
. NEW PATIENT QUESTIONNAIRE ·SLEEP LAB 
Dale: _______ _ 

(fin;t) (mkfdle) (last) 

(street) (City) (state) (zip) 

Date Of Blfth: ________ _ Age; __ _ 

Home Phone=-----------~- Wolf< Phona=-~-------------
He~ht _______ _ Ne'*siZe: _________ _ 

Marital Stet.us: _______ _ 

YourOmlpatfon:. ______ ~--------

Place of Employment _____________________________ _ 

In case of an Emergm'ICl'J contact.~-------------~------------
(name) (phone) (reJatlenShip) 

Referring Physician: ___________________ _ 
Phone:~· --~---~ 

How Clld you hearabout our sleep centvr? 

OPhysidan 0 Magazine journal 
'-

0 Steep aoeiety 

ORelattve D Television OOther: __________ _ 

OFriend Cl Radio 

ON~ CJ Seminar 
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It is lmpoltant for ~ou to be as accurate as possible in answering the following questionS. The purpose of this questionnail'!t Is to get a 
total plctura Clf your backgrgtznd and the nature afyour present l)l'Qblem. Please compl9ta these questiOl"IS as f'IOIOUghly as you can. 

THIS INF~TION WILLS~ HELP IN THE STRICTEST CONFIDENGE. 

1. How many nights a week cfa yau have a sleeping problem? 
0 one 0 two 0 thive Dfour 0 five D six D seven 

2. How kll1g have you had a eleeplng problem? 
0 weeks 0 months 0 years 

3. Please estimate the severity of your problem(s). 
O mlldly &e\lel'e 0 moderately severe D very swera Cl extremely severe D totally severa 

4. How do you descn'be your sieep problem? c~ all that app!y 10 yau. 
Ql)jfflculty fal6ng •leep. O wake up during '1e night 
0 wake up eariy in the momlng 0 Difficulty awakening . 

. 5. Have you ever consulted with any of1he fcJIOWfng to help you With a sleep problem? 
0 Fam Uy Physician O Naurologi5t 
D Internist 0 Carcllologist 
CJ Obstafliclan O Psyclliatrist 
0 Chiropractor 0 Clinical pSychologist 
0 Osteopathic Physician 0 Nutritionist 
0 Counselor 0 Nurse 
D SocJal Worker D Olher Physician 
D Clergyman D other 

6. Describe your mein problem(s), In your own words. Including when and how It (they) began. 
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a. What Is your personal Interpretation as to why you have your particular sffiflP/Wake problem? 

10. On average, how long do you sleep at night? 

11·. What lime do you usuelly go to bed on weekdays? 

12. What time do you usually go to bed on weekends? 

13. What time do you ~get up on weekdays? 

14. What time do you usually get \JP on weekend$? 

15. How long does it take you to fall asleep? 

l6. How many times do yoo typlcally wake up at night? 

17. If you wake up, en sll91'a{l9, hew long do you stay rmeke? 

18. What do you usually dowhen ycu awaken during the night? 

19. When do you usually awaken duMg the night? 

20.. How do you rear after an average nights sleep? 
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21. Is the bedroom quiet and cfalk? OVes ONo 

