m@ SLEEP QUESTIONNAIRE

SLEEP WAKE CENTER | Appt Date: / /
Patient Name: Date of Birth: / / Sex: Age:
Primary Care Physician: Referring Physician:

Please select all boxes that correspond to symptoms you experience.

Primary Sleep Concerns

Please describe the reason for your visit today:

How long have you had the above issue(s)?

Prior Sleep Disorder Diagnoses/Studies

Please list any sleep disorders you have previously been diagnosed with. Include dates and names of
provider(s)/facility who did the diagnosis.

Prior Sleep Studies (please indicate Type of Sleep Study, Facility/Provider, and Date (MM/YY) of study)

Current therapy (if applicable): 1 CPAP (1 Bi-level (Settings: ) Dental device use? Yes U No

Sleep Pattern

Typical bedtime: Weekdays: Weekends:

How long does it take to fall asleep? hrs mins

Wake-up time: Weekdays: Weekends:

Approximately how many hours do you sleep per night? hrs

Number of Awakenings per night: Time taken to fall back asleep: mins

Sleep Apnea Symptoms
I Snoring [0 Woken up by my own snoring [0 Others have told me that | stop breathing while I’'m asleep

[0 Night sweats [0 Wake up gasping/choking 0 Waking up to urinate [ Teeth grinding during the night

O Dry mouth inthe morning [0 Morning headaches [ still feel tired in the morning O Jaw pain in the morning

Daytime Symptoms

1 Excessive daytime drowsiness [ Brain Fog O Difficulty Concentrating U Uncontrollable sleep urges

[0 Naps (___ per day) [J Fallen asleep while driving [0 Poor school/work performance due to sleepiness
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Insomnia Symptoms
I Trouble falling asleep [0 Racing thoughts at bedtime [ Trouble staying asleep
U Frequent night awakenings [ Difficulty returning to sleep

Restless Leg Syndrome (RLS)/Periodic Limb Movements of Sleep Symptoms

I Crawling/tingling sensation in legs before sleep [ Unable to keep legs still before sleep [ Leg restlessness at night
O Symptoms relieved by movement U Partner notices frequent kicking/leg movements during sleep

Orexin-Related Symptoms

[ Sudden muscle weakness with emotions [ISleep paralysis [0 Hallucinations when falling asleep/waking
1 Dreaming during naps

Parasomnias

[ Acting out dreams O Frequent nightmares [ Sleep talking [ Sleepwalking as an adult

Epworth Sleepiness Scale

How likely are you to doze off or fall asleep in the following situations, in contrast to feeling just tired?
Use the following scale and indicate the most appropriate number for each situation.

Chance of Dozing:
0 =Would neverdoze 1 =Slightchance 2= Moderatechance 3 =Highchance

Situation Chance of Dozing

1. SittiNg AN FEAAING .....unmeieeiieiieiie ettt ree e e er e ee s s ereree e ee s nas

2. WatChiNE TV.. it ere et s se s se e s sse s e s eeeaaasssesananasaaanan

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

4. Asapassengerin a carforan hourwithoutabreak........ccooeoveiiiiiiiiiiiiiiiniieneee.

5. Lying down to rest in the afternoon when circumstances permit...........cccccce........

6. Sitting and talking With SOMEONE........veieeircreeer et eeeereeeeereee e enee e e eaeae

7. Sitting quietly after lunch without alCohOL.........ccceeeriieiiieririiriiiieieeeeeee

8. Ina car, while stopped for a few minutes in traffiC..........ceeveeeeeeieeeeiiniiieiircnieennnen,

TOTAL (Range of 0 to 24)
Social and Lifestyle Information
Who do you live with? What do you do for work?
Alcoholuse: C0INo [OYes-__ drinks per Nicotine use: [0 No [ Yes - per
No. of frequency No. of frequency

Caffeineintake: [ONo [Yes-Typeofcaffeine:_____ Frequency: per

Recreational Drugs (including Marijuana): [ No [ Yes - indicate type/frequency:

Family History of Sleep Disorders
Please indicate any known sleep disorders in your family, to the best of your knowledge (e.g. OSA, narcolepsy,
RLS, insomnia, etc.)
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