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Patient Questionnaire 
 

This document is not intended to be used as a communication tool for an urgent condition 
requiring immediate attention. Contact your local physician in the case of an emergency. 

 
 

Please answer these questions to the best of your ability and send back to program 
coordinator as soon as possible. This information will be used to summarize the patient's 

condition for review at our team conference. 
 

Is the age of the person completing this form over the age of thirteen? 
�   Yes        �   No 
 

Name of patient  
Last__________________________________________________________ 
First  ______________________________________________      MI _____ 
Today's date ________________________________________ 
  

Gender:      �   Male         �   Female 
 

Age of patient ________________________________ 
 
Patient contact information - Phone number or e-mail address 
Please indicate area code (country code if outside the US) 
 
____________________________________________________________________ 
 
History and Presenting Symptoms 

What types of symptoms is the patient currently experiencing?   
 

� Hearing loss   
� Tinnitus   
� Vertigo   
� Headache  
� Balance problem 

� Facial weakness 

� Fullness 

Other ___________________________________________________________________________________ 

 
 



 
Onset of hearing loss 

� Sudden  
� Progressive 

Age of patient at which symptoms began ________________________ 
 

Side of lesion if known 
 

� Right 
� Left 
� Both 

 
Allergies ___________________________________________ 
 
Family history of Vestibular Schwannoma 

� Yes 
� No 

Other lesions noted in patient   ___________________________________________ 
 
Other medical disturbances _______________________________________________ 
 
Other Diagnosis 

� Neurofibromotosis 1 
� Neurofibromotosis 2 
� Fibrous Dysplasia 
� Other 

 
 Previous Diagnositics 
Date of Diagnosis _________________________ 
Hearing tests completed 

� Yes 
� No 

Date of test _______________________________ 
 
Name of Facility __________________________________ 
  
Imaging completed 

CT 
  Yes/No 
  Date ____________________ 

Facility _______________________________________ 
 MRI 
  Yes/No 
  Date __________________ 

Facility ________________________________________ 
 PET 
  Yes/No 
  Date _________________ 

Facility _______________________________________ 
 Angio 
  Yes/No 
  Date ________________ 

Facility _______________________________________ 
 Other 
  Type ___________________________________________ 
  Date __________________ 

Facility ___ 



Previous Treatment 
� Stereotactic Radiosurgery 

� CyberKnife 
� GammaKnife 

� Surgery 
� Retrosigmoid 
� Translabyrinthine 
� Middle Fossa 
� Shunt placement 
� ABI 
� Other 

Date of treatment _____________________________ 
Facility ____________________________________ 
Surgeon's (s) name (s)_________ ________________________________ 
Outcome  

� Improvement in symptoms 
� Change in size of lesion 
� No change 
� Other  

Complications  
� Hearing loss 
� Facial paralysis 
� Ataxia 
� CSF leak 
� Nerve problems 
� Headaches 
� Hydrocephalus 
� Meningitis 
� Wound infection 
� Other 
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