




ARIZONA	OTOLARYNGOLOGY	CONSULTANTS	
Dr	Manikandan	Sugumaran	

Patient	Health	History	Form	

Patient	Info:	

Patient	Name:________________________________________________________________________	Age:___________Date	of	Birth______________________	
Name	of	physician	requesting	this	consultation:_______________________________________________________________________________________	

Name	of	Primary	Care	Physician:________________________________________________________________________________________________________	

Have	you	or	a	family	member	been	seen	by	any	other	physician	in	this	practice:________If	yes,	by	whom?_______________________	

Patient	History:	

Description	of	problem:__________________________________________________________________________________________________________________	

How	long	have	you	had	this	problem?__________________________________________________________________________________________________	

	
1. Do	you	have	any	of	the	following	medical	conditions	or	symptoms?	Circle	yes	(Y)	or	no	(N)	

	
General	 	 	 Cardiovascular		 	 Genitourinary:	
Y/N	Weight	loss		 	 Y/N	Chest	pain	 	 	 Y/N	Kidney	or	Bladder	disease	
Y/N	Weight	gain		 	 Y/N	Heart	attack	 	 Y/N	Prostate	problems	
Y/N	Fatigue	 	 	 Y/N	High	blood	pressure		 Neurological:	
Y/N	Night	sweats	 	 Y/N	Irregular	heartbeat	 	 Y/N	Hand	tremor	
Eyes:	 	 	 	 Y/N	Heart	murmur	 	 Y/N	Seizures	
Y/N	Double	vision	 	 Respiratory:	 	 	 Y/N	Stroke	
Y/N	Vision	loss	 	 	 Y/N	Asthma	 	 	 Y/N	Parkinson’s	
Ears:	 	 	 	 Y/N	Blood	in	sputum	 	 Y/N	Alzheimer’s	
Y/N	Hearing	loss	 	 Y/N	TB	 	 	 	 Y/N	Headaches	
Y/N	Ringing	in	your	ears		 Y/N	Pneumonia	 	 	 Endocrine:	
Y/N	Ear	drainage	 	 Y/N	Sleep	apnea		 	 Y/N	Diabetes	
Nose:	 	 	 	 Y/N	Snoring	 	 	 Y/N	Thyroid	disease	
Y/N	Congestion	 	 	 Y/N	COPD/Emphysema	 	 Allergy/Rheumatology	
Y/N	Drainage	from	nose	 	 Y/N	Noisy	breathing	 	 Y/N	Sneezing,	itchy	eyes/nose	
Y/N	Sinus	infections		 	 Gastrointestinal:		 	 Y/N	Skin	rashes/eczema	
Y/N	Nose	bleeds		 	 Y/N	Barrets	esophagus	 	 Y/N	Autoimmune	(Sarcoid.	Wegener’s,	SLE	,	etc)	
Throat:		 	 	 Y/N	Heartburn	 	 	 Hematology:	 	
Y/N	Throat	infections	 	 Y/N	Ulcers	 	 	 Y/N	Blood	clots	
Y/N	Difficulty	swallowing	 Y/N	Hepatitis	 	 	 Y/N	Easy	bruising	or	bleeding	
Y/N	Cough	 	 	 Y/N	Jaundice	 	 	 Y/N	Psychiatric	Illness	
	
Cancer	(please	list	type,	date	of	diagnosis	and	treatments):___________________________________________________________	

	
2. Please	list	all	of	your	past	medical	problems:_____________________________________________________________________________________	

________________________________________________________________________________________________________________________________________	
3. Please	list	any	previous	surgeries	you	have	undergone:	(including	non	ENT	procedures)___________________________________	

________________________________________________________________________________________________________________________________________	
4. Please	list	any	family	history	of	any	medical	conditions:	________________________________________________________________________				

________________________________________________________________________________________________________________________________________	
5. Please	list	any	ENVIRONMENTAL	or	MEDICATION	allergies:___________________________________________________________________	

________________________________________________________________________________________________________________________________________	
6. Please	list	all	medication	you	are	taking,	including	over	the	counter	meds,	and	supplements	(Include	dosages):		

Medication	 Dosage	 Medication	 Dosage	 Medication	 Dosage	 Medication	 Dosage	
1.	 	 5.	 	 9.	 	 13.	 	
2.	 	 6.	 	 10.	 	 14.	 	
3.	 	 7.	 	 11.	 	 15.	 	

