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ADULT VOICE INTAKE FORM

Name: _______________________________________________ Date of Birth: ________________________________

Address:_______________________________________________________________________________________________

_________________________________________________________________________________________________________

Phone: ____________________________________________

Name and address of professional who referred you to this clinic:________________________

________________________________________________________________________________________________________

Would you like GSST to share the results of the evaluation with your primary care

provider/referring physician: YES NO

Occupation: ____________________________________________________________________________________

Primary Voice Complaint/Concern: ________________________________________________________________

http://www.gardenstatespeech.com


How long has this voice concern lasted? _________________________________________________________

Vocal Hygiene

Caffeine Intake (glasses/cups per day of coffee, tea, soda, etc.): ______________________________

Water Intake (8 oz. Glasses per day): ______________________________

Alcohol Intake (drinks per week): ______________________________

Smoking History (packs per day, year quit): ______________________________

Allergies: ______________________________

Hours per day spent speaking: ______________________________

Work environment (noise level, exposure to irritants):

_________________________________________________________________________________________________________

Vocal Use

Do you clear your throat frequently? Yes No Sometimes

Do you cough frequently? Yes No Sometimes

Do you talk excessively? Yes No Sometimes

Do you sing a lot during the day? Yes No Sometimes

Do you regularly use your voice loudly? Yes No Sometimes

Do you use an unusually high or low pitch? Yes No Sometimes

Do you find it an effort to talk? Yes No Sometimes

Do you feel discomfort when you use your voice? Yes No Sometimes

Does your voice become weaker when you talk? Yes No Sometimes



Are you ever short of breath? Yes No Sometimes

Do you have difficulty with your hearing? Yes No Sometimes

Medical History

Please list any medical diagnoses.

Medical Diagnosis: _______________________________________________________________

When made: _____________________________

By Whom: _____________________________

Medical Diagnosis: _______________________________________________________________

When made: _____________________________

By Whom: _____________________________

Please add a separate sheet for more diagnoses.

Please list any previous and current voice or respiratory problems and/or diagnoses.

Voice/Respiratory Diagnosis: _________________________________________________________

When made: _________________ By Whom: ___________________________________

Voice/Respiratory Diagnosis: _________________________________________________________

When made: _________________ By Whom: ___________________________________

Please add a separate sheet for more diagnoses.

Have you ever been assessed by an Ear, Nose and Throat specialist (also called an
Otolaryngologist)?

No ____ Yes ____



If Yes, when: _______________

Name of specialist: __________________________________________________

Reason for consultation:

_________________________________________________________________________________________________________

_________________________________________________________________________________________________________

Please check the types of medications that you take regularly

____ Antihistamines (Dimetapp, Chlor-Trimeton, Benedryl, Alavert, Claritin, Zyrtec, etc)

____ Analgesics (aspirin, ibuprofen, Advil, Motrin, prescription pain relievers, etc)

____ Antihypertensives for high blood pressure

____ Corticosteroids (cortisone, hydrocortisone, prednisone)

____ Gastroenterologic for reflux, heartburn, ulcers, etc (Zantac, Prilosec, Nexium, etc)

____ Psychoactive (depression, anxiety, mood stabilizers, sedatives

____ Vitamins and supplements

____ Others (please list) _________________________________________________

Do you suffer from reflux (e.g., take antacids, taste stomach acid in mouth, sit up in
the middle of night, belch frequently)?

No ____ Yes ____

If yes, are you currently taking any medication to treat reflux? No ____ Yes ____

If yes, what is the name of the medication? __________________________________

Was your reflux diagnosed by a medical professional? No ____ Yes ____

Was your reflux self-diagnosed? No ____ Yes ____



Describe your type of daily voice use. Please check all that apply.

____ 1:1 speaking ____ singing ____acting ____ teaching / presenting

____ group discussion ____ shouting ____ screaming ____ other ____________

Other comments ____________________________________________________
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Financial Agreement 

______ I hereby give Garden State Speech Therapy, LLC authorization to file claims for services rendered on my behalf.  Any 
claims that are not paid or authorized by the insurance carrier will be my responsibility. 

