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"NEUROSCIENCE

'NEW PATIENT QUESTIONNAIRE - SLEEP LAB

Date:

Name;

(first)

Address;

(mkidie) (last)

(street)

Date of Birth;

(oity} (state)

Home Phone:

Work Phone:

Height

Marital Status;

Your Education:

Weight:

(=p)

Neck size:

Spouse's name:

Your Occupation:

Place of Employment

In case of an Emergency contact,

(name}

Refering Physician;

(phone)

Physician's Addrass;

(relationship)

How ki you hearabout our sleep center?
[J Physician ] Maggzine joumal
3 Relative [ Telsvision
(1 Friend CIRadio

O} Newspaper O Samirar

[ Sleap saciety
0 Cther:
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It is important for you to be as accurate as possibie in answering the following questions. The purpose of this questionnaire Is to get a
total piciure of your background and the nature of your presant problam. Pleasa compists these questions as thoroughly as you cen. .

THIS INFORMATION WILL BE HELD IN THE STRICTEST CONFIDENGE.

1. How many nights a week do you have a sieeping problem?
Oone Otwo [lthree Ofour Tifive Osix [Jseven

2, How long have you had a sieeping problem?

Dweeks COmonths [years
3. Please estimate the saverity of your problem(s).

O miidly severe O moderately severa Overysevare  [lextremely severe [ tolslly severs
4. How do you dascribe your sieep problem? Check all that apply to you,

O Difficulty falling ssleep. [0 Wake up during the night.

1 Wake up sarly in the moming £ Difficully awakening.

5. Have you ever consutted with any of the following to help you with a sleep problem?

[J Famlly Physicisn [ Nawrologist
Qlnternist [ Cardiologist

{1 Cbstetrician O Psychiatrist

(3 Chiropractor [0 Clinical psychologist
) Csteopathic Physician [ Mutritionist

3 Counselor O Nursa

3 Socisl Workar 1 Other Physician

[ Clergyman O Ofker

6, Descyibe your miin problem(s), In your wn words, including when and how & (they) began.
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What treztment have you recefved for your sleep problem?

What Is your personal interpretation as to why you have your partieular sleep/iwzke problem?

Do any other members of your family have a slaep problem? Plesse explsin,

10.

11.
12,
13.
14,
15.
16,
17.
18.

19.

20.

On average, how fong do you sleep at night?

What ime do you usuglly go to bed on weekdays?

What time do you usuaily go to bed on weakends?

What tirne do you usually get up on weekdays?

What time do you usually get up on weskends?

How long does it take you to f2ll asleep?

How many imss do you fypleally wake up at night?

1f you wake up, on average, how long do you stay aweka?
What do you usually do when you awaken during the night?

When do you usually swaken during the night?

How do you fes! sfter an average nights steap?
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21. |s the bedroam quiet and dark?

22, Do'you sleep with someona else in your bed?

23, Do you ustglly sleap with someone else in youwr room?

24. Do you provide assistance to someone during the night?

25. Do you sleep with pets?

26.1a ‘your sleap often disturbed by heat or cold?

27, 13 your sleep often disturbed by light?

28. Is your sleap often disturbed by your bed partner? ‘

28, Is your sleep often disturbed when you are not in your usual bed?
30. Is your sleep often disturbed by noiss?

31. Do you hava a lighted clock dial in the bedroom?

32. Do you worry excessively while in bed?

33. Do you sloap better away ram homa than et home?

34. Do you usually drink coffee or tea within two hours of your badtime?
35. Do you do physlcs! exerciss before bedtime?

36. Do you read before falling asleep?

37. Do you walch TV in‘bed before fafling asiesp?

38. Do you routinely nap in the daytme or evening during the wesk?
39, Do you routinely nap in the daytime or evaning on woeskends? -

40. Do you fool refreshed sfter a short nap (10 - 16 minutes)?

41, Have you fell dapressed?

42. Have you @xperienced a personality change?

43. Have you aver seen a psychiatrist or other type of counselor?

44 is your present social fife satisfactory?

45. Does your sleep problem require you to cut back on soclal activity?
46. Can you think of a stressful event which ocaurred near the time your steep probiem began?
#7, Do you work variaple or rotating shiits?

48, |s your present work situation satisfactory?

48. Do you sleep better In your easy chair than in your bed? ;
50. If you snoxe.’ do you snove only on your back?

§1. Have you stopped driving because of your sleep problem?

