WEST TEXAS REHABILITATION CENTER Audiology Addendum to Medical Social History

Chart #
Please fill each of these blocks with the appropriate information.

Name Birth Date Today's Date
Do you have concerns regarding dizziness, imbalance, or both?
When did this begin?
Is the dizziness/imbalance continuous or in attacks?
If in attacks, how often do they occur?
When was the most recent attack?
How long do the attacks last?
What makes the attacks worse?
Is there any warning before the attacks?
Do you ever feel as though your surroundings are spinning? O Yes O No
If so, how long does this last?
Are symptoms affecteed by fatigue, stress, anxiety, allergies, or menstrual cycles? O Yes O No
Have you fallen in the past 6 months? O Yes O No
If so, where did you fall?
Do you have a tendency to fall to any direction? ORight OLeft OForward O Backward
Is your balance worse:

In darkened environments? O Yes O No

On uneven surfaces? O Yes O No
Do you experience any of the following associated with the dizziness or imbalance?

O Fullness/ pressure in ears O Motion sickness O Difficulty with speech/swallowing

O Nausea/vomiting O Imbalance O Rapid heartbeat or palpitations

O Lightheadedness O Headaches O Weakness/numbness of arms, legs, or hands

O Swimming sensation in head O Confusion O Falling / Leaning sense

Do dizziness or loss of balance cause difficulty with any of the following:

Picking things up off the floor? O Yes O No
Bathing / Showering? O Yes O No
Getting dressed? O Yes O No
Brushing teeth or grooming? O Yes O No
Getting safely in / out of your home? O Yes O No
Driving? O Yes O No

Do you have neck or back problems?

Were you exposed to any fumes, paints, etc. at the onset of this problem?

Did you experience a head injury prior to this problem?

Have you had any previous tests for dizziness or imbalance?

What When

Have you had an MRI or CT scan of the head recently?




Results?

Have you ever seen an Ear, Nose, & Throat doctor? O Yes O No
Name:
Chart #:
Have you ever had ear surgery? O Yes O No
Do you suspect a hearing loss? O Yes O No
If YES, was it: O Gradual O Sudden O Fluctuating (comes & goes)
List anyone in your family who has hearing loss:
Have you been exposed to loud noises? (gunfire, machinery, military, etc.)
Do you hear noises in your head or ears? O Yes O No
If YES, describe:
Do you have a feeling of pain, pressure, or discomfort in your ears? O Yes O No

Do you have any of these medical problems with your eyes/vision?
O Double vision O Spots before eyes O Lazy or wandering eye

O Blurred vision O Cataracts O Glasses or contacts

Please list all physicians that you would like informed of your WTRC results?
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