes



YES
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Have you had any of the following problems? Please check the line for either
YES or NO and fill in the blank spaces.
NO
1. Family history of headaches?

2. Do you have headaches?

3. How often?

4. Duration?

5. Type of headache?
Muscle tension
Sinus
Migraine
Other
6. Location
Face
Eye
Head
Neck
Side, right
Side, left
Side, both
Side, alternates
7. Symptoms
Pressure?
Throbbing?

Runny nose?



YES NO

Tearing?
Light sensitivity?
Blurred vision?
Flickering lights?
Halo around lights?
Nausea?
Vomiting?
Stomach pain/cramps?

8. Treatment

What relieves your headaches?

Rest?

Sleep?

Medication?

Type of Medicine

9. Association of headache with dizziness

Before dizziness?
During dizziness?
After dizziness?

Not related?
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