______ I authorize the release of any medical or other information necessary to process all claims. 

______ I understand that if payment is not issued by the insurance company within 45 days of the initial filing, I am 
responsible for following up with my insurance carrier and may be responsible for any payments not paid by my 
insurance carrier to Garden State Speech Therapy, LLC. 

_______    Invoices are due within 15 days of receipt.  A 20% late fee will be added to all late bills.   

______ If patient responsibility payment is not received within 30 days, therapy services might be put on hold. All balances 
more than 30 days old will be charged to the credit card on file. 

______ I understand that if patient responsibility payment is not made within 60 days, my/my child’s appointment time will 
be forfeited until the balance due is paid in full and therapy services might be terminated. I understand that 
delinquent accounts may be referred to collections, incur interest collection and attorney’s fees for which I will be 
responsible. Garden State Speech Therapy, LLC does not guarantee the same time slot once the payment has been 
made. 

______      I understand that a valid credit card on file is required for all scheduled appointments.  

______      GSST will re-submit denied insurance claims twice (2 times). All denied claims thereafter will be billed to the client at 
billed rate. GSST will make every effort to assist with insurance appeals upon request.  

______ All returned checks will incur a $30 service fee. 

______ I understand that it is my responsibility to inform the office of any insurance changes. Any charges incurred after the 
termination date of insurance policy are my responsibility 

______ All patient responsibility payments are due at the time of service 

 

Date: ____________________   X__________________________________________________________ 

 

Print Name:  ________________________________________________ 

 

Parent/Guardian for: _______________________________________________ 
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Attendance and Cancelation Policy 

Consistent attendance of therapy sessions is paramount for progress. We offer consistent scheduling to all clients, with time 
slots reserved for each client. Our therapists make a commitment to their clients’ progress, we ask that our clients make the 
same commitment by maintaining their attendance. We will make every effort to schedule make ups for all missed 
sessions. Make up sessions are offered based upon availability of therapists. 
 

 
______ We require 24 hour notice for cancellations.  All cancelations of office visits less than 24 hours in advance and no-

shows will incur a $50 charge.  For traveling appointments, the full rate will be charged. The $50 cancelation fee 
will be waived if the appointment is rescheduled and attended within 2 weeks. The $50 no-show fee will not 
be waived and no-show appointments will not be rescheduled 

______    Two (2) canceled and not rescheduled sessions in any 10-week period will result in appointment time loss at 
the discretion of GSST management. Attendance rate of 80% is expected  

_______   2 consecutive no-shows will result in appointment time loss 

_______    I understand that cancelation and no-show fees cannot be billed to my insurance and are my responsibility. 

_______    Sick children will be sent home.  We will do our best to reschedule the appointment. 

 

I have read and understood the attendance and cancelation policy. I hereby accept the attendance and cancelation policy in 
full.  

 

Date: ____________________   X__________________________________________________________ 

 

Print Name:  ________________________________________________ 

 

Parent/Guardian for: _______________________________________________ 
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Consent and Acknowledgement 

 

Name of client:_______________________________________________________________________________ 

Consent for care and treatment: As (self/parent/legal guardian), I hereby consent to 
necessary evaluation, procedures, and/or treatments prescribed by the speech therapist as 
is necessary in their judgment.  I understand that I/my child is under the care of a speech 
language pathologist.  I authorize the release of medical information to Garden State 
Speech Therapy, LLC for continuity of care. 

 

HIPAA Notice of Privacy Practices: Garden State Speech Therapy, LLC will use and disclose 
personal health information for treatment, payment, and other healthcare operations and 
as otherwise permitted by law. 

 

______________________________________                                ______________________________ 

Signature      Date 

 

______________________________________ 

Print Name 

 

______________________________________ 

Relationship to client 
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Voice Handicap Index-10 (VHI-10)1 
	
Name: _______________________________________________ Date: ________________________ 
 

These are statements that many people have used to describe their voices and the effects of their voices on 
their lives. Circle the response that indicates how frequently you have the same experience. 
 