52. Has your weight bean stable over the past year?
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[0VYes
3 Yes
Ol Yes
O'Yes
D Yes
OYes
CYes
OYes
OYes
OYes
DYes
OYes
Yes
OVYes
OYes
OYes

OYes -

OYes
CYes
OvYes
{dYes
OYes
OYes
OYes
[Yes

[ClYes

OYes
DYes
OYes

OYes

O Yes
OYes

ONo
QNe
ONo
ONo
BNe
Ne
O No
COWNo
ONo
ONe
BANo
O Ne
CNe
ONe
O No
CiNe-
ONe
ONo
ONo
1No
ONeo
ONo
Oko
O No
ONeo
ONo
ONo
ONNo
ONo
O No
O No
ONo




53. Please check the appropriate box for the foilowing staternents.

How often do you:

Aweken from sleep short ofbreath?

Are told that you snore loudiy?

Awaken at night with heart bum, belching, or cough?
Weke up with 3 headache in the morning?

Have frouble sfeaping when you have a cold?

Foll asteep at public gatherings (movies, concerts, ate.)?
Have breathing problems at night?

Swaat excessively at night?

Are bottered by long pasiods of wakefulness during the nigh{?
Natice your heart pousiding or beating irregulary at night?
Feel refreshed after a short nap?

Fall asleep during the day?

Fall asleep involuntarity?

Fall asleep while reading the newspaper?

Fall aslesp while driving?

Ars you bothared by waking up too early and not being able
10 get back to sieep?

Fall asleep during physical effort?

Fafl asisep while watching television?

Fail asloep when laughing or crying?

Fall asleap while talking to people?

Feel weak as thaugh you might {2l when you afe emcticnal
{laughing erying or angry)?

Have difficufty with sexual functioning?

Have troubls at schoo! ar work because of sleepiness?
Falien asieep while on the job?

Feel unzble to move (paralyzed) whan waking or falling asleep?
Feel confused when you awaken from slesp?

Experience vivid dreams upon awakening or falling asleep?
Dream during daytime hours?

Feel afrald of going to slesp?

Have nightmares?

Talk during sleep?

Remember your draams?

Sleep walk - now or in the past?

Have thoughts racing through your mind?

Fesel sad and depressed?

Have anxiety (worry about things)?

Have muscudar tenslon?

Notice parts of your body Jerk?

Strika out or make violent movements during sleep?

Kick during the night?

Have cramping in the iegs et night?

Experiencs crawling and aching feefing ln your lsgs?

Have moming jaw pain?

Grind your teeth Guring slesp?

Are bothered by paln duting the day?

Wake up faeling stff in the meming?

Wake up feeling sore or achy muscles?

Weke up with pain in the nack, spine, or joint=?

00000o0o0doonOooooo0o0ooD0ooonoo0oO0 gooaao DDDDDDDDDDDDDUD;
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54, What is your currant weight?

55. Whatls your heaviest weight in the past?

58. How long ago were you et your heaviest weight in the past?

§7. Please list other health problems yau have had.and the docior who treats you for them
{for muple:.diaham, haart problems, high blood pressure; ete.);

Conditlen: How Long? Doctor treating you:

§8. Please Ist any medications you take, including vitamins, overthe-counter, or non-prescription drugs:

Name Amount {mg) How cften? What do you tako this Medication for?

pg 6 OF 15




59. Please list any medications ar foods you ere allergic to:

KMoadication or Food Reaction

60.
1.
62.
. If you quit smoking, how long ego did you quit?

651

Do you smoke? ) OYes ONo
If you smoke, how many clgarettss per day on average?

Have you quit smoking? OYes ONo

Have you ysed marjjuana or other mind-altering drugs? OYes [INo
On average, how many of each of the following beveragses do you drink each day?
Beverage: _ How Much?

Regular Coffee

Decaffeinated Coffee

Tea

Cola Drinka

Other Soft Drinks

Beer

Mixed Drinles

Wine

Hard liquor

68. Please describe any other information partinent to your sleep or wakefulness not previously described:
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SNORING AND SLEEP APNEA
SCREENING QUESTIONNAIRE

Reason for Sleep Study: O Sleepiness [0 Snoring [ Disturbed Sleep

Snoring

1. How many years have you been told you snore?

2. Does your snoring disturb yourbedpartner: .................... OYes [OONo
Cthersinthenextroom? ........coivvieriiiiiinraniiensannae. DYes 0OINo

3. Has your snoring become progressively worse? ................. OYes [ONo
Ovar whet period of time?

4, Doyousnoreevery night? ... ..ovreiiii it iieeeanens DOYes ONo

5. Have you been told you snore when sigaping? Circle all that apply.

Onyourback Onyourside Onyourstomach In a siiting position

6. Onascale of 110 5 (1 is minimal and 5 very loud), how loud ig your snoring?

7. Which pattern of shoring best describes your snaring?

1) snoring Is present almost continuousty
2) snoring is noted only occasionally and is not continuous