22. Do·you alsep \'.tilth someone else~ your bed? OYes ONo 

23. Do you usually sleep with scmeone else in~ room? DYes CJ No 

24. Do you provide asslslance to someone dUrinQ the night? DYes DNo 

25. Do you sleep with pets? OYes ONo 

26. Is your sleep often disturbed by heat or c:old? OYes ONo 

27. Is your sleep often disturbed by light? OYes DNo 

28. Is your sleep often distur!Jecl by your bed partner? OYes ONo 

29. Is your sleep often disturbed when you are not in your usual bed? OYes DNo 

30. Is your sleep often disturbed by noiSe? CJ Yes ONo 

31. Do you have a lighted clock dial In the bedroom? DYes ONo 

32. Do you worry excess!vel)' while In bed? OYes ONo 

33. Do you sleep betterawayklcn home than at home? aves DND 

34. Do you usually drink coffee or tea within two hours of your bedtime? OYes ONo 

35. Oo you do pnyslcal exercise befoJe bedtime? oves ONo 

36. Do ygu read before falling asleep? OYes ONo· 

37. Do you watch 1V in·bed before faHfng asleep? OYes· QNo 

38. Do you ro111in&ly nap in Ifie daytime or evening during the week? DYes DNo 

39. Do you routinely nap in the daytime or evening on weeken<llJ? · DYes ONo 

4o .. Do you feel refreshed after a short nap (10 • 15 rninutes)? OYes ONO 

41. Haw. you felt depressed? OYes ONo 

42. Have you 8'q>elienc:ed a personality change? DYes CJ No 

43. Have you ever seen a psychiatrist or other type of counselor? DVes ONo 

44. Is your present social life satisfactory? CJ Yes ONo 

45. Does your 5leep problem require you to cut back on sod.at actlvi\y? OYes ONo 

46. can you think of a S1ressful e\leflt which DCOJrred near the time your sleep problem began? OYes ONc 

47. Co you work wriable or rotating shifts? CJ Yes ONo 

48. Is your present work situation satisractory? DYes ONo 

49. Do you sleep better In your.easy chair than In your bed? OYes ONo 

50. If you $110re, do you snore only on your bacl(1 OYes. DNo 

51. Have you stopped driving because of your sleep ptc!bfern? OYes ONo 

62. Haa your weigl\t beon stable over the past yeer? OYes DNo 
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53. PleJ&e check !he appropriate bodortrJe tb!Jowtng 8'illBJI iti1'fS. 
How oftBn do you: Never RMly ~ ~ ~ 
Awaken from sleep $hort of·breath? D 0 CJ D D 
Are told that you snore loudly? 0 D D CJ Cl 
Awaken at night Wlth heart bum, belching, or cough? CJ CJ D D Cl 
Wake up with a headache in the morning? D Cl D D D 
Have trouble sleeptng when you have a cofd? 0 D 0 0 D 
Fall aSleep at J)l.dllic gatherings (movies, concerts, etc.)? CJ CJ CJ CJ 0 
Have breathing problems at nigh1? D D 0 D CJ 
Sweat excessively at night? 0 D D CJ 0 
A!1il bottleAld by long periods of wakefulness during tfte night? o 0 D o CJ 
NoUce your heart pounding or beating irreguJaify at night? D D a 0 0 
Feel re~hed after a short nap? o D D D D 
Fall asleep di.Iring the day? 0 Cl D D [;] 

Fall asleep involuntanly? CJ 0 D D 0 
FaH asleep ~hile reacfrng the newupapef'? 0 D D 0 0 
Fall asleep while driving? 0 D D D D 
Are you bothered by waking up toa earfy and not being able 
to get back to sleep? D D 0 0 0 
Fall asleep during physical elfort? tJ D D 0 CJ 
Fan asleep While watclllng television? CJ 0 0 0 []\ 

