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Cornerstone Audiology, PLLC  
“The personal treatment you deserve.” 
________________________________________________________________________ 

Phone: (806) 687-0580 7202 Slide Road, Suite 300  Fax: (806) 687-8965 
Lubbock, TX 79424 

 
Extended Case History for Dizziness 

 
Patient name: 
Age: 
 
 
Do you ever have any of the following sensations? 
1.  Spinning in circles? YES NO 
2.  Falling to one side? YES NO 
3.  World spinning around you? YES NO 
The following questions refer to a typical dizzy spell: 
1.  Do the dizzy spells come in attacks? YES NO 

How often?  
How long?  
Date of first spell?  

2.  Are you free from dizziness between attacks? YES NO 
3.  Does your hearing change with an attack? YES NO 
4.  Are you dizzy mainly when you sit or stand up quickly? YES NO 
5.  Are you dizzier in certain positions? YES NO 

Which position(s)? 
6.  Are you nauseated during an attack? YES NO 
7.  Are you dizzy even when lying down? YES NO 
8.  Have you had a recent cold or flu preceding recent dizzy spells? YES NO 
9.  Have you had fullness, pressure or ringing in your ears? YES NO 
10. Have you had pain or discharge in your ear(s) of recent onset? YES NO 
11. Have you had trouble walking in the dark? YES NO 
12. Are you better if you sit or lie perfectly still? YES NO 
Briefly describe the shortest event you have experienced: 
 
 
 
Briefly describe the longest event you have experienced: 
 
 
 
The following questions refer to other sensations you may have experienced: 
1.  Do you black out or faint when dizzy? YES NO 
2.  Have you had any of the following: 

Severe or recurrent headaches? YES NO 
Localized head pain? YES NO 
Head pain associated with the eyes? YES NO 
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Throbbing? YES NO 
Light or sound sensitivity? YES NO 
Motion sickness as a child? YES NO 
Headaches with caffeine withdrawal? YES NO 
Any double or blurry vision? YES NO 
Numbness in your face or extremities? YES NO 
Weakness or clumsiness in arms, legs? YES NO 
Slurred or difficult speech? YES NO 
Difficulty swallowing? YES NO 
Tingling around your mouth? YES NO 
Spots before your eyes? YES NO 
Jerking of arms or legs? YES NO 
Seizures? YES NO 
Confusion or memory loss? YES NO 
Recent head trauma? (if yes, please explain) YES NO 

 
 
 

3.  Have you ever been diagnosed with migraines? YES NO 
 
 
 
 
 
 
 
The following refer to your ears and hearing.  Please indicate which side has been affected. 
Difficulty hearing? YES LEFT RIGHT BOTH NO 
Ringing or other noises in your ear(s)? YES LEFT RIGHT BOTH NO 
Fullness in your ear(s)? YES LEFT RIGHT BOTH NO 
Change in hearing when dizzy? How? NO 
Pain in your ears? YES LEFT RIGHT BOTH NO 
Discharge from your ears? YES LEFT RIGHT BOTH NO 
Hearing improved? YES LEFT RIGHT BOTH NO 
Hearing worsened? YES LEFT RIGHT BOTH NO 
Exposure to loud noises? YES LEFT RIGHT BOTH NO 
Previous ear infections? YES LEFT RIGHT BOTH NO 
Previous ear surgery? YES LEFT RIGHT BOTH NO 

What surgery? 
Family history of deafness? YES NO 

Who? 
The following refer to habits and lifestyle: 
1.  Is there added stress to your life recently? YES NO 
2.  Are you dizzy or unsteady constantly? YES NO 
3.  Is your dizziness related to moments of stress? YES NO 
4.  Is your dizziness related to your menstrual period? YES NO 
5.  Is your dizziness related to overwork or exertion? YES NO 
6.  Do you feel lightheaded or have a swimming sensation when you are 
dizzy? 

YES NO 
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7.  Do you find yourself breathing faster or deeper when excited or dizzy? YES NO 
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8.  Do you experience symptoms when walking through the mall or a 
grocery store without a cart? 

YES NO 

9.  Do you experience symptoms in a large group of people? YES NO 
10. Did you recently change eyeglasses? YES NO 
11. Have you ever had weakness or faintness a few hours after eating? YES NO 
12. Do you drink coffee?  YES NO 

How much? 
13.  Do you drink soft drinks? YES NO 

How much? 
14.  Do you drink diet soft drinks? YES NO 

How much? 
15.  Do you drink alcohol? YES NO 

How much? 
 
Have you had any previous testing? (Hearing, x-rays, headscans, etc.)  Please include approximate 
date and place. 
 
 
 
Please list any diseases that run in your immediate family: 
 
 
 
 
Do you have anything else to tell me about your particular problem which has not been asked on 
this questionnaire? 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 