4.	 	 8.	 	 12.	 	 16.	 	

	



Social	History:	

7. Do	you	or	did	you	ever	smoke?_______.		If	yes,	how	much?___________________.	Have	you	quit?___________-	When?____________	

8. Do	you	drink	alcohol?________.	If	yes,	how	much?______________________________	

9. How	much	caffeine	do	you	drink?______________________________________________	 	 	 	

	
Surgical	Risk:	
1. Have	you	or	any	family	member	had	any	adverse	reaction	to	anesthesia?_____________	If	yes,	specify:	________________________	

__________________________________________________________________________________________________________________________________________	
2. Do	you	or	any	family	member	have	any	history	of	bleeding	problems?______________	If	yes	,	specify:	__________________________	
								__________________________________________________________________________________________________________________________________________	
	

Complete	the	following	sections	if	being	seen	for	a	voice/laryngeal	problem	
Vocal	History:	
1.	In	what	capacity	do	you	use	your	voice?	Check	all	that	apply	

O 	Singer	 O 	Announcer	 O 	Sales	 O 	Clergy	 	 	
O 	Actor	 O 	Teacher	 O 	Politician	 O 	Parenting	 	 	
O 	Radio	 O 	Physician	 O 	Social	 O 	Lawyer	
O 	Telephone	 O 	Other	(Please	Specify)	 	

	
2.	Have	you	had	any	of	the	following	symptoms?	Answer	yes	(Y)	or	no	(N):	
	 Y/N	Hoarseness		 	 Y/N	Sensation	of	acid	reflux	in	throat	 Y/N	Throat	clearing	
	 Y/N	Frequent	sore	throat	 Y/N	Vocal	Fatigue	 	 	 Y/N	Pain	while	speaking	 	
	 Y/N	Choking	sensation	 	 Y/N	Voice	worse	in	morning	 	 OTHER:__________________________	
	
3.	Singers	only:	
	 Have	you	had	any	loss	of	range?	_____________	If	yes,	Specify:__________________________________________________________	
	 Do	you	require	prolonged	warm-up?_______________	
	

	
VOICE	HANDICAP	INDEX	(VHI-10)	

	
Instructions:	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	
	
	

F	1.	My	voice	makes	it	difficult	for	people	to	hear	me.			 	 	 	 0		 1		 2		 3		 4	

P	2.	I	run	out	of	air	when	I	talk.		 	 	 	 	 	 	 0		 1		 2		 3		 4	

F	3.	People	have	difficulty	understanding	me	in	a	noisy	room.		 	 	 0		 1		 2		 3		 4	

P	4.		The	sound	of	my	voice	varies	throughout	the	day.		 	 	 	 0		 1		 2		 3		 4	

F	5.	My	family	has	difficulty	hearing	me	when	I	call	them	throughout	the	house.		 0		 1		 2		 3		 4	

F	6.	I	use	the	phone	less	often	than	I	would	like	to.			 	 	 	 0		 1		 2		 3		 4	

E	7.	I’m	tense	when	talking	to	others	because	of	my	voice.		 	 	 	 0		 1		 2		 3		 4	

F	8.		I	tend	to	avoid	groups	of	people	because	of	my	voice.	 	 	 	 0		 1		 2		 3		 4	

E	9.	People	seem	irritated	with	my	voice.		 	 	 	 	 	 0		 1		 2		 3		 4	

P	10.	People	ask,	“What’s	wrong	with	your	voice?”			 	 	 	 0		 1		 2		 3		 4	
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