FaD asleep when laughing or ciying? CJ D D D 0 
Fall asleep while talldhg to people? D .0 D 0 0 
Feel weak as though:ycu might fall when Y«I are emotional 
(laughJng aying ar angry}? 0 0 0 0 D 
Havtt difficl.dty With sexual fiJnctioning? D 0 0 0 0 
Have trouble at school or work because of Sleepiness? 0 0 D 0 D 
Fallen asleep while on 1he job? o CJ CJ D D 
Feel unable to move (paralyzed) when waking or falling asleep? 0 0 D 0 0 
Feel confiJsed when you swal<en from sleep? D 0 0 0 0 
E)(perience vivid dreams upon awakening or falling asleep? Cl D 0 0 D 
Dream during daytime hours? D D D D 0 
Feet aftaki or going lo *9p1 0 0 D Cl 0 
Have nightmares? 0 0 D 0 D 
Talk during sleep? 0 D 0 Cl 0 
Remember your dreams? D 0 0 D D 
Sleep wall< - now or In the past? 0 D 0 CJ 0 
Have thoughts racing through your mind? 0 0 D D 0 
Feel sad and depl'19SS8d? 0 D 0 D 0 
Have anxiety (wony about things)? 0 0 0 0 0 
Haw museular tension? D 0 0 Cl 0 
Notice parts of your body Jerk? 0 CJ 0 D D 
Strike out or make violent movements during sleep? D D 0 [J 0 
Kick during the night? 0 Cl CJ 0 D 
Have cramping In the legs Bl night? D 0 0 0 D 
Experience crawling and aching l'eelJng In your lerJs? D 0 D D CJ 
Have morning Jaw pain? Cl D 0 0 0 
Grlncl your tee1l1 C!Uring slaep? 0 0 D D 0 
Are bothered by pain during the day? D CJ 0 0 D 
wake up feeling stiff in 1he moming? D D 0 0 D 
Wake up feeling sore or achy muscles? 0 0 0 0 D 
Wske up with pain In the neck, spine. or Joints? q Cl 0 0 0 
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54. What Is your currant weight? 

55. What rs your heaviest weight in the pest? 

56. How long ago were you at your hesvlelt weight In the past? 

57. Pleaae list olher health problems you have had.and lhe doctor who 1reats you fOr !hem 
(for mmm~e: dlabefss, heart problems, high blcod pressure; em.): 

Condition: How Lohg? Doctor treating you: 

58. Please 1st any medications you take. Including \/Umins. over-the-counter, or non-prescription drugs: 

Name Amount (mg) How often? What do you tak9 ihi& Medication for? 
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59. Please list any medications or foods you are aBergic to: 

~norFood 

60. Do you smoke? · 

61. If you smoke, hew many cigarettes iJer. day on average'? 

62. Have you quit smoking? 

63. If you quit smoking. how long ego did you quit? 

Reaction 

OYes ONO 

DYes DNo 

64. Have you used marijuana er other mind-altering drogs? 0 Yes O No 

es. On average, how many oteach of11'1e fQllowmg beverages clo you cfrfnk each day? 

Bevenage: How Much? 

Regular Coffee 

Decaffeinated Coffee 

Tea 

Cola Drinks 

Other Solt Drinks 

Beer 

Mixed Drinks 

Wine 

Hard liquor 

66. Please describe any olher information pertinent 1o your sleep or wa~fulness not previously descrltled: 
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SNORING ANQ SLEEP APNEA 
SCREENING QUESTIONNAIRE 

Reason for Sleep Study: 0 Sleepiness D Snoring D Disturbed Sleep 

Snoring 

1. How many years have you been tcld you snore? _____________________ _ 

2. Does your snoring dlstuJb your bed partner: • . . . . • . • . . . • . . . . . . • • D Yes 0 No 

Others in the next room'? . • . . . . . • . . . . . • • . • . . . . . . . • . . . . . . . . . . . • D Yes D No 

3. Has your snoriFlg become progressively worse? . • • . • • . . . . . . • . • . . O Yes D No 

Over what period of time?~---------------------------

4. Do you snore every night? . • • . . . . . . . . . . . . . . . . . • • . . . • . . . . • • • • • • D Yes O No 

5. Have you been told you snore whan sJeepfng? Circle all that apply. 

On your back On your side On your stomach In a sitting position 

6. On a scale of 1 to 5 (1 Is mfnimal and 5 very loud), how loud is your snoring?-------------

7. Which pattern of snoring best.describes your snoring? ___________________ _ 

1) snoring Is present almost continuously 

2) snoring is noted only occasionally and is not continuous 

3) I snore loudly then snoring and breathing sl"ops and ttien I snore loudly E!gain 

8. Have you ever awakened from sleep because of your snoring? • • • D Yes O No 

9. Does any other family member snore? . • • • . . • • • • • • . . . . • • • • • . • • . D Yes 0 No 
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Excessive Daytime Sleepiness Scale 
1. Do you usually feel tired during the day? O Yes O No 

Epworth Sleepiness Scale 
1. How likely are you to doze off or fall asleep in the foHowing sltua1ions, in 

contrast to feeling jus1 tired? This refers to your usual way in recent times. 
Even if you have not done some of these things recentty try to work out how 
they would have affected you. Use the following scale to chose the most 
appropriate number for each situation: 

If you are currently using CPAPIB1PAP therapy please choose the most 
appropriate number based on how you feel using positive pressure therapy. 

0 = would never doze 
1 = slight chance of dozing 
2 = moderate chance of dozing 
3 = high chance of dozing 

Situation Chance of Dozing 
a) Sitting and reading ...................................................................... ___ _ 

b) Watching lV .... , .. ;.. , ..................................................................... ,. ....... ___ _ 

c) Sitting, inactive in a public place (e.g. a theater or meeting) ................. ___ _ 

d) As a passenger in a car for an hour without break .............................. ----

e) Lying down to rest in the afternoon when circumstances pennit ..................... ----

f) Sitting and talking to someone ........................................................ _ ........... __ 

g) Sitting quietly after lunch without alcohol.. ........................................ ___ _ 

h) In a carr while stopped for a few minutes in traffic .............................. ----

Total ----
2. How many naps do you take per day? Length _________ _ 

Do you feel refreshed after a nap? O Yes O No 

3. Have you been in a car accident due to falling asleep at the wheel? 

OYesONo ONearMiss 

4. How many traffic tickets did you get because of sleepiness?---~----

5. Please describe an incident when you fell asleep during the day when you were not eX:pecting to fall 

asleep·------------------------------
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Apneas arid Narcolepsy 

Have you ever been observed to stop breathlng during_ sleep? - •.•...•••.• - . . • • . • . . • • • • • . • • • . • • • D Yes 0 No 

If yes, now often during a night? _________________________ _ 

1. Do you .have sudden attacks of steepinegs? ••..•••..••..•.•...•••..••.••..•.•.•.............• 

2. Have you recently noticed increased lrritabfTity or trouble thinking? .•••••.•••.•..••.•••.•..•..... 

3. Has daytime sleepiness affected your job performance oryour employment? ..••• , ••.••..•••.••• , 

4. Do you have cataplexy? .........•..•.•.•.•....••.•••.••.•...••..•.•..••.••..•.•..•.•....... 

(Cataplexy is a brief (seconds to minutes) episode of muscle weakness e.g. Jaw drop, 
arm or leg weakneS.S and/or paralysis. When the attack is over, the patient Is completely 
mal. Laughter, anger, athletic activity excitement ·are the usual factors that initiate 
of cataplexy.) 

OYes ONo 

OYes DNo 

OYes ONo 

DYes ONo 

nor-
attack •. 

5. If you have cataplexy, please describe your symptoms.-------------------

6. Do you have episodes of waking op with your Whole body paralyzed (sleep· paralysis)? • • • • • . • • • •. • • D Yes 0 No 

7. Do you hear or see something in the beginning or 1he last part or sl~·1hat is 
not real? (Hallucinations) .••••.••.••••••.•.••..• , ••.•••.... , • • • • . . . . • • • . • • • . . • • . . • . • . • . . • • • . O Yes D No 
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Medical Histor-Y 

