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	Sinusitis/Rhinitis and Other Conditions of the Nose, Throat, Larynx, and Pharynx

Disability Benefits Questionnaire


	NAME OF PATIENT/VETERAN:
	PATIENT/VETERAN’S

SOCIAL SECURITY NUMBER/FILE NUMBER:
	DATE OF EXAMINATION:

	
	
	

	HOME ADDRESS:
	EXAMINING LOCATION AND ADDRESS:

	
	

	HOME TELEPHONE:
	

	
	


	CONTRACTOR:
	VES NUMBER:
	VA CLAIM NUMBER:

	VES
	
	


IMPORTANT - THE DEPARTMENT OF VETERANS AFFAIRS (VA) WILL NOT PAY OR REIMBURSE ANY EXPENSES OR COST INCURRED IN THE PROCESS OF COMPLETING AND/OR SUBMITTING THIS FORM. PLEASE READ THE PRIVACY ACT AND RESPONDENT BURDEN INFORMATION BEFORE COMPLETING FORM.

NOTE TO PHYSICIAN - Your patient is applying to the U.S. Department of Veterans Affairs (VA) for disability benefits. VA will consider the information you provide on this questionnaire as part of their evaluation in processing the Veteran’s claim.

Is this questionnaire being completed in conjunction with a VA 21-2507, C&P examination request?

X Yes   ( No

How was the examination completed? Check all that apply:
( In-person examination

( Records reviewed

If a record review was completed in conjunction with the exam, please select this option in addition to the correct exam type.
( Examination via approved Tele C&P

All Tele-C&P exams must be pre-approved with VES and must be completed via HIPAA-compliant video platform.
( Other, please specify in comments box:

Comments:

	

	


ACCEPTABLE CLINICAL EVIDENCE (ACE)
INDICATE METHOD USED TO OBTAIN MEDICAL INFORMATION TO COMPLETE THIS DOCUMENT:
NOTE: All exams are expected to be completed via an in-person examination unless use of the ACE process or Tele-C&P has been pre-approved with VES.
( Review of available records (without in-person or video Tele-C&P examination) using the Acceptable Clinical Evidence (ACE) process because the existing medical evidence provided sufficient information on which to prepare the questionnaire and such an examination will likely provide no additional relevant evidence.

PLEASE NOTE: You may only complete the exam using this method if the ACE process was pre-approved with VES, the records sufficiently reflect the current condition, and a telephone interview or in-person exam would likely provide no additional relevant evidence.
If it was determined a telephone interview was not necessary to complete the exam via the ACE process, please provide the reason:

	

	


If a phone interview was attempted but could not be completed, please specify the number of attempts made:

	

	


NOTE: If a phone interview is needed in order to complete the DBQ but the Veteran is unable to be reached after multiple attempts, please notify VES.
( Review of available records in conjunction with a telephone interview with the Veteran (without in-person or Tele-C&P examination) using the ACE process because the existing medical evidence supplemented with an interview provided sufficient information on which to prepare the questionnaire and such an examination would likely provide no additional relevant evidence.

If the ACE process was pre-approved with VES and the records do not sufficiently reflect the current condition, a telephone interview is required.

Please provide the date and time of the phone interview:

	

	


EVIDENCE REVIEW

*NOTE: If you reviewed the records and are unsure which option to select you may select "VA e-folder" and the QA will ensure that the correct option is selected on the final report.
Evidence reviewed (check all that apply):

	( Not requested

( VA claims file (hard copy paper C-file)

( VA e-folder (VBMS or Virtual VA)

( CPRS

( Other (please identify other evidence reviewed):
	( No records were reviewed

	

	


Evidence comments:

( All available records were reviewed and findings considered when completing this DBQ.

