
To contact us:
Phone 07 4410 9490:  

Emai l :  contact@qvcc .com.au 

Web:  www.qvcc .com.au 

Patient’s Details:

Name:  

Address :  

DOB:  

Phone/Mobi le :  

Gender :  Female  Male  

The following questions refer to your 
feeling of dizziness. 

Please fill in all the blanks.

Please descr ibe in  your  own words  the of f  balance/vert igo/
dizzy  symptom sensat ion you CURRENTLY feel  without  us ing 
the word “d izzy” .  I f  there  are  more than one dist inct  type of  
sensat ion please descr ibe both :   

Please descr ibe i f  any s ignificant  events  which led up to  the
CURRENT of f  balance/vert igo/dizzy  symptom sensat ion you 
feel  (eg cold or  flu symptoms,  fl ight ,  head t rauma) :  

I f  you have had vert igo/dizz iness  pr ior  to  current  symptoms 
please descr ibe i f  any s ignificant  events  which led up to  
THE VERY FIRST in i t ia l  o f f  balance/vert igo/dizzy  symptom 
sensat ion ever  exper ienced,  even i f  was  years  ago (eg cold or  
flu symptoms,  fl ight ,  head t rauma) :   

Please descr ibe in  your  own words  the of f  balance/vert igo/
dizzy  symptom sensat ion you exper ienced  THEN without  
us ingthe word “d izzy” .  I f  there  are  more than one dist inct  type 
of  sensat ion please descr ibe both :  

P lease descr ibe how long the symptoms lasted for  and i f   
symptoms changed:

Do you ever  have any of  the fo l lowing sensat ions?  Select  only  
those that  apply .  

Spinning in  c i rc les

Fal l ing to  one s ide

World spinning around you
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The following questions refer to typical 
dizzy spells. Select only those that apply 
and answer as appropriate.  

Do your  d izzy  spel ls  come in  attacks?

How often?  

How long do/did the attacks  last  for?  Seconds/  minutes/
hours /days/weeks/months/constant :  I f  more than one 
type of  d izz iness  descr ibe both :   

Date of  first  spel l /attack?  

Are  you current ly  feel ing dizzy?

Are you f ree f rom dizz iness  between attacks?

Are you dizzy  or  unsteady constant ly?

Do you get  any warning the dizz iness  i s  about  to  start?

What  are  the warning s igns?

Are you dizzy  at  certa in  t imes of  the day or  n ight?

I f  so  which?

Did you take any medicat ions  ( inc  st rong ant ib iot ics ,  more 
than one type of  d izz iness  descr ibe both :   

I f  yes  what  were they?

Did you have any cold or  flu l ike  symptoms pr ior  to  onset?

Does your  hear ing change with an attack?

Do you only  get  d izzy  when you move?

Are you dizzy  mainly  when you s i t  or  s tand up quickly?

Are you dizzy  when you look up,  down or  bend forward 
or  backwards?  

I f  so  which?  

Are  you dizzy  i f  you ro l l  over  in  bed?

I f  so  in  the r ight  or  le f t  s ide?  

Are  you dizz ier  in  certa in  pos i t ions?

Which pos i t ion?  

Are  you nauseated dur ing an attack?

Are you dizzy  even when ly ing down?

Does c los ing your  eyes  make your  d izz iness  worse?

Are you better  i f  you s i t  or  l ie  per fect ly  s t i l l ?

Have you had a  recent  cold or  flu preceding recent  
d izz  spel ls?  

Have you had fu l lness ,  pressure ,  or  r inging in  your  ears?

Have you had pain or  d ischarge in  your  ear  of  recent  onset?

Do you have a  loss  of  balance when walk ing in  dark?

I f  so  veer ing to  the r ight  or  le f t?  

Do you have a  loss  of  balance when walk ing in  the l ight?

I f  so  veer ing to  the r ight  or  le f t?  

Do loud sounds make you dizzy?

Do you get  d izzy  when you cough,  sneeze ,  b low nose ,  
bowel  movement or  other?  

I f  so  which?  

Are your  symptoms exacerbated o r  in i t iated when 
in  upr ight  posture  eg .  s tanding or  s i t t ing?  

Are  your  symptoms exacerbated  or  in i t iated when 
in  mot ion eg .  walk ing ,  dr iv ing ,  fly ing etc?  

Are  your  symptoms exacerbated or  in i t iated when not  
in  mot ion but  v isual  s t imul i  g ives  impress ion of  moving 
(eg .  s i t t ing in  car  and cars  bes ide you move giv ing 
sensat ion of  movement)?    

Are  your  symptoms exacerbated or  in i t iated with 
seeing moving objects  or  complex v isua with seeing 
moving objects  or  complex v isual  images ,  patterned 
carpets ,  c lothes  or  p ictures)?   

Any other  comments  about  your  d izz iness  you feel  i s  pert inent?
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The following refer to other sensations you 
may have. Select only those that apply and 
answer as appropriate.  

Do you black out  or  fa int  when dizzy?

Have you had:

Severe  or  recurrent  headaches or  migra ines?

L ight  and/or  sound sens i t iv i ty  leading up to  or  dur ing 
your  headaches or  d izz iness /vert igo?

Visual  Auras  (eg .  l ines ,  spots ,  squiggles )  leading up to  
or  dur ing your  headaches or  d izz iness /vert igo?  

Any double  or  b lurry  v is ion?

Numbness  in  your  face ,  ears  or  extremit ies?
I f  so  both s ides ,  le f t  or  r ight?  

Weakness  or  c lumsiness  in  arms ,  legs?

Pain in  the neck or  shoulders?

Slurred or  d i fficult  speech?

Di fficulty  swal lowing?

Tingl ing around your  mouth?

Spots  before  your  eyes?

Jerk ing of  arms or  legs?

Seizures?

Confus ion or  memory loss?

Recent  head t rauma? ( I f  yes ,  p lease expla in) .

Any other  sensat ion var iables  you feel  are  pert inent  to  
your  condit ion?  

The following refers to your hearing. Select 
only those that apply and indicate which side 
has been affected:  

 Lef t      R ight      Both

Ringing or  buzzing in  one ear?   

Di fficulty  hear ing in  one ear?

 Left      R ight      Both

Ful lness  in  one ear?   

 Left      R ight      Both

Change in  hear ing and t innitus  volume when dizzy?

Does your  hear ing fluctuate?  

Can you hear  your  heartbeat ,  eyes  bl inking ,  or  any other  
internal  sounds?  Which sound and which ears?   

 Left      R ight      Both

Own voice excess ive ly  loud?   

 Left      R ight      Both

Any other  var iables  to  do with your  hear ing you feel  are  
pert inent? :  

Have you had any of  the fo l lowing?

Pain in  ears?

 Left      R ight      Both

Discharge f rom ears?

 Left      R ight      Both

Hear ing change for  the better?  

 Left      R ight      Both

Hear ing change for  the worse?  

 Left      R ight      Both

Exposure to  loud noises?  

Prev ious  ear  infect ions?  

Trauma to your  ear (s ) ?  

Prev ious  ear  surgery?  

What?  

Family  h istory  of  deafness?
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The following refer to habits and lifestyle. 
Select only those that apply and answer 
as appropriate.  

I s  there  added st ress  to  your  l i fe  recent ly?

Is  your  d izz iness  re lated to :

Moments  of  s t ress?  

Menstrual  per iod?  

Overwork or  exert ion?  

Hunger?  

Emotional  upset?  

Changes in  weather /atmospher ic  pressure?

Do you feel  l ight-headed or  have a  swimming 
sensat ion when you are  dizzy?   

Do you find yoursel f  breathing faster  or  deeper  when 
exci ted or  d izzy?   

Did you recent ly  change eyeglasses?

Have you ever  had weakness  or  fa intness  a  few hours  
a f ter  eat ing?   

I s  your  d izz iness  re lated to  any of  the fo l lowing?  

How much and how often?  

Do you dr ink cof fee?

Do you dr ink tea?

How much and how often?  

Do you dr ink soft  dr inks?  

How much and how often?  

Do you dr ink a lcohol?

How much and how often?  

Do you smoke?

What?  

How much and how often?  

Descr ibe any other  var iables  you feel  may contr ibute to  
your  d izz iness :   

Past medical history

Please l i s t  your  current  medical  problems and length of  i l lness :

P lease l i s t  a l l  surgery  per formed and approximate dates :

P lease l i s t  a l l  a l lerg ies  ( inc luding drugs)  and react ion :

Please l i s t  a l l  medic ines  you current ly  take for  your  d izz iness
that  HAVE prov ided some re l ie f  or  benefit  with your  symptoms:    

P lease l i s t  a l l  medic ines  you current ly  take for  your  d izz iness
that  HAVE NOT prov ided some re l ie f  or  benefit  for  you :    

P lease l i s t  a l l  medic ines  you current ly  take ( including pain 
medic ine ,  nonprescr ipt ion medic ine ,  nerve pi l l s ,  s leeping pi l l s ,  
or  b i r th  control  p i l l s ) .   

Have you had any prev ious  test ing eg hear ing ,  x - rays ,  head 
scans ,  etc?  
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Family history

Any fami ly  h istory  of  any of  the fo l lowing?  
Select  a l l  that  apply .

Migra ine?  

Of f  balance/vert igo/dizz iness  or  t innitus?

High blood pressure?  

Low blood pressure?  

Diabetes?  

Low blood sugar?  

Thyroid disease?  

Asthma? 

Mult ip le  Scleros is?  

P lease l i s t  any other  d iseases  that  run in  your  
immediate  fami ly :

Any other  comments  you feel  are  pert inent  to  your  condit ion :

Declaration

I  confirm that  for  my appointment I  wi l l :

Not wear  make-up

Not eat  anything for  8  hours  pr ior

Have no caf fe ine for  12  hours  pr ior

Have no a lcohol  for  48 hours  pr ior

Have no nicot ine (c igarettes ,  gum,  patches  etc)  for  
12  hours  pr ior

Not  take -  t ranqui l i sers ,  sedat ives ,  vest ibular  suppressants  
(eg Stemeti l ,  Serc)  and painki l lers  for  24  hours  pr ior  

Al l  in format ion on this  form is  t rue and accurate  and I  
consent  to  the use of  any data/results  to  be used 
anonymously  for  research purposes 

Signature

Submit via email 

Please complete and s ign this  quest ionnaire  and submit  to  

Emai l :  contact@qvcc .com.au
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