The Speech and Learning Center, L.L.P.
Adult Voice Therapy Case History

[bookmark: _GoBack]Name: ______________________________________	D.O.B. ___________	Age: ___________

Place of Employment: __________________________	Educational Level: __________________

Primary Language:  _______________________	Secondary Language(s):  ___________________

List current medications: _____________________________________________________________

List any current medical/health concerns: ________________________________________________

List past medical illnesses:  ___________________________________________________________

List past surgeries/hospitalizations:  ____________________________________________________


What brought you to seek services at The Speech and Learning Center?
____________________________________________________________________________________________________________________________________________________________________

Have you received speech/voice therapy is the past? If so, when and what was targeted in therapy? Did it work? ____________________________________________________________________________________________________________________________________________________________________

When did you begin noticing problems with your voice? ____________________________________________________________________________________________________________________________________________________________________

How did your voice problem begin?  Gradually/ Suddenly?  Did it follow an illness? Please explain. __________________________________________________________________________________
____________________________________________________________________________________________________________________________________________________________________

Has your voice improved or gotten worse? ________________________________________________



What concerns you about your voice? (circle all that apply)
hoarseness	cannot project		choking or tickling	breathiness	pain
fatigue		cannot control		voice loss		prolonged warm up time
other________________________________________________________________________

When are you most aware of your voice problem? (circle all that apply)
speaking	singing		professional speaking	other: _____________________________

When is your voice the worst? AM/ PM	Is it constant or does it come and go?
Describe any vocal fluctuations: ____________________________________________________________________________ ____________________________________________________________________________

Where do you use your voice?
noisy rooms	airplanes	teaching	preaching	cars	sports facilities
dusty places	singing		acting		aerobics	weight lifting	
other:_______________________________________________________________________

Do you do any of these? (circle all that apply)
coughing	throat clearing	loud singing	sound imitations	impersonations
loud talking	loud laughing	yelling		excessive talking
	
How many of the following beverages do you drink daily?
caffeinated ______	alcoholic ______	decaffeinated (includes water) ______

Do you smoke, work around smoke, or live with a smoker?  Yes/ No

Are you under any particular stress or therapy? ____________________________________________
__________________________________________________________________________________

Is there a family history of speech, voice, or hearing problems?  ____________________________________________________________________________________________________________________________________________________________________

Have you seen an ENT or other physician regarding your voice problem? If so, what were the results? __________________________________________________________________________________ __________________________________________________________________________________
Physician name: _________________________		Phone number: ______________________

Has your voice been injured? __________________________________________________________

Did you have surgery prior to your voice problem? _________________________________________

Do you have any muscle tension or pain in the neck/throat area? ______________________________

Do you have a history of gastro-esophageal reflux? _________________________________________

Do certain foods seem to affect your voice? _______________________________________________

Do you have morning hoarseness, bad breath, excessive phlegm, or heartburn? Yes/ No
If yes, please describe: __________________________________________________________

Are you having any difficulty swallowing? Yes/ No
If yes, please describe: __________________________________________________________
Do you have cold or allergy symptoms? __________________________________________________

Please provide any additional information that may be useful in evaluating your voice and planning a treatment program: ______________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________

Person completing form: ______________________________________________________________
Relationship to patient: _______________________________________________________________
Signed: ____________________________________________________	Date: _________________
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