1. Do You have difflcUlly br.'eath~ tfirough ~ Aose?· . . •. • • • • • • • • . D Yes O.No 

If yes, aH day? D Yes 0 No, a.nly at night 

2. Have you had: 

a)Tonsillectomy andtor adenoidectomy? ..................... ; ••.•••.• , • • • • • O Yes i;:i No 

b) Nasal or sinus surgery? ...................... ; .......................... D Yes 0 No 

c) Vocal cord surgery (polyp, nodules, etc.:)? • • • • • . . . • • • . • • • . • • • • . • • • • • • • • • • • • 0 Yes 0 No 

d) Any neck operations? •....•••.•.......•..••. , • . • . . • • . • • • . • • • • • • • • • . . . • • O Yes D No 

3. Have you been freated for sleep apnea? .•••....• , •••••..•..••••••••..••••... O Yes D No 

Where:~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~ 

How: 0 Tracheostomy 0 UPPP 0 CPAP D Drugs 

Did treatment Improve: O Sleepiness D Snoring O Tiredness D Quality of sleep 

Restless Leg Syndrome 

1. Do you have restless or uncomfortable feelings in your legs'? • . • • • • .. • • • • • • . • • . • D Yes 0 No 

2. Are these~ at night? • • • • . • . . • . . • . . • . . • • . . . • . • . . . • . • • • ••..••.•••••• O Y:es D No 

3. Are these feelings relieved by movement, even for a short period of tfme'? ... ; •••.• O Yes 0 No 
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REVlEW OF SYSTEMS 

General 

1. Have you D Lost D Gained weight in the past 12 months? If yes, how much?-----------

2. Have you had night sweats? . • • . . . • . • . . • . . • • . . • • • . . • . . . .• • . • . . • • • • . . . . • • • • • • • . . . • . • • . • • . O No 0 Yes 

3. Do you sleep ,with pets? .........•••......•••.....••.•.•......•..• ,, . . . . . . . . . . . . • . . . • . • . O No 0 Yes 

Head,Eyes,Ears,Nose,Throat 
1. Do yau have hea<:iact\es-? ............. , •••••••.• , •.• ~ .................................... . ONo OYes 

2. Do you have a nasal drainage? .•...•.•••••..•.•• .' ••..•••...•.•••.•••.•••••.•••••••••.•• ONo DVes 
3. Do you sleep with pets? ...•...••••••.•••.••••.•..••••••••••...•..••.....•.•••.•....... ONo OYes 

4. Do y0u have: 

Difficulty breathing through your nose? ••••.....•••••...••.•••..••.••••••..•..•••••.•.•.. dNo OYes 

Sore mouth? ...••••.•..•....•••..••..•......••.•..•.•..•.....•••••..•.•...••...•..••• ONo DYes 

Sore throat? ••••.•...••.••••.•.•••••.•••••••.•••••••••••••••.•.•...••••....••..•..•••• ONo OYes 

Earpain? .•..••••.•.••............•..............•....•••.......•..•...•.....••••.••• DNo OYes 

Cardiac 

1. Do you have chest pain or pressure? . • • • • • • • • . . • • . • • . . . . . . . . . • . . . . • . . • . • . • . . . . • • . • . • • • • • D No O Yes 

2. Do your feet swell? ••. ~. • . • . . . . . . . • • . . . • . . • • . • • . • . • . . . . . • • . . . • . . • • • . • • • . . • . • . . • . • . . . • • . D No O Yes 

3. Do you have palpitations (such as sQ>ped heartbeats or rapid heartbeats)?.... . • • • • • • • • . • • .. • D No O Yes 

Lungs (Pulmonary) 

1. Do you eollQh? ••••••••••••••••.••••..•.••••.••.••••••••••.•...•••.••• , •••••••••••••••• DNo OYes 

2. Do you wheeze? .••.•••.•.••.••..••.••••..••.••.••......•••..•.••.••.•••..•••.••....•. ONo DYes 
3. Do you get short Df breath? .......••••••....•••.•••.•••.•...••..•..••..•.••..•••.•.•••. ONo DYes 

At rest? .•••.. , . , ........ t ......................... • ••• , .... ,, ......... , ... p ....... ,, •••••••••• ONo OYes 