3) i snore loudly then snoring and breathing stops and then | snore loudly again
8. Have you ever awakaned from sleep because of your snoring? ... C1Yes I No

9. Does any other family membersnomg? ,......c...civeiieninnnn. OYes [ONo

¢ pgBOF 15




Excessive Daytime Sleepiness Scale ,
1. Do you usually feel tired during the day? [OYes [ No

Epworth Sleepiness Scale

1. How likely are you to doze off or fall asleep in the foliowing situations, in
contrast to feeling just tired? This refers to your usual way in recent times.

Even if you have not done some of these things recently 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 CPAP/BIPAP therapy please choase the most
appropriate number based on frow 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) Siting and reading.......ccicra i i s e e e e e

b) Watching TV .....ciicvvciiirisenmisvinivenvisseeninime e s mnsnnnes

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

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

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

f) Sitting and talking to someone..
g) Sitting quietly after lunch wsthout alcohol

h) In a car, while stopped for a few minutes in traffic

------------------

-------------------------------

2. How many naps do you take per day? Length

Do you feel refreshed afteranap? [JYes [ONo

3. Have you been in a car accident due to falling asleep at the wheel?
{3 Yes I No [[]Near Miss

4. How many traffic tickets did you get because of sieepiness?

5. Please describe an incident when you fell asleep during the day when you were not expecting to fall
asleep.
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Apneas and Narcolepsy

Have you ever baen observed to stop breathing during sleep? .......... .. cvoiiiiiiiii ot DOYes 0O Ng
if yes, how often during a night?
1. Do you have sudden attacks of sleeplRess? .. .....ovviiieni i DOYes [ONo
2. Have you ‘ne,ceqﬂy noficed increased Imritability or trouble thinking? ....... e brernesanacanarenaars OYes [ONo
3. Has daytime slecpiness affected your job performance or youremployment? ..........occvvuiaue OYes [ONo
4. DO YOU DAV CBIAPIEXY 2 . . o i ittt inen e eeinras eansneenartaereasmnacamnnn s raseraarsanns OYes [ONo

{Cataplexy is a brisf (saconds to minutes) episode of muscle weakness e.g. jaw drop,

amm or leg weakness and/or paralysis. When the ettack is over, the patient Is completely nor-
mal. Laughter, anger, athletic activity excitement are the usual facters that initiate aftack .,
of cataplexy.)
5. If you have cataplexy, please describe your symptoms.
8. Do you have episodes of waking up with your whole body paralyzed (sleep paralysis)? ......... ... OYes [ONo
7. Do you hear or see something in tha beginning or the last part of sleap that is
not real? (Hallucinations) .......... Ceeaenareiine verrneeaien Ceeeiniarianans Ceeeeaiersarenraas OYes [INo
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Medical History

1. Do you have difficulty bresthing trough the nose? ............. OYes [INo
fyes, aliday? [Yes [1No, only at night

2, Have you hexd:
a) Tonsillectomy andfor adenoidectomy? .......c.ovviveverrensinraneerernn.. [1Yes O No
b) Nasal or sInus SUrgery?.................oovevivrnnen.. vt reenae e, OYes [JNo
¢) Vocal cord surgery (polyp, nodules, Bte)? . ..ov i e ..OYes [ONo
d) Any neck operations? ....................... e ertieieee e ereraena DOYes ONo
3. Have you been treated forslespapnea? ........oooveveeeennnn. eereerrneed OYes [INo
Where: .

How: DOTracheostomy QUPPP [OCPAP [JDrugs 4

Did treatment improve: ([ Slespiness [ Snoring I:l Tiredness [0 Quality of sleep
Restless Leg Syndrome ' .
1. Do you have restiess or uncomfortable feslings in yourlegs? . .., ........ .. ....0OYes O No

2 Aretheseworgeatnight?................... vt Veeeireneanaaan OYes ONo
3. Are these feslings relieved by movement, even for a short period of time?.. .. ... . OYes ONo
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REVIEW OF SYSTEMS

