
New Hampshire Hearing and Balance 
655 Portsmouth Ave. 

Greenland,NH 

603.436-4655 
 

Patient Name:__________________________DOB:_______________ DATE:_______________ 

 
Equilibrium disorders may appear with a variety of symptoms.  Some individuals may experience dizziness or vertigo, 
while others have imbalance or unsteadiness.  Please spend a few minutes answering the questions regarding your 
history and symptoms.   
 
Describe the initial onset of your symptoms of dizziness/vertigo/imbalance._________________________________ 
 
_______________________________________________________________________________________________ 
 
_______________________________________________________________________________________________ 
 
Was the onset of these symptoms:  ___ sudden   ___gradual   ___ overnight     ___other 
 
Are your symptoms:  ____constant    ____variable 
 

Do you have a history of: (please circle) 
 
 

Migraines Seizures Tumor Stroke 

Multiple Sclerosis Neuropathy Panic Attacks/Anxiety Con. Heart Failure 

Concussion Depression Cervical Spine Arthritis Diabetes Mellitus 

Parkinson’s Disease Ataxia Macular Degeneration Cancer 

 
 
If you have dizziness, please check the box for either YES or NO, and fill in the 
 blank spaces.   If you do not experience dizziness, please go to the next section. 
 
YES       NO 
___       ___       Are you completely free of dizziness between attacks? 
 
___       ___       Do you have any warning that an attack is about to start? 

                         If so describe. ______________________________________________ 
 
___       ___       Do you know of anything that will stop your dizziness or make it better? 
                         What ______________________________________________________ 
 
___       ___       Do your symptoms occur when changing positions? If yes, describe:_____ 
 
                         ____________________________________________________________ 
 
 
Do you experience any of the following sensations?  
YES       NO 
___       ___       Lightheadedness? 
___      ___       Swimming sensation in the head? 
___       ___       Blacking out or losing consciousness? 
___       ___       Objects spinning or turning around you? 
___       ___       Sensation that you are turning or spinning? 
___       ___       Tendency to fall to the right or left? 
___       ___       Do you have trouble walking in the dark? 
___       ___       Nausea or vomiting? 
 
 

 
Previous tests and studies: 
 
Brain MRI, or MRA, date_______,   Result____________ 
Brain CT, date,    _________           Result,____________ 

 

Have you ever had PT Rehabilitation for your symptoms?  ___ yes     ___no 
 

 



 

 
 

Have you ever experienced any of the following symptoms? 
 
YES       NO 
___       ___       Double vision? 
___       ___       Spots before your eyes? 
___       ___       Numbness of face, arms, or legs? 
___       ___       Confusion or loss of consciousness? 
___       ___       Have you started taking any new medications in the past six months? 
                        If yes, please list: _________________________________________________________ 
 
Did you ever have any of the following symptoms? 
 
YES       NO 
___       ___     Difficulty in hearing?  Both ears         Right ear      Left ear 
                       When did this start?  
___       ___     Is there any association between your hearing symptoms and your dizziness? 
___       ___     Do you have any noise in your ears?  Describe___________________________________ 
___       ___     Do you have any fullness or pressure in your ears?  Both      Right ear        Left ear  
___       ___     Does this change when you are dizzy? 

___       ___     Pain in your ears? 
___       ___     Discharge from your ears?  

 

 
Please list any medications you are presently taking.  If they do not fit in this space please bring a photo 

copy of the list, or a list that can be photocopied in our office. 
 
 

NAME OF MEDICATION 

 

 

DOSE 

TIMES 

PER 

DAY 

 

DATE 

STARTED 

 

PURPOSE 

     

     

     

     

     

     

     

     

     

 

 
 

 
I HAVE RECEIVED THE FOLLOWING MEDICATIONS AT SOME POINT IN MY LIFE. (please indicate 

approximate dates and durations of treatment) 

 
Aspirin (large doses)                                                       Nifedipine (Procardia) 

Cisplatin (for cancer)                                                      Quinidine (malaria)           
Furosemide (Lasix)                                                         Streptomycin (antibiotic) 

Gentamicin (antibiotic)                                                    Tamoxifen (breast cancer) 

Kanamycin (antibiotic)                                                     Tobramycin (antibiotic) 
Malaria drugs (quinine, Malarone,Larium)                          Vancomycin (antibiotic)               


