VESTIBULAR EVALUATION



Patient_______________________________ Date: ____________    Physician: ____________________

Diagnosis: _________________________      M.R. #:  _________________  Date of Onset ___________
History: ______________________________________________________________________________

____________________________________________________________________________________________________________________________________________________________________________
Medical Tests: _________________________________________________________________________

______________________________________________________________________________________

​​​​​​​​​​​​​​​​​​​​​​​​​​​​​​​​​​​​​​​​​​​​​​​​​​​Current Symptoms (including fall history): _______________________________________________ 

________________________________________________________________________________________________________________________________________________
Psychosocial/Functional Deficits: _________________________________________________________ 
____________________________________________________________________________________________________________________________________________________________________________

Past Medical History: ___________________________________________________________________  ______________________________________________________________________________________
Medications: __________________________________________________________________________ ______________________________________________________________________________________

Observation/Posture: ___________________________________________________________________

______________________________________________________________________________________

Pain  FORMCHECKBOX 
 YES       FORMCHECKBOX 
 NO                  Hearing   FORMCHECKBOX 
 WNL       FORMCHECKBOX 
 DEV                Vision   FORMCHECKBOX 
 WNL       FORMCHECKBOX 
 DEV

______________________________________________________________________________________

Systems Review

    Musculoskeletal: ROM  

                         WFL    DEV                  WFL     DEV                     WNL    DEV           WNL    DEV

        Cervical      FORMCHECKBOX 
         FORMCHECKBOX 
         U/E’s     FORMCHECKBOX 
         FORMCHECKBOX 
         L/E’s        FORMCHECKBOX 
         FORMCHECKBOX 
     Trunk     FORMCHECKBOX 
         FORMCHECKBOX 
                                                                                     

     Strength            
         Cervical     FORMCHECKBOX 
         FORMCHECKBOX 
          U/E’s     FORMCHECKBOX 
        FORMCHECKBOX 
         L/E’s        FORMCHECKBOX 
         FORMCHECKBOX 
     Trunk     FORMCHECKBOX 
         FORMCHECKBOX 
     ______________________________________________________________________________________      ______________________________________________________________________________________

      Neurological:  

              Coordination:                  WNL        DEV                     Cardiovascular                 YES        NO

               Finger to Nose Test            FORMCHECKBOX 
             FORMCHECKBOX 
                                SOB                              FORMCHECKBOX 
           FORMCHECKBOX 

               Heel/Shin  Test                   FORMCHECKBOX 
             FORMCHECKBOX 
                               Chest Pain                     FORMCHECKBOX 
           FORMCHECKBOX 

               Paresthesia                        YES         NO  
____________________________________________________________________________________________________________________________________________________________________________

Balance Screening/Postural Control       

    Berg Balance Test Score  ________          Risk for Falling   _______

                        Modified Sensory Organization Test                                        WNL        DEV

                        30 Second Level Surface- Eyes Opened                                         FORMCHECKBOX 
             FORMCHECKBOX 

                        30 Second Level Surface- Eyes Closed                                          FORMCHECKBOX 
             FORMCHECKBOX 

                        30 Second Compliant (Cushion) Surface- Eyes Opened                FORMCHECKBOX 
             FORMCHECKBOX 

                        30 Second Compliant (Cushion) Surface- Eyes Closed                 FORMCHECKBOX 
             FORMCHECKBOX 

____________________________________________________________________________________________________________________________________________________________________________

Occulomotor Testing 

Smooth Pursuit  (Slow Tracking)    WNL  FORMCHECKBOX 
  DEV  FORMCHECKBOX 
          Peripheral Vision     WNL   FORMCHECKBOX 
  DEV   FORMCHECKBOX 
      

Saccades (Fast Eye Movements  from 1 object to another)      WNL  FORMCHECKBOX 
     DEV   FORMCHECKBOX 
 

Vestibular Occular Reflex Testing:    

                               Head/Eye Movements In Phase                 WNL   FORMCHECKBOX 
     DEV   FORMCHECKBOX 

                               Head/Eye Movement Out Of Phase           WNL   FORMCHECKBOX 
     DEV   FORMCHECKBOX 

____________________________________________________________________________________________________________________________________________________________________________

Position Testing                                         Vertigo                                                  Nystagmus  

 Hallpike-Dix                       YES   FORMCHECKBOX 
 L   FORMCHECKBOX 
 R     NO  FORMCHECKBOX 
 L   FORMCHECKBOX 
 R          YES   FORMCHECKBOX 
 L   FORMCHECKBOX 
 R     NO  FORMCHECKBOX 
 L   FORMCHECKBOX 
 R                            

 Sidelying Test                     YES   FORMCHECKBOX 
 L   FORMCHECKBOX 
 R     NO  FORMCHECKBOX 
 L   FORMCHECKBOX 
 R          YES   FORMCHECKBOX 
 L   FORMCHECKBOX 
 R     NO  FORMCHECKBOX 
 L   FORMCHECKBOX 
 R                            

Home Exercise Program/Patient Education: ________________________________________________ ____________________________________________________________________________

________________________________________________________________________________________________________________________________________________________________________________________________________________________

Assessment:  

Patient presents with vestibular deficits which have limited function.

Contributing factors include the following:

 FORMCHECKBOX 
 Gaze stabilization deficits. 

 FORMCHECKBOX 
 Balance deficits

 FORMCHECKBOX 
 Gait deficits

 FORMCHECKBOX 
  Flexibility deficits of the lumbopelvic region, hip and legs

 FORMCHECKBOX 
  Strength deficits of the trunk and LE’s

 FORMCHECKBOX 
  Need to improve dynamic posture/biomechanics in ADL

Treatment Plan:  
Patient will be seen for  sessions.

Rx will consist of Vestibular Exercise Program including head maneuvers ,head/eye and balance exercises ,gait training and instruction of pt. in Home Exercise program including postural instruction, as appropriate

Goals:  (To be met by discharge)

· Decrease vertigo and if possible eliminate it completely allowing pt to change positions, ambulate and achieve all ADL's without difficulty.

· Improve pts gaze stability such that pt could look to check traffic before crossing the street, ride in car and check street signs , read written information and transpose documentation into computer without increase symptoms of vertigo.

· Improve pts gaze stability such that pt could turn head/body to converse with others, achieve ADL's and bend over to pick up objects off floor without increased symptoms of vertigo.

· Improve balance such that pt could ambulate with less veering sensation and with head turns safely with decreased risk for falling allowing pt to achieve ADL's with less difficulty including walking in grocery store, across the street and to the bathroom. Improve balance such that pt could achieve body turns and bend over to retrieve objects without loss of balance or falling.

· Improve steadiness of gait allowing pt to ambulate safely on level/unlevel surfaces (with assistive device as needed) including stairs(with railing) without loss of balance or falling. Improve pts weight shifting/anticipatory postural adjustments adequate to tolerate stance and carry activity in order to achieve ADL activities  including walking to car, walking about the home and shopping without increased risk for falling.

· Increase postural/body mechanic awareness to achieve proper posture and use of good body mechanics.

· Patient independence in HEP.

The patient participated in establishing and can verbalize understanding of and agreement with the treatment plan and goals as stated above.

Thank you for this referral.









