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 B  ALANCE  -M  EDICAL  H  ISTORY  Q  UESTIONNAIRE 

 Name: ________________________________  Date of Birth: ___________   Date: ___________ 

 HISTORY OF PRESENT CONDITION 

 1.  Primary concern/reason for referral: ____________________________________________________________________________ 
 2.  Symptoms: Check yes  (Y)  or no (  N) 

 Symptom  Y  N  Symptom  Y  N 
 Spinning sensation  Hearing loss 
 Lightheadedness  Ringing in ears 
 Sense of floating, rocking, tilting  Pain/pressure in ears 
 Dizziness when standing up quickly  Severe or recurrent headaches 
 Difficulty walking  Neck pain 
 Unsteadiness  Weakness/clumsiness in arms/legs 
 Numbness/tingling in feet  Fatigue 
 Nausea and/or vomiting  Brain fog 
 Visual disturbances (double, blurry)  Confusion/memory loss 

 3.  When did your problem start? (date): __________________________________________________________________________ 

 4.  Was it associated with a specific event (e.g. head injury, car accident, fall)?  ☐ Yes   ☐ No 
 If yes, please explain: __________________________________________________________________________________________ 

 5.  Since onset, has your problem:   ☐ worsened   ☐ improved   ☐ stayed the same 

 6.  Which of the following are you having difficulty with? (Check all that apply) 

 √  Activity/Situation  √  Activity/Situation 
 Negotiating curbs and stairs  Getting in/out of a car 
 Walking over uneven surfaces  Getting up/down from a chair 
 Walking in dimly lit environments  Walking without veering 
 Walking and turning head  Bending over/squatting 
 Walking in narrow or crowded places  Closing eyes in the shower or when washing face 
 Walking without tripping/dragging feet  Turning or changing directions quickly 
 Walking and multitasking (e.g, carrying 
 something in hand or having a conversation) 

 Other (describe): 

 Getting dressed/undressed 

 7.  Fall History: 
 Have you ever fallen?  ☐ Yes   ☐ No 
 How many falls have you had in the past year? ________________ 
 When was your most recent fall? Date: ________________ 

 8. Do you use any assistive device? Check all that apply: ☐ walker  ☐ cane  ☐ wheelchair  ☐ scooter  ☐ none 
 Which environment do you use the assistive device? ☐ home  ☐ community/long distances  ☐ traveling 

 9. What activities are you not able to do because of your imbalance (e.g., hobbies, household chores?) 
 _________________________________________________________________________________________________________ 



 P  AST  M  EDICAL  H  ISTORY 

 Check yes  (Y)  or no (  N)  : 
 Diagnosis  Y  N  Diagnosis  Y  N 

 Cancer: (type:_________________)  Seizures 
 Depression  Osteoporosis or Osteopenia 
 Anxiety  Arthritis 
 Stroke or TIA  Diabetes (Type 1 or Type 2)      Insulin dependent?  ☐ Yes   ☐ No 
 Migraines (including ocular migraines)  Vision problems (macular degeneration, cataracts, glaucoma) 
 Concussion  Atrial fibrillation 
 Multiple Sclerosis  Pacemaker/defibrillator 
 Parkinson’s Disease  Blood pressure problems (Circle: High or Low or Fluctuating) 
 Neuropathy  Difficulty breathing/shortness of breath 
 Whiplash or neck injury  Viral Infection (e.g, COVID-19) 
 Back pain  Other (please specify): 
 High Cholesterol 

 S  URGICAL  H  ISTORY  (T  YPE  /D  ATE  ) 

 ____________________________________________________________________________________________________________ 
 ____________________________________________________________________________________________________________ 

 M  EDICATION 

 Please list any prescription medications you take: (if you have a list, please attach copy) 
 ____________________________________________________________________________________________________________ 

 R  ELEVANT  D  IAGNOSTIC  T  ESTING  AND  T  REATMENT 

 Have you seen other healthcare providers for your current condition?  ☐ Yes  ☐ No 
 If yes, who?  ☐ Primary care doctor   ☐ ENT   ☐  Neurologist  ☐ Cardiologist   ☐ Emergency room   Other  : _____________________ 