With stairs? •... ,, .................................................................... ,, •.. ONo OYes 
Canying gn:1ceries or laundry? •.••.•••••.•••••••...•.••••••.• , .••••.•••••••.••••••.••••• DNo DYes 

With strenuous effort? •• , ••••.••..•••••.•••••••••••••••••..•.••••••••.•••...•.••..••••. ONo OYeEi 

4. Do you raise mucous? •••••• , ••.•••••••••.•.•••••.••••.•••••••.•.••••••.••..•••••••••• , • ONo DYes 
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Gastrointestinal 

1. Do you have an diffictllt.y with heartburn? • • • • • •.• • • • • . • • • • • • • . • • • • • • • • • • . • • • • . • • • • • • • • • • • . o No o Yes 

2. Have you had any change in your usual bowel habits recently, such as constipation. diar~ 
rhea or changes In shape, color, etc.? ................................................... ONo D Yes 

3. Do you have difficulty with regurgitation of acid back into your chest or mouth? . . . . . • . . • . . . • • . D No O Yes 

Genitourinary 

1. Do you have any difficulty passing your urine such as burning, blood, or poor stream? • . • . . . • . . D No O Yes 

2. If male, do you have dllflCUlty with erections? ..•••••••• , . • . • . • • • • . • • • • • . . • • . • • • • • • • • . • . • . • D No D Yea 

3. If female, do you leak sman amounts of urine with cough, laugh or sneeze? . . . • • . . . . . . . • . . • • . O No D Yes 

4. Do you wake up to urinate? .. .. .. .. • .. • ................... · ........................ , • • • O No O Yes 

5. Compared to the past, your· interest in sex Is .. . 

0 about the same D a little le~ D much less D no interest at all 

6. How many times during the night do you go to the bathroom to urinate? 

00-1 02"3 D~ 05ormore 

Musculoskeletal 

1. Do you have pain or numbness In your hands, arms, legs, feet or back? 
ONo OYes \l\lhere When ___________ _ 

2. DO you get back pain? 
'i 

··; 
ONo OYes VVhere ___________ _ 

~- Do you wake up With numbness or pain in your hands or arms? • • • • • . • . . • • • . • • • . • . • . . . . . . . • . O No D Yes 

Neurological 

1. Do you gel dizzy? . . . . . • . . • • . • • • . • • • • • • • • • • • • . . • . . . . . . . • . . . . • . . . . • . • • . . • • • . • . • . • • . . . . • . O No O Yea 

2. Da you have problems with balance or coordination? • . . • • . . . . . . . • . • . . . • • . . . . • • • . . . • . . . • . . . O No O Yes 

3. Do you have shake or tremor? . • . . . • • . • • . . . . . . . . . . . • . • • • . • • . • • • • . . • • • • • . . • . . . . . . . . . • . . . . D No D Yes 
4. Do you experience sudden muscular "weak knees" when you laugh, are angry or other emotional situations? 

D Never O Oocaslonally 0 Frequently D Almost always 

5. Has your vision temporarily bluned or "blacked-out" ~ntly? . . • • . . . . . . . . . . . . . • . . . . . . . . . . . O No D Yes 

6. /.Ve you more imlable than In the past? 

D No O A little more D Quite a bit DA lot more 

7. Do you experience depression? 

~ D No DA little more O Quit& a bit O A lot more 
~ 

8. Do you experience Vivid dream4t'ke images whRe falling asleep or-when awakening from sleep? 

D Never D Occasionally O Frequently D Almost always 

9. Do you awaken from sleep or .a nap w1th the feeling that you are unable to move or are paralyzed? 

CJ Never 0 Occasionally 0 FrequenUy D Almoet afway& 
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41 I • • 

Please Ust any surgeries/operations that-you have had: 

Type of surgery Date · Reason for Surgery 

comments: 


