


VESTIBULAR AND BALANCE EVALUATION

MEDICAL HISTORY:

Referring Diagnosis:












Onset Date: 

​​​​​

HISTORY: 

Symptom nature: Motion-Provoked / Positional / Spontaneous

Duration







Frequency






Provocative Factors












Auditory complaints:  Yes  /  No











Falls  Yes  /  No  






Other















History of similar episodes  Yes /  No





SYSTEMS REVIEW:
Neurological: CVA / Migraine / Neuropathy / Other


Vascular Risk Factors: HTN / Arrythmia / Hypercholesterolemia /           

Diabetes Other





Musculoskeletal: 






Psychological:  Anxiety  /  Panic  /  Other



Substance Abuse?  Tobacco  Yes / No  Alcohol  Yes / No  
Other:














EXAMINATION:

MUSCULOSKELETAL SCREEN:
Cervical Spine ROM:
 ( WNL's
(      Impaired 
 









LE ROM:





       LE Strength:

	
	LEFT       
	RIGHT
	
	
	LEFT
	RIGHT

	HIP
	
	
	
	HIP
	
	

	KNEE
	
	
	
	KNEE
	
	

	ANKLE
	
	
	
	ANKLE
	
	


SOMATOSENSORY:
Light touch
(  Normal
(  Impaired/Absent __________________________________ 

Proprioception:  
(  Normal
(  Impaired/Absent __________________________________


COORDINATION:
Rapid Alt Movements:  
Dysdiadochokinesia  /  Normal
Heel to Shin:  

Ataxic  /  Normal

Finger to Nose: 
Dysmetric  /  Normal

Past Pointing: 
Left  /  Right  /  Normal

POSTURAL CONTROL TESTS:
Fukuda Step Test:  
 +  /   -      

Direction: 
 Left
Right

Reactive balance to perturbation:  WNL’s  /  Delayed  /  Absent

Romberg:
Eyes Open 






Eyes Closed 




Clinical Test of Sensory Interaction for Balance    (CTSIB)

	CONDITION
	TIME
	STRATEGY
	SWAY

	Eyes open, firm surface
	
	
	

	Eyes closed, firm surface
	
	
	

	Eyes open, foam surface
	
	
	

	Eyes closed, foam surface
	
	
	


GAIT: 





























AUDITORY SCREEN:
Weber:
Midline  /  Left  /  Right

Rinne:   

  positive (air conduction > bone conduction)



  negative (air conduction < bone conduction)

OCULOMOTOR / VESTIBULAR TESTING:
Spontaneous Nystagmus   Left  /  Right  /  Up  /  Down  /  Absemt



Right Torsion  /  Left Torsion
Skew Deviation?




Gaze-Evoked Nystagmus with fixation present:
1st degree     2nd degree     3rd degree 
Direction ________________________________

Other





Gaze-Evoked Nystagmus with fixation suppressed:
1st degree     2nd degree     3rd degree 
Direction ________________________________

Other






	
	Normal
	Abnormal

	Ocular ROM
	
	

	Smooth Pursuit
	
	

	Saccades
	
	


Static Visual Acuity



 
Dynamic Visual Acuity
 




VOR Cancellation:  normal  /  abnormal  /  not tested
VOR Head Thrust (horizontal canal function)


Left  +  /  -
Right   +  /  -  
VOR Head Thrust (posterior canal function)


Left   +  /  -
Right   +  /  -
Heave Test (utricular function)  
Left   +  /  -
Right   +  /  -  

Post-Horizontal Head-Shaking Nystagmus
+  /  -    
Direction   


Number of Beats


Vibration-Induced Dizziness 

Yes 
 No 
     

Nystagmus
+  /  -    Direction 



Hyperventilation-Induced Dizziness 
Yes 
 No 
     
Nystagmus
+  /  -    Direction 


Valsalva Induced Dizziness  
Yes 
 No 
     

Nystagmus
+  /  -    Direction 



Neck Torsion Test
  +  /   -

POSITIONING TESTS:
Left Hallpike
+   /   -     












Right Hallpike 
+   /   -
 

























Roll Test 

+    /   -
 

























Comments: 




