NOTE: Selecting this option will auto-generate this statement into the Evidence Comments box in the final report for you, as well as any additional comments made below.
Additional evidence comments:

	

	


SECTION I - DIAGNOSIS
1A. Does the Veteran now have or has he or she ever been diagnosed with a sinus, nose, throat, larynx or pharynx condition? (This is the condition the Veteran is claiming or for which an exam has been requested.)
( Yes   ( No
1B. If yes, select the Veteran’s condition (check all that apply)
	( Chronic sinusitis
	ICD Code:
	
	Date of diagnosis:
	

	( Allergic rhinitis
	ICD Code:
	
	Date of diagnosis:
	

	( Non-allergic rhinitis
	ICD Code:
	
	Date of diagnosis:
	

	( Bacterial rhinitis
	ICD Code:
	
	Date of diagnosis:
	

	( Granulomatous rhinitis
	ICD Code:
	
	Date of diagnosis:
	

	( Chronic laryngitis
	ICD Code:
	
	Date of diagnosis:
	

	( Laryngectomy
	ICD Code:
	
	Date of diagnosis:
	

	( Laryngeal stenosis
	ICD Code:
	
	Date of diagnosis:
	

	( Aphonia
	ICD Code:
	
	Date of diagnosis:
	

	( Pharyngeal injury (Describe):
	ICD Code:
	
	Date of diagnosis:
	

	

	

	( Deviated nasal septum (Traumatic)
	ICD Code:
	
	Date of diagnosis:
	

	( Anatomical loss of part of nose
	ICD Code:
	
	Date of diagnosis:
	

	
	(Complete Scars Benefits Questionnaire in lieu of this questionnaire)

	( Benign or malignant neoplasm of sinus, nose, throat, larynx or pharynx

	
	ICD Code:
	
	Date of diagnosis:
	

	( Other (specify)
	
	
	
	

	Other diagnosis #1
	

	
	

	ICD Code:
	
	

	Date of diagnosis:
	
	


	Other diagnosis #2
	

	
	

	ICD Code:
	
	

	Date of diagnosis:
	
	


1C. If there are additional diagnoses that pertain to the sinuses, nose, throat, larynx, or pharynx condition(s), list using above format:
	

	


SECTION II - MEDICAL HISTORY
2. Describe the history (including onset and course) of the Veteran’s sinus, nose, throat, larynx, or pharynx condition:
Date of onset:
	

	


Details of onset:

	

	


Course of the condition since onset:

If multiple options are selected, please explain your reasoning in the “Other” textbox below.
( Progressed/Worsened

( Stayed the same

( Improved

( Resolved

( Other, please describe:
	

	


Current symptoms (or state if the condition has resolved):

	

	


Any treatment, medications or surgery?

	

	


Any previous x-rays/labs/testing (If not available for review, simply state so)?

( Yes   ( No   ( Not available for review

NOTE: If yes, please address any previous testing that was reviewed in the Diagnostic Testing section.
SECTION III - NOSE, THROAT, LARYNX OR PHARYNX CONDITIONS
3. Does the Veteran have any of the following nose, throat, larynx or pharynx conditions?
( Yes   ( No
(If “No,” proceed to Section IV)

(If “Yes,” check all that apply):
	( Sinusitis
	(If checked, complete Part A below)

	( Rhinitis
	(If checked, complete Part B below)

	( Larynx or pharynx condition
	(If checked, complete Part C below)

	( Deviated nasal septum (traumatic)
	(If checked, complete Part D below)

	( Tumors or neoplasms
	(If checked, complete Part E below)

	( Other nose, throat, larynx or pharynx conditions, pertinent physical findings or scars due to nose, throat, larynx or pharynx conditions.
	(If checked, complete Part F below)


PART A - SINUSITIS

A1. Indicate the sinuses/type of sinusitis currently affected by the Veteran’s chronic sinusitis (Check all that apply):

( None   ( Maxillary   ( Frontal   ( Ethmoid   ( Sphenoid   ( Pansinusitis

A2. Does the Veteran currently have any findings, signs or symptoms attributable to chronic sinusitis?

