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Therapy & Ba

Patient Name: Date:

Dizziness/Unsteadiness Symptoms Scale
Instructions: Please rate your symptoms at its worst, at its best and today.

No Moderate Worst
Dizziness Dizziness Dizziness
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Symptoms at its worst

No Moderate Worst
Dizziness Dizziness Dizziness
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Symptoms today

No Moderate Worst
Dizziness Dizziness Dizziness
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Symptoms at its best