MEASURES

Dizziness Handicap Inventory (DHI)




Berg Balance Scale (BBS)




Activities Specific Balance Confidence Scale (ABC)  


Timed “Up and Go” (TUG)



Dynamic Gait Index (DGI) 





Forward Reach (FR)





(Form meets HCFA 700 requirements)

Patient Name: __________________________  Onset Date: _______________ Begin Date: _____________________________

Primary Diagnosis: _______________________________________________________________________________________

Treatment Diagnosis(es): _______________________________ Physician: __________________________________________

Prior hospitalization (for current episode): From _______ to _______ ⁭ N/A   Certification period: From ________ to ________

ASSESSMENT:

Summary of Evaluation/Problems

	Benign Positional Vertigo
	⁭  Imbalance/Gait Instability with vestibular-biased challenge

	⁭  L/R Posterior Canal, Canalithiasis
	    ⁭  Mild

	⁭  L/R Posterior Canal, Cupulolithiasis
	    ⁭  Moderate

	⁭  L/R Horizontal Canal, Canalithiasis
	    ⁭  Severe

	⁭  L/R Horizontal Canal, Cupulolithiasis
	

	
	⁭  Oscillopsia (impaired dynamic visual acuity)

	⁭  L/R Peripheral Vestibular Hypofunction
	

	⁭  Bilateral Peripheral Vestibular Hypofunction
	Comments:

	⁭  Central Vestibular Dysfunction
	

	⁭  Motion Sensitivity:  head/visual motion
	

	    ⁭  Mild
	

	    ⁭  Moderate
	

	    ⁭  Severe
	


--------------------------------------------------------------------------------------------------------------------------------------------

Rehab potential: ⁭ Excellent ⁭ Good ⁭ Fair

	SHORT-TERM GOALS _______weeks
	LONG-TERM GOALS _______weeks

	⁭  DHI score to _____/100 
	⁭ Dynamic Gait Index ______/24
	⁭  DHI score to ______/100          
	⁭  Dynamic Gait Index _____/24

	⁭  Negative L/R Hallpike Testing
	⁭ ABC scale to ____________%
	⁭  Negative L/R Hallpike Testing  
	⁭  ABC scale to ____________%

	⁭  No c/o vertigo for ____ days    with ADL’s
	⁭  Independent with self exercise ⁭  Other
	⁭  No c/o vertigo for ____ days with ADL’s                                   
	⁭  Other

⁭  Independent with self exercise

	⁭  Self-rated balance ________%
	⁭  Self-rated balance _______%


	TREATMENT PLAN
	

	⁭ Canalith Repositioning Maneuvers:
	⁭ Gaze stability exercise

	    ⁭ Epley maneuvers for posterior canal BPPV
	⁭ Habituation exercises _____________________________________

	    ⁭ Semont maneuvers for posterior canal BPPV
	⁭ Clinic-Based Vestibular/Balance Therapy:

	    ⁭ Liberatory maneuvers for horizontal canal BPPV
	⁭ Reassessment: ___________________________________________

	⁭ Home exercise instruction:
	⁭ Patient Education

	⁭ Brandt exercises to further assess for BPPV
	

	⁭ Balance exercises
	


Other: _______________________________________________________________________________________

_____________________________________________________________________________________________

_____________________________________________________________________________________________

_____________________________________________________________________________________________

Treatment Frequency: 

  
Duration:

 Weeks   

 ⁭ 1 x visit

Therapist Signature/Date (establishing POC) _________________________________________________________

My therapist has reviewed my Plan of Care with me.

Patient/Caregiver Signature/Date: __________________________________________________________________

	I certify the need for these services furnished under this plan of treatment and while under my care.

Physician Signature/Date: _________________________________________________________________________
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