( Yes    ( No
(If “Yes,” check all that apply)
( Chronic sinusitis detected only by imaging studies (see Diagnostic Testing Section)
( Episodes of sinusitis
( Near constant sinusitis
(If checked, describe frequency):
	

	


( Headaches
( Pain of affected sinus 

( Tenderness of affected sinus
( Purulent discharge
( Crusting
( Other (describe): 

	

	


For all checked conditions, describe:
	

	


A3. Has the Veteran had NON-INCAPACITATING episodes of sinusitis characterized by headaches, pain and purulent discharge or crusting in the past 12 months?
( Yes   ( No
(If “Yes,” provide the total number of non-incapacitating episodes over the past 12 months):
( 1   ( 2   ( 3   ( 4   ( 5   ( 6   ( 7 or more
A4. Has the Veteran had INCAPACITATING episodes of sinusitis requiring prolonged (4 to 6 weeks) of antibiotics treatment in the past 12 months?

NOTE - For VA purposes, an incapacitating episode of sinusitis means one that requires bed rest and treatment prescribed by a physician. In responding to the below question, please ensure any subjective report of incapacitating episodes is reconciled with the objective evidence of record.
( Yes   ( No
(If “Yes,” provide the total number of incapacitating episodes of sinusitis requiring prolonged (4 to 6 weeks) of antibiotic treatment over past 12 months):
( 1   ( 2   ( 3 or more
A5. Has the Veteran had sinus surgery?
( Yes   ( No
(If “Yes,” specify type of surgery):
( Radical (open sinus surgery)
( Endoscopic

( Other:

	

	


(Type of procedure, sinuses operated on and side(s)):

	

	


(Date(s) of surgery (if repeated sinus surgery, provide all dates of surgery)):
	

	


A6. If Veteran has had radical sinus surgery, did chronic osteomyelitis follow the surgery?
( Yes   ( No
(If “Yes,” complete Osteomyelitis Questionnaire)
A7. Has the Veteran had repeated sinus-related surgical procedures performed?

( Yes   ( No

PART B - RHINITIS
B1. Is there greater than 50% obstruction of the nasal passage on both sides due to rhinitis?

( Yes   ( No
B2. Is there complete obstruction on the left side due to rhinitis?
( Yes   ( No
B3. Is there complete obstruction on the right side due to rhinitis?

( Yes   ( No

B4. Is there permanent hypertrophy of the nasal turbinates?
( Yes   ( No
B5. Are there nasal polyps?
( Yes   ( No
B6. Does the Veteran have any of the following granulomatous conditions?

( Yes   ( No
(If “Yes,” check all that apply)
( Granulomatous rhinitis

( Rhinoscleroma

( Wegener’s granulomatosis

( Lethal midline granuloma
( Other granulomatous infection (Describe):
	

	


PART C - LARYNX AND PHARYNX CONDITIONS
C1. Does the Veteran have chronic laryngitis?

( Yes   ( No
(If "Yes," does the Veteran have any of the following symptoms due to chronic laryngitis?)
( Yes    ( No
(If “Yes,” check all that apply)
( Hoarseness

(If checked, describe frequency):
	

	


( Inflammation of vocal cords
( Inflammation of mucous membrane

( Thickening of vocal cords
( Nodules of vocal cords

( Submucous infiltration of vocal cords
( Vocal cord polyps

( Other (describe):
	

	


C2. Has the Veteran had a laryngectomy?

( Yes   ( No
(If “Yes,” specify)
( Total laryngectomy

( Partial laryngectomy 

(If checked, does the Veteran have any residuals of the partial laryngectomy?)
( Yes    ( No
(If “Yes,” describe):
	

	


C3. Does the Veteran have laryngeal stenosis, including residuals of laryngeal trauma (unilateral or bilateral)?

( Yes    ( No
(If “Yes,” assess for upper airway obstruction with pulmonary function testing to include Flow-Volume Loop, and provide results in Diagnostic Testing Section)
C4. Does the Veteran have complete organic aphonia?
( Yes   ( No
(If “Yes,” check all that apply)
( Constant inability to speak above a whisper
( Constant inability to communicate by speech
( Other (describe):
	

	


C5. Does the Veteran have incomplete organic aphonia?

( Yes   ( No
(If “Yes,” check all that apply)
( Hoarseness

(If checked, describe frequency):
	

	


( Inflammation of vocal cords
( Inflammation of mucous membrane

( Thickening of vocal cords
( Nodules of vocal cords

( Submucous infiltration of vocal cords
( Vocal cord polyps

( Other (describe):
	

	


C6. Has the Veteran had a permanent tracheostomy?
( Yes   ( No
(If “Yes,” describe reason for tracheostomy and potential for decannulation):

	

	


C7. Has the Veteran had an injury to the pharynx?

