
 
 
         Affix Label Here 

Questionnaire – New Patients 
 

1) APPT. DATE:   2) DATE OF BIRTH:   

3) AGE:   

4) What is/are your occupation(s)?   

5) Are you a singer?   If yes, then answer questions 6-9, otherwise go directly to question 10. 

6) What is your voice type?   7) What is your level of training (years of lessons, etc.) and 
what are your aspirations as a singer?   
    

8) What is your style of singing?     Classical     Pop/rock     Musical    Theater     Other   

9) How many hours (on average) per day or week do you spend singing in rehearsal/practice   

 How many hours per day or week in performance?   

PLEASE SUMMARIZE YOUR VOICE PROBLEM IN SECTIONS 10, 11, AND 12 AS BRIEFLY AS 

POSSIBLE, INCLUDING THE SPECIFIC ITEMS NOTED: 

10) How long have you had the problem?   

11) What are the symptoms? (What does your voice sound like to you? What won't it do that it 
should, or what does it do that it shouldn't)   

   

   

   

Characteristics of voice problem (circle those that apply):          Worse in AM.          Worse in P.M. 

For Singers:          Loss of High Range or Low Range  Reduced Endurance       Onset Delays 

Day to Day Variability      Increase Effort to Sing      "Airy Voice" 

12) Has it ever happened before, and if so, when?   

   

13) Please circle the number on the scale below which corresponds to how talkative you believe you 
are (your personality: not what your job, etc. requires of you): 

 1  2  3  4  5  6  7 

 very Untalkative   Average    very Talkative 

14) Previous diagnoses and treatments:   

   

   

   

 (Flip Up and Over)



15) Have you ever been told by a physician that you have gastroesophageal reflux/hiatal hernia?  Y  N 
Indicate with X's how often you have had each of these: 
 Never Rarely Sometimes Often Very Often 
 

 Heartburn:        

 Sour/acid taste in your 

 Mouth when you awaken:         
 Burping:        

16) Do you have allergy problems?  Yes  No 

Indicate with X's how often you have had each of these: 

  Never Rarely Sometimes Often Very Often 

 

 Sneezing:        

  Itchy eyes:        

  Runny nose:        

17) Have you ever had allergy testing?  Yes  No  18) Have you ever had allergy shots? Yes No 

19) How often do you clear your throat?  Never Rarely Sometimes Often Very Often 

20) How many cups of caffeinated beverages (coffee, tea, cola) do you drink per day?   

21) How often do you eat chocolate?  Never Rarely Sometimes Often Very Often 

22) How many 8 oz glasses of water do you drink per day?   

23) Please answer the following below based on what your voice has been like over the past 2 weeks. 
There are no right or wrong answers.  Use the following scale for rating each statement: 
1 = None, not a problem; 2 = A small amount; 3 = A moderate (medium) amount; 4 = A lot; 5 = Problem is as “bad as it can be” 

Because of my voice,  How much of a problem is this?  

a. I have trouble speaking loudly or being heard in noisy situations.  1 2 3 4 5 

b. I run out of air and need to take frequent breaths when talking.  1 2 3 4 5 

c. I sometimes do not know what will come out when I begin speaking.  1 2 3 4 5 

d. I am sometimes anxious or frustrated (because of my voice).  1 2 3 4 5 

e. I sometimes get depressed (because of my voice).  1 2 3 4 5 

f.  I have trouble using the telephone (because of my voice).  1 2 3 4 5 

g. I have trouble doing my job or practicing my profession (because of my voice).  1 2 3 4 5 

h. I avoid going out socially (because of my voice).  1 2 3 4 5 

i.  I have to repeat myself to be understood.  1 2 3 4 5 

j.  I have become less outgoing (because of my voice.  1 2 3 4 5 

24) Any other comments?       

       

 Reviewed with patient on this date:   M.D. 
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