James Cook University Hospital
Audiology Department
VESTIBULAR ASSESSMENT REFERRAL FORM
 This service is for:
· Any Adult aged 18+  for whom the primary concern is vertigo (spinning, dizziness, acute or chronic imbalance)

This service is NOT suitable for individuals who have the following conditions:
Uncontrolled hypertension, Postural hypotension, Unstable cardiac conditions (please refer to Cardiology)
Severe anxiety/unstable mental health conditions
Severe MSK restrictions (neck, back, lower limbs)
Blackouts (please refer to Blackout Clinic)
Repeated falls (please refer to the Falls clinic)
Age related frailty (please refer to Elderly care service)
Please complete ALL relevant information as we are unable to accept incomplete referrals and they will be returned to the referring clinician. 










	Patient Details
	
	Referrer Details

	Surname
	
	
	Date Referred
	

	First Name
	
	
	Referred By
	

	Date of Birth
	
	
	Referrers Profession
	

	NHS Number
	
	
	GP Name
	

	Full Address
	



	
	GP Address
	

	Does your patient require the services of an interpreter? 	☐Yes 		☐No
If yes which language?..........................................................................................



	Please confirm that uncontrolled hypertension/hypotension/postural drop have been ruled out as a cause of the dizziness and or imbalance.         Yes ☐


	The patients’ main complaint(s)are: 
………………………………….……………………………………….……………………………………….

Please provide description of dizziness (e.g. lightheaded, vertigo, unsteady) ………………………………….……………………………………….……………………………………….

	Duration of symptoms:
☐Seconds/Minutes                  ☐ Hours                     ☐ Days                  ☐ Continuous

	Other symptoms associated with dizziness:
Hearing loss     ☐Yes	       ☐ No 
Tinnitus              ☐Yes	       ☐ No   
Details(unilateral/bilateral/constant/intermittent) …………………………………………………
Headache         ☐ Yes	      ☐ No
Ear fullness       ☐ Yes	      ☐ No
Photophobia/phonophobia	☐ Yes	       ☐ No
Other……………………………………………………………………

	Does your patient complain of dizziness provoked by laying down/ turning over in bed/ tipping head backwards/ bending forwards?   (BPPV)   		☐ Yes	       ☐ No

	Does your patient have any of the pre-existing medical conditions:
Migraine			☐Yes	       ☐ No 
Diabetes 			☐Yes	       ☐ No 
BP issues			☐Yes	       ☐ No 
Epilepsy			☐Yes	       ☐ No
Cervical pathology		☐Yes	       ☐ No
Anxiety				☐Yes	       ☐ No
Depression			☐Yes	       ☐ No
Autoimmune disorders	☐Yes	       ☐ No
Previous ear surgery		☐Yes	       ☐ No

Other:    ……………………………………………………………………

	Does your patient have a history of any Neurological issues?	   ☐Yes	       ☐ No
Give details: ………………………………………………………………


	Please list ALL current medication(s) or attach a medication summary:






