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□ 210 JPM Road, Suite 300
□ 414 West Market

□ 905 US Route 522
   
  
   Lewisburg, PA 17837

   Middleburg, PA 17842
   
   Selinsgrove, PA 17870


   Fax: 570-524-7665

   Fax: 570-837-0545

   Fax:570-372-6138
 PHYSICAL THERAPY VESTIBULAR & BALANCE EVALUATION



INTAKE INFORMATION

Name:





Billing# 



 Date: 




Physician:_______________________________ Date of birth:________________ Date of onset:___________________
Principle diagnosis: 








 ICD-9 Code: 



Treatment ordered: 













Diagnostic tests: 













Surgical procedure: 







 Date of surgery: 



Present meds: 








 Return doctor’s visit: 



Past medical history: 


























______

Social history: 















__________________________________________________________________________________________________
Emergency Contact: 





Precautions: 







HISTORY OF PRESENT ILLNESS/SUBJECTIVE

Chief complaint: 





























Setting in which Symptoms first occurred: _______________________________________________________________
Description of Symptoms:
vertigo(sense of spinning)
off-balance
lightheadedness

Symptoms are getting: better
 worse
same
episodic

Description of Spells:
constant
spontaneous
induced by motion
induced by position changes
other

Length of time spells occur: seconds
minutes
hours

days
other___________________________

What increases symptoms? 












What decreases symptoms? 












Hearing impairments: 
yes
no
other___________________________________________________________

Changes in hearing since onset:
yes
no
other_____________________________________________________

Visual changes since onset: 
yes
no
comments_________________________________________________

Recent falls:
yes
no
comments______________________________________________________________

History of migraines: 
yes
no
comments_______________________________________________________


Previous treatments: 











______
Job requirements/work status: 










______

Other:
​​​​​​___________________________________________________________________________________________
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Name: 





   Date of birth: 


 Date:



 
MUSCULOSKELETAL SCREEN:

Cervical Spine complaints: 







  Cervical Pain:____________
Cervical Spine ROM: 

WNL’s                   Impaired 



 

LE ROM:





LE Strength:

	
	LEFT
	RIGHT

	Hip
	
	

	Knee
	
	

	Ankle
	
	

	
	LEFT
	RIGHT

	Hip
	
	

	Knee extension
	
	

	Knee flexion
	
	

	Ankle
	
	



POSTURE: 







SOMATOSENSORY:

Light touch

Normal


Impaired/Absent 



COORDINATION:

Rapid Alt Movements: 
dysdiadochokinesia / normal
    Finger to Nose:
dysmetric / normal

Heel to Shin:

ataxic / normal

Past Pointing: Left/ Right/ Normal
POSTURAL CONTROL TESTS:

Clinical Test of Sensory Interaction for Balance   (CTSIB) performed in Romberg stance

	CONDITION
	TIME
	STRATEGY
	SWAY

	Eyes open, firm surface
	
	
	

	Eyes closed, firm surface
	
	
	

	Eyes open, foam surface
	
	
	

	Eyes closed, foam surface
	
	
	


GAIT: 
















OCULOMOTOR/VESTIBULAR TESTING:  

Spontaneous Nystagmus    Left / Right / Absent


VOR Head Thrust (horizontal canal function)









Left 

 
Right 


Gaze-Evoked Nystagmus with fixation present: (1st, 2nd or 3rd degree)
Primary
  present / absent 





VOR Head Thrust (posterior canal function)

Right
  present / absent 





Left 


Right 



Left
  present / absent 









Post-Horizontal Head-Shaking Nystagmus   + / - 

Gaze-Evoked Nystagmus with fixation suppressed: (1st, 2nd or 3rd degree)
Direction 


Primary
  present / absent

Right 
  present / absent





Heave Test:  Left ______  Right________
Left
  present / absent





Weber Test:  Midline / Left/ Right
Smooth Pursuit 



Saccades 



 VOR Cancellation:  Normal / abnormal

Static Visual Acuity using Logmar Scale 


Dynamic Visual Acuity 



Other Oculomotor/Vestibular test: 












POSITIONING TEST:

Left Hallpike
+ / -  














Right Hallpike
+ / -  













Roll Test

+ / -  













Comments: 














OUTCOME MEASURES:

Dizziness handicap Inventory (DHI)


Dynamic Gait Index (DGI)________
Berg Balance Score__________

Timed Get “Up and Go” _________


Activities Specific Balance Confidence Scale (ABC)  _______________

Motion Sensitivity Quotient (MSQ)  _________

Other_______________________________________________________
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Name: 






 Date of Birth: 


  Date: 




ASSESSMENT/IMPRESSION: 










 














 
















Rehab Potential    Excellent     Good      Fair 




Problem list/functional limitations

 BPPV


 Right

 Posterior Canal
 Canalithiasis 


 Left

 Horizontal Canal
 Cupulolithiasis 

 Decreased Gaze Stabilization 

 Increased Motion Sensitivity

 Vestibular Weakness
 Gait Instability 


 Decreased tolerance for ADLs
 Decreased Strength
 Decreased Balance  


  Decreased ROM
 Other ___________________________________________________________________________________________
Interim goals (to be accomplished within  ____ weeks)

 Tolerate position changes without complaints of vertigo/unsteadiness to improve safety and return to pre-onset level.
 Improve Gaze Stabilization


     
 Improve Gait 







 Improve Balance  



     
 Tolerate ADLs without complaints of vertigo




 Improve Vestibular Awareness

     
 Improve strength 







 Improve ROM 


                  
 Other 




                  
Discharge goals (to be met by date of discharge)
 Return to pre-onset level


     
 Independent in HEP for continued symptom management


 Improve Balance  



     
 Other 




 

Patient’s Goal:______________________________________________________________________________________
TREATMENT PLAN:
Today’s Treatment: 
⁪ See flow sheet     











 Patient treated with canalith repositioning maneuver


 Educational materials provided on BPPV/Vestibular dysfunction               

 Precautions provided and patient to follow precautions for next 24 hours in regards to BPPV management

 Written home exercise instructions 


 Other 




                  
Plan (treatment, frequency, duration)


 x per week for 

 week(s) ⁪ Home Exercise Program  
⁪ Will keep patient’s chart active until ___________ in case patient has problems and/or symptoms reoccur. 
⁪ Canalith repositioning maneuvers
⁪ Gaze Stabilization exercises 
⁪ Home exercise instruction


⁪ Habituation exercises 

⁪ Neuromuscular Re-Education
⁪ Clinic-based vestibular/balance therapy

⁪ Patient education


⁪ Other __________________________________________________________
⁪ Patient agrees with plan of care.





Therapist’s Signature



Date

Physician’s Signature



Date

