= Woodbine SN Avenue
DIZZINESS & BALANCE DIZZINESS & BALANCE
Clinic Clinic

Vertigo Patient’s Intake Form B /KR E & E

Date:
Name: OHIP:
D.O.B.: Gender:

Please try to answer all questions. Choose yes or no and fill in the blank spaces.

SERBEEHENE tRERErNEERESSaR s HENIES

What are the reasons for visit? Fg K5I8 E F 2 EE?

1. Your dizziness is? AR E:

Constant &Y Frequent 3825 Hy Intermittent EflEr4E4E8HY
Regular 7 Bl #8 Sudden KK Unpredictable Ao FEXIAY

a. When did dizziness first occur (very first episode)? 55— % %% 4 588 2 EFRHE?

b. How often do you experience it? % X —>X?

c. How long do they last? B RIF4E 2 A?

d. When was the last experience? & & — X & T EERF{E?

e. Do you have any warning that the dizziness is about to start? 2545 # Ik 15?2
f. Do they occur at any particular time of day or night? & {E {45 E BB
g. Do you feel normal in between dizziness? M XEE <~ BEHREEE?

h. Does changing of position make you dizzy? B ZHE @ ERE?

2. Do you know of anything that will... ¥ H A% IA...

Yes B
Yes B
Yes &

Yes B

No % F
No %HF
No &H

No %E




a. Stop your dizziness or make it better? {=1F =5 5 /> B 82 Yes & No %H
if yes, please describe: 1R %, sEsE 47 BF:

b. Make your dizziness worse? {4 {58 B =1L? Yes & No %F
if yes, please describe: #NR7, sEE¥ 40 B

c. Triggers your dizziness? EFEE? Yes & No %%F
if yes, please describe: #N1R A, sE=¥4A:R A:

3. When you are “dizzy” do you experience any of the following sensations?
EREREHR, A A B U T EARE?

Please read the entire list, check the boxes that describe your feelings most accurately.

a. Light headedness or swimming sensation in the head? FEEE 5} 2 F AR E? Yes & No %%
b. Near blacking out or loss of consciousness? 32 4= :? Yes B No &F
c. Tendency to fall? #1852

Backward [@)1& Forward [a] By To the right [314& To the left (@) A& No&&F
d. Objects spinning or turning around you? #1847 1& 518 ieiE s B E)? Yes & No %H
e. Sensation that you are spinning inside, with outside objects remaining stationary? X jgith#° Yes No
f. Loss of balance when walking? 78 %k K 182 Yes & No %F
g. Headache? BE55? YesH ([ INo®H
h. Nausea or vomiting? {EIRE &M ? Yes B INoEH

4. Do you have any of the following ear symptoms? {RH%H T EZRAEAR
a. Difficulty in hearing? B2& 5 [F £k No &F Left ear £F Right ear 5 E Both ears #FH
b. Stuffiness or pressure in ears? B Z-FAZES B /1?

| No&F Left ear £ F Right ear 5 E Both ears #H

c. Pain in ears? EJE? I No&H Left ear £E Right ear 5 E Both ears #FH
d. Fluid from ears? B2 5 & E&E? | No J&F Left ear £ZH Right ear 5 E Both ears #F
e. Noise in ears or head? B Z- s BE L YR E?

No %F Head 583 Left ear £ H Right ear HE Both ears #H

5. Have you ever experienced any of the following symptoms? &7 %5 &R I TRE4R?



a. Double, blurred or loss of vision? 1§ /] #& s H f1 LB ?
b. Numbness of face, arms or legs? fiz=B, F B s BRERFRA?
c. Weakness in arms or legs? & s fRZRER 55 ?

d. Clumsiness in arms or legs? I & s BR R E $1°

e. Confusion or loss of consciousness? & Bl k L HE?
f. Difficulty with speech? :&5E K &

g. Difficulty with swallowing? 7 bekE £

h. Pain in neck or shoulder? $EZR =) & 2R

6. Medical — Social Questions: B - 3+ AZ [ 28:

No %F
No %%F
No &
No%H
No &
No%H
No%H
No%H
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Constant %
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Constant & &

Constant &%

Intermittent EfEh4E4

Intermittent ETET4E4E

Intermittent EfEf4E4E

Intermittent EfEr4E4E

Intermittent EfEr4E4E

Intermittent EfEr4E4E

Intermittent Efr4E4E

Intermittent EfEr4E4E

a. Do you have low or high blood pressure? #4578 F (K= 5 [ E? Yes H No %%
b. Do you have diabetes? #&R5%? Yes B No 2H
c. Do you have low iron levels? #2&&1K? Yes H No%H
d. Do you have low blood count? [l 4Hff 5+ £{5? Yes® ( /No&kHE
e. Do you have a history of stroke? &1 &% 5 ? /Yes®H _INoXH
f. Do you have a history of heart attack? /(Mg fm 25 R ? /YesH |_INoXH
g. Have you been on any medications to help the dizziness? #% & 4 R FIBE (T 224 I ST ABFR B2
YesH ( INoEH
Name of medication: %4 :
Did they help? &2 HEE)? Yes® () No&H

7. Please check the following that applies: ;522X TFrH#EH:

Previous ear surgery Z 4R EZRF47
Previous ear trauma B 4= A5
Thyroid problems F kR KRR
Tobacco in any form &

Trouble with vision 18 }7 &7k

8. Family History: I A j5F&:
Hearing loss B2 /718 %k

History of autoimmune diseases B 5 % & M &% H % FE

Vertigo % &

9. Please list all evaluations and/or treatments (Including hearing test, ENG test, MRI, CT scan, etc.) you



have had for your vertigo: 5531 FrE BT ¥ 3R AIRE(HEA

MRI? #% 51 3 Hx? Yes & No¥H
If you had MRI done, when and where you had it done‘7 What was the evaluation(s)?

MREHOBH N HRIBE, BILER, FETHRE? FHEER2HE?

CT? TBRSIRH? Yes & No %F
If you had CT done, when and where you had it done? What was the evaluation(s)?

WREHABERFRISE, BIHER, MRTHRE? FEEREHE?

ENG? [REKEBBE R IBACIA? Yes § No %%
If you had ENG done, when and where you had it done? What was the evaluation(s)?
MREHBRKEEERIEDERE, FILER, FMETHRE? HIER2HE?

Hearing test? 52 /7 8152 Yes B No %F

If you had hearing test done when and where you had it done? What was the evaluation(s)?

WMREHBENARESE, FIHEE, FJETHIRE’ HEEREMTE?




10. What other medications have you tried in the past for vertigo relief?
(in the following format: Medication? Dose? How often? Does it help? Doctor?)

aR 7l B A AR A B B 22 I AR SF AR B KA1 (R R I THE T B2 BIE? BRARECR B BH?)

11. Please list all other medications you currently take:
(in the following format: Medication? Dose? How often? Length of time taking? Maintenance or short
term? Does it help? Doctor?)

A SRR AR EEY): (BRI T A& B2 BIR? IRAKEC IRARE? RSN B3 B4E?)

12. Are you on ODSP or WSIB due to vertigo?

AAE KA EERE, BHRERRRAREARE IR BMER EREE?
ODSP (Ontario Disability Support Program) & K#&& & < E 15
WSIB (Workplace Safety and Insurance Board) B ¥ &2 & RzBH
None of the above Y _F#FZE

13. Do you drive and operate heavy machinery? #3875 & & B Fn#E (B U442
1YesH ( )No®EH

14. History of Noise Exposure? 3E#§EE 1% E?
Yes & No J8F
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