0 – never      1 – almost never      2 – sometimes      3 – almost always      4 – always  

 
          0   1   2   3   4 
 

1. My voice makes it difficult for people to hear me    ____ ____ ____ ____ ____  
 
2. People have difficulty understanding me in a noisy room    ____ ____ ____ ____ ____ 
 
3. My voice difficulties restrict personal and social life    ____ ____ ____ ____ ____ 
 
4. I feel left out of conversations because of my voice    ____ ____ ____ ____ ____ 
 
5. My voice problem causes me to lose income     ____ ____ ____ ____ ____ 
 
6. I feel as though I have to strain to produce voice     ____ ____ ____ ____ ____ 
 
7. The clarity of my voice is unpredictable      ____ ____ ____ ____ ____ 
 
8. My voice problem upsets me       ____ ____ ____ ____ ____ 
 
9. My voice makes me feel handicapped      ____ ____ ____ ____ ____ 
 
10. People ask, “What’s wrong with your voice?”     ____ ____ ____ ____ ____ 
 

 
Total Score: _______ 

																																																								
1 Rosen, C., et al. Development and validation of the Voice Handicap Index-10. Laryngoscope 114, 2004. 
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Singing Voice Handicap Index-10 (SVHI-10)2 
  
Name: _________________________________________ Date: ________________________ 
 

These are statements that many people have used to describe their singing and the effects of their singing on 
their lives. Circle the response that indicates how frequently you have the same experience in the last 4 
weeks. 
 
0 – never      1 – almost never      2 – sometimes      3 – almost always      4 – always  

 
          0   1   2   3   4 
 

1. It takes a lot of effort to sing        ____ ____ ____ ____ ____  
 

2. I am unsure of what will come out when I sing    ____ ____ ____ ____ ____ 
 

3. My voice “gives out” on me while I am singing    ____ ____ ____ ____ ____ 
 

4. My singing voice upsets me      ____ ____ ____ ____ ____ 
 

5. I have no confidence in my singing voice    ____ ____ ____ ____ ____ 
 

6. I have trouble making my voice do what I want it to    ____ ____ ____ ____ ____ 
 

7. I have to “push it” to produce my voice when singing    ____ ____ ____ ____ ____ 
 

8. My singing voice tires easily       ____ ____ ____ ____ ____ 
 

9. I feel something is missing in my life because of my inability to sing ____ ____ ____ ____ ____ 
 

10. I am unable to use my “high voice”      ____ ____ ____ ____ ____ 
 
 

Total Score: _______ 
  

																																																								
2 Cohen, S., et al. Development and Validation of the Singing Voice Handicap Index-10. Laryngoscope 119, 2009. 
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Name: _________________________________________ Date: ________________________ 
	
 
Reflux Symptom Index (RSI)3 
 
Within the last month, how did the following problems affect you? Mark the appropriate response. 
           

0 = No Problem     5 = Severe Problem 0 1 2 3 4 5 

1. Hoarseness or a problem with your voice       

2. Clearing your throat       

3. Excess throat mucus or postnasal drip       

4. Difficulty swallowing food, liquids, or pills       

5. Coughing after you ate or after lying down       

6. Breathing difficulties or episodes       

7. Troublesome or annoying cough       

8. Sensations of something sticking in your throat or a lump in your throat       

9. Heartburn, chest pain, indigestion, or stomach acid coming up       

Total Score  

 
 
Glottal Function Index (GFI)4 
 
Within the last month, how did the following problems affect you? Mark the appropriate response. 
           

