VOICE HISTORY FORM FOR PARENT
Student’s name: ___________________ Date of Birth: ________________ Age: ________________

Person completing this form and relationship: _____________________________________

Describe how your child’s voice sounds? ___________________________________

When did you first notice it? __________________________________________________________

Did it begin suddenly or gradually? ____________________________________________________

Do you know why it is present?__________If so, explain:___________________________________
________________________________________________________________________________

Is the problem more noticeable in the:  _________morning _______ afternoon ______ evening 
Has your child been seen by an, Ear, Nose, and Throat physician (ENT)? Yes/No  Date Seen:_____
Name of ENT physician: __________________________________________________________

Results/diagnosis: ________________________________________________________________

How would you describe his/her voice? (Check items that apply)

Too high_____   Too low _____   Too loud ______   Too soft _______        Harsh ______ 
Hoarse ______   Nasal_____ (e.g., always sounds like he/she has a cold)   Breathy_____

Does he/she complain of throat pain at any of these times? _______________________________

Other__________________________________________________________________

Has he/she ever received any prior speech, voice or hearing evaluations? Yes/No
Has he/she ever received any prior speech therapy? Yes/No   If yes, where, when, and why ________________________________________________________________________________

Have you tried to do anything to help correct his/her voice problem? __________________
Explain: __________________________________________________________________

HEALTH HISTORY

Is there a history of:

Allergies ______     Sinus Infection ______   Asthma ______               Broken Nose ______ 

Bronchitis _____     Chronic Colds ______    Mouth-Breathing ______ Pneumonia ______
Chronic Laryngitis ______ Ear Infection ______ 

Does he/she snore or have sleeping difficulties? ________ If so, please describe: _______________
List any additional sources of information which may be helpful to us in assisting with your child’s problem: _______________________________________________________________________

______________________________________________________________________________

______________________________________________________________________________

______________________________________________________________________________

______________________________________________________________________________

______________________________________________________________________________
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