( Yes   ( No
(If “Yes,” check all findings, signs and symptoms that apply):
( Obstruction of the pharynx

( Obstruction of the nasopharynx
( Stricture of the pharynx

( Stricture of the nasopharynx

( Absence of the soft palate secondary to trauma

( Absence of the soft palate secondary to chemical burn

( Absence of the soft palate secondary to granulomatous disease

( Paralysis of the soft palate
( Swallowing difficulty

( Nasal regurgitation

( Speech impairment

( Other (describe):
	

	


C8. Does the Veteran have vocal chord paralysis or any other pharyngeal or laryngeal conditions?

( Yes   ( No
(If “Yes,” describe):
	

	


PART D – DEVIATED NASAL SEPTUM (TRAUMATIC)
D1. Is there at least 50% obstruction of the nasal passage on both sides due to traumatic septal deviation?

( Yes   ( No

D2. Is the Veteran’s deviated septum traumatic?

( Yes   ( No

D3. Is there complete obstruction on left side due to traumatic septal deviation?

( Yes   ( No

D4. Is there complete obstruction on right side due to traumatic septal deviation?

( Yes   ( No

PART E - TUMORS AND NEOPLASMS
E1. Does the Veteran have a benign or malignant neoplasm or metastases related to any of the diagnoses in the diagnosis section?

( Yes   ( No
(If “Yes,” complete the following section)
E2. Is the neoplasm:

( Benign   ( Malignant

E3. Has the Veteran completed treatment or is the Veteran currently undergoing treatment for a benign or malignant neoplasm or metastases?
( Yes   ( No; watchful waiting

(If “Yes,” indicate type of treatment the Veteran is currently undergoing or has completed (check all that apply)):
( Treatment completed; currently in watchful waiting status
( Surgery
(If checked, describe): 

	

	


(Date(s) of surgery):
	

	


( Radiation therapy
	(Date of most recent treatment):
	
	

	(Date of completion of treatment or anticipated date of completion):
	
	


( Antineoplastic chemotherapy
	(Date of most recent treatment):
	
	

	(Date of completion of treatment or anticipated date of completion): 
	
	


( Other therapeutic procedure
(If checked, describe procedure):
	

	

	(Date of most recent procedure):
	
	


( Other therapeutic treatment

(If checked, treatment):

	

	

	(Date of completion of treatment or anticipated date of completion): 
	
	


E4. Does the Veteran currently have any residual conditions or complications due to the neoplasm (including metastases) or its treatment, other than those already documented in the report above?

( Yes   ( No
(If “Yes,” list residual conditions and complications (brief summary)):
	

	


E5. If there are additional benign or malignant neoplasms or metastases related to any of the diagnoses in the diagnosis section, describe using the above format:
	

	


PART F - OTHER PERTINENT PHYSICAL FINDINGS, COMPLICATIONS, CONDITIONS, SIGNS, SYMPTOMS, AND SCARS
F1. Does the Veteran have any other pertinent physical findings, complications, conditions, signs or symptoms related to the conditions listed in the diagnosis section above?

( Yes   ( No
If yes, describe (brief summary):

	

	


F2. Does the Veteran have any scars (surgical or otherwise) related to any conditions or to the treatment of any conditions listed in the Diagnosis section above?
( Yes   ( No
If yes, are any of these scars painful or unstable; have a total area equal to or greater than 39 square cm (6 square inches); or are located on the head, face or neck? (An “unstable scar” is one where, for any reason, there is frequent loss of covering of the skin over the scar.)
( Yes   ( No
If yes, also complete VA FORM 21-0960F-1, SCARS/DISFIGUREMENT.
If no, provide location and measurements of scar in centimeters.

	Location:
	

	Measurements:
	length
	
	cm X width
	
	cm.


NOTE: If there are multiple scars, enter additional locations and measurements in Comment section below. 
F3. Comments, if any:

	

	


F4. Does the Veteran have loss of part of the nose or other scars of the nose exposing both nasal passages?

