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Speech-Language-Hearing Center

Campus Box 1147

Edwardsville, IL  62026

618.650.5623

Fax: 618.650.3307
CLIENT INFORMATION FORM

Adult Voice

PERSONAL INFORMATION:

Patient Name:______________________________Age:_______Date of Birth:_____/_____/_____

Address:________________________________________________________________________

Phone:___________________________________Email:__________________________________

Marital Status:___Single  ___Married   ___Divorced   ___Separated   ___Widow/er

Relative/Significant Other Name:_________________________Phone:______________________

Are you Medicare eligible or do you receive Medicare benefits?___Yes   ___No

PROFESSIONAL INFORMATION:

Occupation:______________________________________________________________________

Do you use your voice as part of your professional         Do you use your voice as a performer?

duties?   ___No   ___Yes  If yes, how?________            ___No   ___Yes  If yes, how?___________

_______________________________________            ___________________________________

If you are a singer, please fill out the following section.  If you are not a singer, skip to the next section:

What is your voice type?___________________           What is your style?   ___Classical___Pop/Rock

What is your level of training(yrs. of lessons,                  ___Musical Theater   ___Church/Gospel

Etc.)?__________________________________            ___Other____________________________
What are your aspirations as a singer?                            How many hours each day/week do you spend in

_______________________________________           rehearsal?_______in performances?_______

VOICE PROBLEM(S)

Please summarize your voice problem as briefly as possible:

What are your voice complaints(what about it has change?  What won’t it do that it should or what does it do that it shouldn’t?)

How long have you had the problem?_______________Did it start ___gradually or ___suddenly?

Was anything else going on in your life at the time of onset?  (illness, yelling, stress, etc.)
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What makes it better?_______________________________________________________________

What makes it worse?_______________________________________________________________

Characteristics of your voice problem-check all that apply to you: ___voice is raspy___worse in the a.m.

___loss of low range___shortness of breath during speech___voice requires more effort___worse in p.m.

___decreased vocal endurance___shortness of breath during exercise___voice feels strained

___uncomfortable to use voice___pain in throat while using voice___cannot get loud___loss of high range

___stridor(noise breathing)

How talkative are you on a scale of 1 to 7?  Check your answer based on your personality, not what your job requires of you:

__1

__2

__3

__4

__5

__6

__7
     Quiet Listener








  Very talkative

Have you had a previous diagnosis and/or treatment?

ADDITIONAL INFORMATION:

Other symptoms-check all that apply:

___trouble swallowing___pain with swallowing___throat clearing___coughing/choking while eating

___coughing___heartburn___dry/scratchy throat___feeling something stuck in throat

Have you ever been told that you have acid reflux or a hiatal hernia?___yes___no

Do you take an antacid medication?___yes___no  If yes, drug & dose:________________________

Caffeine: how many cups of each do you have each day? Coffee___tea___soda___

Water:  how many cups of water do you have each day?___Do you feel this is enough?___yes___no

How often do you eat/drink tomato and citrus foods?___rarely___sometimes___frequently

SOCIAL HISTORY:

Do you smoke?___yes___no  If yes, packs per day?___Number of years?___

Would you like to quit?___yes___no     If no, did you smoke in the past?___yes___no  If yes, packs

per day?___Number of years?___

Do you drink alcohol?___yes___no  If yes, how many drinks do you have in an average week?_____

If no, did you drink in the past?___yes___no  If yes, when did you stop?_______________________

Do you take drugs?___yes___no   If yes, what and how often?_______________________________
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MEDICAL HISTORY:

Please check any that apply:           Currently                                    In the Past
	
	Yes
	   No
	Unknown
	  Yes
	    No
	   Unknown

	Gastrointestinal Reflux
	
	
	
	
	
	

	Cancer
	
	
	
	
	
	

	Asthma
	
	
	
	
	
	

	Swallowing Disorder
	
	
	
	
	
	

	Heart Condition
	
	
	
	
	
	

	BPD
	
	
	
	
	
	

	Other Pulmonary Disease
	
	
	
	
	
	

	Hearing Loss
	
	
	
	
	
	

	TMJ Problems
	
	
	
	
	
	

	Vision Problems
	
	
	
	
	
	

	Allergies
	
	
	
	
	
	

	Thyroid Problems
	
	
	
	
	
	

	Cleft Palate
	
	
	
	
	
	

	Nasal Obstruction
	
	
	
	
	
	

	Cold Sores/fever blisters
	
	
	
	
	
	

	Intubation
	
	
	
	
	
	

	Tracheostomy
	
	
	
	
	
	

	Lung/breathing problems
	
	
	
	
	
	

	Rheumatoid arthritis
	
	
	
	
	
	

	Neck pain/lumps
	
	
	
	
	
	

	Other(please specify):


	
	
	
	
	
	


Do you generally feel anxious or depressed?___no___yes  If yes, explain:

Have you ever been treated for anxiety or depression?___no___yes  If yes, explain:

Any other information that you feel is useful in relation to your voice:

SIUE SLHC
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