 Have you had any of the following done for your current condition? 
 √  Test/Therapy  Date  Results (if you have results, please attach copy) 

 ENG/VNG 

 CT scan or MRI 

 Hearing Test 

 Rehabilitation (PT or OT)  Did it help?  ☐ Yes  ☐ No 

 S  OCIAL  H  ISTORY  AND  H  ABITS 

 1.  Occu  pation: (if applicable) _________________  ☐  full-time  ☐  part-time  ☐  unemployed  ☐  disabled  ☐  retired 

 2.  Living situation: ☐ live alone   ☐ live with family   ☐ live with caregiver   ☐  live in assisted living 

 3.  Do you have steps or stairs in your home? ☐ Yes  ☐ No  If yes, how many  ?  _________ 

 4.  Do you smoke? ☐ Yes  ☐ No   If yes, how much per day: _________ 

 5.  Do you drink caffeinated beverages? ☐ Yes  ☐ No      If yes, how much (e.g, cups/ounces): ____________ 

 6.  Do you drink alcoholic beverages? ☐ Yes  ☐ No    If yes, how much (e.g, cups/ounces):_____How often (e.g, daily, per week): ____ 

 7.  Current activity level:  ☐ inactive ☐ light ☐ moderate  ☐ vigorous  List activities/hobbies: _____________________________ 

 8.  Prior activity level:  ☐ inactive ☐ light ☐ moderate  ☐ vigorous  List activities/hobbies: _____________________________ 

 9.  Are you currently receiving or seeking disability for your condition?  ☐ Yes  ☐ No 

 10.  What are your goals for physical therapy?  ______________________________________________________________________ 



Patient Name: ____________________________________________ Date: _______________________ 

The Activities-specific Balance Confidence (ABC) Scale* 

Instructions to Participants:  For each of the following activities, please indicate your level of confidence 
in doing the activity without losing your balance or becoming unsteady from choosing one of the 
percentage points on the scale from 0% to 100% If you do not currently do the activity in question, try 
and imagine how confident you would be if you had to do the activity.  If you normally use a walking aid 
to do the activity or hold onto someone, rate your confidence as if you were using these supports.   

0% 10 20 30 40 50 60 70 80 90 100% 
           No Confidence        Completely Confident 
 

How confident are you that you will not lose your balance or become unsteady when you… 

1. …walk around the house? _____% 
2. …walk up or down stairs? _____% 
3. …bend over and pick up a slipper from the front of a closet floor? _____% 
4. …reach for a small can off a shelf at eye level? _____% 
5. …stand on your tip toes and reach for something above your head? _____% 
6. …stand on a chair and reach for something? _____% 
7. …sweep the floor? _____% 
8. …walk outside the house to a car parked in the driveway? _____% 
9. …get into or out of a car? _____% 
10. …walk across a parking lot to the mall? _____% 
11. …walk up or down a ramp? _____% 
12. …walk in a crowded mall where people rapidly walk past you? _____% 
13. …are bumped into by people as you walk through the mall? _____% 
14. …step onto or off of an escalator while you are holding onto a railing? _____% 
15. …step onto or off an escalator while holding onto parcels such that you cannot hold onto the 

railing? _____% 
16. …walk outside on icy sidewalks? _____% 

*Powell LE & Myers AM.  The Activities-specific Balance Confidence (ABC) Scale.  Journal of Gerontology 
Med Sci 1995; 50(1):M28-34. 

Total ABC Score: __________ 

 
Scoring: _____________ / 16 =   
  Total ABC Score 
 
 
 
 
 
 
Patient Signature: ___________________________________________  Date: _____________________ 
 
Therapist Signature: __________________________________________ Date: _____________________ 

__________% of self confidence 

MEDICARE PATIENTS ONLY 
100% - _____% Function = _____% Impairment 
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