0 = No Problem     5 = Severe Problem 0 1 2 3 4 5 

1. Speaking took extra effort       

2. Throat discomfort or pain after using your voice       

3. Vocal fatigue (voice weakened as you talked)       

4. Voice cracks or sounds different       

Total Score  

	
 

																																																								
3 Belafsky, P., Postma, G., and Koufman, J. Validity and reliability of the reflux symptom index. Journal of Voice. 
2002;16:274-278. 
4 Bach, K., Belafsky, P, Wasylik, K, Postma, G., & Koufman, J. Validity and Reliability of the Glottal Function Index. 
Archives of Otolaryngology Head & Neck Surgery. 2005;13:961-964. 
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Vocal Fatigue Index5 
	

Name: _________________________________________ Date: ________________________ 
 

These are some symptoms usually associated with voice problems. Circle the response that indicates how 
frequently you experience the same symptoms. 
0 – never      1 – almost never      2 – sometimes      3 – almost always      4 – always  

 

            0     1     2     3     4 
Part 1          
1. I don’t feel like talking after a period of voice use    _____ _____ _____ _____ _____ 
 
2. My voice feels tired when I talk more      _____ _____ _____ _____ _____ 
 
3. I experience increased sense of effort with talking    _____ _____ _____ _____ _____ 
 
4. My voice gets hoarse with voice use      _____ _____ _____ _____ _____ 
 
5. It feels like work to use my voice      _____ _____ _____ _____ _____ 
 
6. I tend to generally limit my talking after a period of voice use  _____ _____ _____ _____ _____ 
 
7. I avoid social situations when I know I have to talk more    _____ _____ _____ _____ _____ 
 
8. I feel I cannot talk to my family after a work day     _____ _____ _____ _____ _____ 
 
9. It is effortful to produce my voice after a period of voice use   _____ _____ _____ _____ _____ 
 
10. I find it difficult to project my voice with voice use    _____ _____ _____ _____ _____ 
 
11. My Voice feels weak after a period of voice use    _____ _____ _____ _____ _____ 

 
Total Score: _______ 

Part 2 
12. I experience pain in the neck at the end of the day with voice use  _____ _____ _____ _____ _____ 
 
13. I experience throat pain at the end of the day with voice use  _____ _____ _____ _____ _____ 
 
14. My voice feels sore when I talk more     _____ _____ _____ _____ _____ 
 
15. My throat aches with voice use     _____ _____ _____ _____ _____ 
 
16. I experience discomfort in my neck with voice use   _____ _____ _____ _____ _____ 

 
Total Score: _______ 

Part 3 
17. My voice feels better after I have rested    _____ _____ _____ _____ _____ 

 
18. The effort to produce my voice decreases with rest   _____ _____ _____ _____ _____ 

 
19. The hoarseness of my voice gets better with rest    _____ _____ _____ _____ _____ 

 
Total Score: _______ 

																																																								
5 Nanjundeswaran, C., et al. Vocal Fatigue Index (VFI): Development and Validation. Journal of Voice 29:4, 2015. 
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*All Information Will Remain Confidential* 
 

 

 

Patient’s name________________________________________________________ 

 

Name on card: _______________________________________________________ 

 

Billing Address: ________________________________________________________ 

 

Credit Card Type: _____Visa ______Mastercard ______Discover 

 

Credit Card Number: __________________________________________________ 

 

Exp. Date:______________  CVV/Security Code:______________ 

 

 

____ I choose to pay my outstanding balance with a credit card. A valid credit card is 

required to be on file for this option. Please provide the following information.  

 

____ I understand that all balances more than 30 days overdue will be charged to my 

credit card on file 

 

I hereby authorize Garden State Speech Therapy, LLC to charge the credit card listed 

above for services rendered. I agree that all sessions booked will be charged at the 

corresponding rate as stated in the Service Agreement. I agree to keep valid credit 

card information on file with Garden State Speech Therapy, LLC and to immediately 

notify Garden State Speech Therapy, LLC if there are any changes to my credit card 

information. I agree to pay these charges according to my credit card agreement and 

not to cancel any valid charges, according to this agreement. 

 

 

____________________________________________   _______________________ 

Signature        Date 

 
 

 