General

1. Haveyou [Jlost [JGained weight in the past 12 moriths? If yes, how much?

2. Have you hatd Night SWEAIS? ... ittt irrenreieransrrmesrasoavsocsesenranaresisanecss O No

3. Doyousleepwithpets? .......... beevieeresirinnee N ettt naeaneeies FINo

Head, Eyes, Ears, Nose, Throat

1. Doyouhave headaches? ........ccacivenrarerornes e tameniarrasienniasaaoarantas vesss. [INO

2. Doyouhaveangsaldrainage? ..........covveeen e veisacenins sarnes Cretrreirieenarna O Ne

3. Do you sleep with pets? ......... et renernareaaneannans R ONo

4, Do you have;
Difficulty breathing through YoUr NOSE? . ... ci.ienririerioteieanrrersoactnsracoararasnns ONo
S0 Y0+ 1 O No
Sorethroat?......cocovviireenannnens f v et e eentaeaneneneaa st ey ... [JNo
3 o = T ONeo

Cardlac

1. Do you have chest pain or PressUT ... vuuseniierasrenananienas et deaeaeraarias .. ONo

D LR L T Y N Cerenrieanennuans O No

3. Do you have palpitations {such as skipped heartbexts or rapid heartbeats)?.......... veervess L1Na

Lungs (Pulmonary)

1. DOoyouOUgN? o.vitirniiriiaiice it iiiae it iiasrtrar s ananas cererieasrntaane ONo

2. Doyouwheeze?............. o s iee e onedntattaatase et aatannt et e [ONo

3. Doyougetshotofbreath? ...................ch, b a b benreartratasetererar e ra O Ne
Atrest? .ooiiivinnnnnnd, betbreteinanreraerraannt s eee e e e ar it . ENo
With stairs? .......... Ceveaiereiaes Ceriieaeerea Crvireiears beveereaaciae SR esernes. ONo
Canying groceries Or BAUMKIY? . ... .ot verrarieeeetrercncane st raraasnnsionenssssnsnsions ONo
With strenuous sffort? ............. Ceriieerecensas e teranriaahranatar naeattareaeaarnen CNo

A, DO YOU TRISE MUCOUS? ¢ . . o v vt eeascaaesaioerenatosasananssoratonstnsetsrnasoanses ees. CINO

pg 140f 16

[1Yes
OYes
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OvYes
CYes
O Yes
[1Yes
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Gastrointesfinal

1. Do you have an dificulty wWith Reambumn® .. vuuviierecrinrs ieeenrn ernnnrane e, [OJNa DOYes
2. Have you had any change in your usual bowel habits rsoemly such as oonsﬂpaﬁon. ~ diar
rhea or changes in shape, color, €107 .+ .ovvvirienerneiernnnnnnns, verrrensnnennneen . ONo OYes
3. Do you have difficulty with regurgitation of acid back into yourchestormouth? ............... [ONe OYss

Genitourinary

1. Do you have any difficulty passing your urine such as burning, blood, or poor stream? .......... ONo [Yes
2. If male, do you have difficuity with erections? . ......... Pt tasee st et s baraeteenns CONoe [Yes
3. If female, do you leak small amounts of urine with cough, Iaugh orsneeze? .................. ONo [OVYes
4. Doyouwakeuptourinate? ........... ......., Cebeverareanaas Chemrasratrrrannranaraen ONo [dYes

§. Compared to the past, your interest in sex Is...
[eboutthesame [alitleless [Imuchless [Onointerestat alf
6. How many times during the night do you go 1o the bathroom to urinate?
001 D23 034 O5o0rmore

Musculoskeietal _
1. Do you have pain or numbness in your hands, anms, legs, fest or back?

CONo OYes Where When
2. Do you get back pain?
: ONe QOYes Wheme When
3. Do you wake up with numbness o pain in your hands or ams?. ............c.veeernernenn.. ONe OYes
Neurologlcal
8 o L - . ONe DOYes
2. Do you have problems with bakance or coordinalion? ........c.ooviieieoitaicrn e rvnannaes ONo [Yes
3, Doyouhave shake ortremor? .o vee e i i ivircees et rsartarere n e aran ONo [OYes
4. Do you experience sudden muscular "weak knees" when you laugh, are angry or other emotional situations?

ONever ([JOccasionally [DFrequently [ Almost aiways
5. Has your vision temporarily blurred of "blacked-out" recemtiy? ......vnvineieiinanieinens . ONo [OYes
8. Are you more imritable than in the past?
ONo ([Ailttemore [Quiteabit [Alotmore
7. Do you experisnce depression? '
ONo [OAlttemore [JQuiteabit [JA lotmore
. Do you experience vivid dream-iike images while falling asteep or when awakening from sleep?
ONever [OOccasionally [OFrequently [JAmost ahways
9. Do you awaken from sieep or a nap with the feeling that you are unable to move or are paralyzed?
ONever [Occasionally [JFrequenily [JAlmost always

[+ Y]
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Please list any surgedesioperations that you have hed:

Type of Surgery

Data -

!

Comuments:

Place

Reeson for Surgery




