
Vestibular/Concussion/Imbalance Intake Form 

Name: _______________ _ Date:. _____ _ 

Do you exercise? If so, please describe: _________________ _ 

Primary Concem: 
Date of Onset: _____ _ 

Describe the problem that brings you to therapy: _____________________ _ 

History of falls? No Yes If yes how often? ____ When was last fall/what happened? _______ _ 

How often do symptoms occur? Daily Weekly Constantly 
How long do symptoms last? Seconds Minutes Hours 

Since then, has your problem: Worsened D Improved □ Same □

Days 

Have you experienced a recent trauma? No □ Yes □ If yes describe _____ __,: _______ _ 

Have you been II recently (cold, flu, ear infection)? No Yes If yes, please describe: ________ _ 

Have you ever experienced this problem before? No D Yes D If yes, please 

describe: __________________________________ _ 
Pain/Dizziness (circle one): If you have no pain, please mark as 0. 

If you are having.pain, please rate the 881Jerlty oo a 0-10 scale, 
where 0 Is no pain and 1 0 is the most severe pain: 

AtW>rst 0 1 2 3 4 5 6 7 8 9 10 

At.Best 0 1 2 3 4 5 6 7 8 9 10 

Current 0 1 2 3 4 5 6 7 8 9 10 

Symptoms: 
Svmotom Descriotion (circle all that aoolv)· 

Spinnina I Rockina/Swavina NauseaNomiting Balance difflcultv 
Liaht Headedness  Rinaina in ears Hearlna loss Ear fullness/ oressure 
Headaches Decreased concentration Short term memorv loss Long term memorv loss 
Light sensitivitv Double vision Objects aooear distortec - Sensitivitv to motion/vision 
Disorientation Neck oain Back oaln Facial numbness 
Passing out/ fainting I Fatigue Weakness - Other:

Otier (please list):------------------------------

Patient/Guardian Signature Date 

-

L 



Dizziness Handicap Inventory 

Instructions: The purpose of this scale is to identify difficulties that you may be experiencing 
because of your dizziness. Please check "always", .2! "no" .2! "sometimes" to each question. 
Answer each question only as it pertains to your dizziness problem. 

Questions Always Sometimes No 
P1 Does looking up increase your problem? □ □ □ 
E2 Because of your problem, do you feel frustrated? □ □ □ 
F3 Because of your problem, do you restrict your travel for 

□ □ □ business or pleasure? 
P4 Does walking down the aisle of a supermarket increase 

□ □ □ your problem? 
FS Because of your problem, do you have difficulty getting 

□ into or out of bed? □ □ 

F6 Does your problem significantly restrict your participation 
in social activities, such as going out to dinner, going to □ □ □ 
movies, dancing or to parties? 

F7 Because of your problem, do you have difficulty reading? □ □ □ 
FS Does performing more ambitious activities like sports, 

dancing, and household chores, such as sweeping or □ □ □ 
outtina dishes awav; increase your problem? 

E9 Because of your problem, are you afraid to leave your 
□ □ □ home without having someone accompany you? 

E10 Because of your problem, have you been embarrassed in 
□ □ □ front of others? 

P11 Do auick movements of vour head increase your problem? □ □ □ 
F12 Because of your problem, do you avoid heights? □ □ [] 
P13 Does turning over in bed increase vour problem? □ □ □ 
F14 Because of your problem, is it difficult for you to do 

□ □ □ strenuous housework or yard work? 
E15 Because of your problem, are you afraid people may think 

□ □ □ that vou are intoxicated? 
F16 Because of your problem, is it difficult for you to go for a 

□ □ □ walk by yourself? 
P17 Does walking down a sidewalk increase your problem? □ □ □ 
E18 Because of your problem, is it difficult for you to 

□ □ □ concentrate? 
F19 Because of your problem, is it difficult for you to walk 

□ □ □ around vour house in the dark? 
E20 Because of your problem, are you afraid to stay home 

□ □ □ alone? 
E21 Because of your problem, do you feel handicapped? □ □ □ 
E22 Has your problem placed stress on your relationship with 

□ □ □ members of your family or friends? 
E23 Because of your problem, are you depressed? □ □ □ 
F24 Does your problem interfere with your job or household 

□ □ □ responsibilities? 
P25 Does bending over increase your problem? n □ n
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