( Yes   ( No
F5. Does the Veteran have loss of part of the nose or other scars causing loss of part of one ala?

( Yes   ( No
F6. Does the Veteran have loss of part of the nose or other scars causing any other disfigurement?

( Yes   ( No
SECTION IV – DIAGNOSTIC TESTING
NOTE - If testing has been performed and reflects the Veteran's current condition, repeat testing is not required. Specific diagnostic testing is not required for many conditions, but if performed, record in this section.
4A. Have imaging studies of the sinuses or other areas been performed?
( Yes   ( No
(If “Yes,” check all that apply)
( Magnetic resonance imaging (MRI)
	Date:
	
	

	Results:
	

	
	


( Computed tomography (CT)
	Date:
	
	

	Results:
	

	
	


( X-rays:

	

	

	Date:
	
	


	Results:
	

	
	


( Other:

	

	

	Date:
	
	


	Results:
	

	
	


4B. Has endoscopy been performed? 

( Yes   ( No
(If “Yes,” check all that apply):
( Nasal endoscopy

	Date:
	
	

	Results:
	

	
	


( Laryngeal endoscopy

	Date:
	
	

	Results:
	

	
	


( Bronchoscopy
	Date:
	
	

	Results:
	

	
	


( Other endoscopy

	Date:
	
	

	Results:
	

	
	


4C. Has the Veteran had a biopsy of the larynx or pharynx?

( Yes   ( No
(If “Yes,” complete the following):
Site of biopsy:

	

	

	Date:
	
	


Results: ( Benign   ( Pre-malignant   ( Malignant

Describe results:
	

	


4D. Has the Veteran had pulmonary function testing to assess for upper airway obstruction due to laryngeal stenosis?

( Yes   ( No
If “Yes,” indicate results:
( FEV-1 of 71 to 80% predicted
( FEV-1 of 56 to 70% predicted

( FEV-1 of 40 to 55% predicted

( FEV-1 less than 40% predicted

Is the Flow-Volume Loop compatible with upper airway obstruction?

( Yes    ( No
4E. Are there any other significant diagnostic test findings and/or results?

( Yes    ( No
(If “Yes,” provide type of test or procedure, date and results (brief summary)):
	

	


SECTION V – FUNCTIONAL IMPACT AND REMARKS
5A. Does the Veteran’s sinus, nose, throat, larynx or pharynx condition impact his or her ability to work?
( Yes    ( No
(If “Yes,” describe impact of each of the Veteran’s sinus, nose, throat, larynx or pharynx conditions, providing one or more examples):
*NOTE: If the Veteran is required, please respond to this question as though the Veteran was not retired (to the greatest extent possible).
	

	


5B. Remarks (If any)
	

	


Is there a need for the Veteran to follow up with his/her primary care provider regarding any life threatening findings in this examination (not limited to claimed condition(s))?

( Yes   ( No

If Yes, was the Veteran notified to follow up with his/her primary care provider?

( Yes   ( No

Was a copy of the test result identifying the life threatening condition/findings provided to the Veteran or Veteran’s primary care provider?

( Yes   ( No
NOTE: VA may request additional medical information, including additional examinations, if necessary to complete VA’s review of the application.
SECTION VI - PHYSICIAN'S CERTIFICATION AND SIGNATURE

CERTIFICATION - To the best of my knowledge, the information contained herein is accurate, complete and current.

	6A. PHYSICIAN’S SIGNATURE:
	

	6B. PHYSICIAN’S PRINTED NAME:
	

	6C. DATE SIGNED:
	

	6D. PHYSICIAN’S PHONE AND FAX NUMBERS:
	1-877-637-8387
	Fax:
	1-800-320-3908

	6E. PHYSICIAN’S NATIONAL PROVIDER IDENTIFIER (NPI) NUMBER AND MEDICAL LICENSE NUMBER AND STATE:
	

	6F. PHYSICIAN’S ADDRESS:
	, ,  

	6G. PHYSICIAN’S SPECIALTY:
	


NOTE - VA may request additional medical information, including additional examinations, if necessary to complete VA’s review of the veteran’s application.
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