Primary screen questionnaire for vestibular assessment

Adapted questionnaire (Colin, et al., 2018)

Dizziness
1) When did you first become aware of the dizziness / balance problem
2) How would you describe the dizziness? E.g. Rotational /drunk / spinning / lightheaded
3) How often do you experience dizziness? E.g. All the time / every day / every week
4) How long does the vertigo last? E.g. Seconds / minutes / hours / days
Seconds Minutes Hours : Days :
Other Never
5) What symptoms accompany it? None / altered hearing / tinnitus / nausea / vomiting /
other:
Altered hearing Aural fullness Nausea
Tinnitus Vomiting Migrane
6) How would you rate your balance on a scale from 0 to 10? (0 = poor; 10 = excellent)
Poor Neutral Excellent
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History of falls

1)

2)

3)

4)

5)

Have you had any falls (slips / trips / near misses) in the last 12 months? If yes,
approximately how many?

Describe types of falls:

Do you have a fear of falling (0 = No fear at all; 10 = Extreme fear of falling

No Neutral Extreme
Fear fear
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What is the preferred speed for walking over a distance of 10m (2m before starting
point and 2m after ending point) (10m/s) = Gait speed

Please list all medications that you are currently taking:




