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Sleep Disorders Questionnaire

NAME: DATE

AGE: RACE: SEX: HANDEDNESS R L
HEIGHT: WEIGHT: Ibs COLLAR SIZE (MEN)
OCCUPATION:

REFERRING PHYSICIAN:

1. What is the main reason for this sleep disordeakiation? (That is, what is your
primary complaint?)

2. How long has this been a problem? months / years.

3. Have there been a sleep problem diagnosed in tH& past yes no
If yes,
a)Where?

b)What was the problem?

c)What treatment(s) and did they help?




EXCESSIVE SLEEPINESS

1. Do you feel excessively tired or sleepy in the dayttme yes no

If yes, how long has this been occurring? Shyeaits

2. Do you feel that your tiredness or sleepinesseasuatrof poor quality nighttime
sleep? vyes no

3. Do you fall asleep unintentionally while: (circleshaccurate)

Reading never occasignall frequently always
Watching TV never occasionally frequently always
Conversation never occasignall frequently always
Meals never ocoaalily frequently always
Work never occasibn frequently always
Driving never occasidyal  frequently always

THE EPWORTH SLEEPINESS SCALE

How likely are you to doze off or fall asein the following situations, in contrast
to just feeling tired? This refers to your usual wayfefil recent times. Even if you
have not done some of these things recently, tryotdkwut how they would have
affected you.

Use the following scale and circle the most appropmatmber for the situation.
0 = would never doze

1 = slight chance of dozing

2 = moderate chance of dozing

3 = high chance of dozing

Situation Chance of Dozing
Sitting and reading 0 1 2 3
Watching TV 0 1 2 3
Sitting, inactive, in a public place (theater, meetetg,) | O 1 2 3
As a passenger in a car for an hour without a break 01 2 3
Lying down in the afternoon when circumstances perfmit 0 1 2 3
Sitting and talking to someone 0 1 2 3
In a car, while stopped for a few minutes in traffic 0 1 2 3
Sitting quietly after lunchvithout alcohol 0 1 2 3

4. Ever had an accident or near-miss because of falllegp while driving? yes no

If yes, describe:

5. Have you ever felt a sudden muscle weakness whelayghed, got angry, surprised,
or while having sex? yes no

If yes, describe:




6. Have you ever been unable to move your body just as yaufalemg asleep or
waking up? yes no

If yes, describe:

7. Have you ever had any visual hallucinations or exceplyoviald dreams just as you
were falling asleep or waking up? yes no

If yes, describe:

8. Do you snore? (circle one) don’t know neveccasionally frequently always
Please circle “loudness” rating below:

Your rating 0123456789 10 yleand/ disturbing)

9. With your snoring, do you have any episodes of:

Choking yes no
Episodes of stopping breathing yes no
Awakenings yes no

Anyone ever noted that you stop breathing during sleep?yes no

10. Does position affect your snoring? yes no
If yes, in which position do you snore most loudly?ircle one)
back  right side left side stomach other

What is your preferred sleeping position? Baelt side right side stomach

11. Do you awaken with:

Headaches Palpitations Dry mouth
Foggyheadedness Indigestion Sore throat
Confusion Sweating

12. Have you gained weight over past several montheassy yes no
how many pounds? , over what period of time?

13. Do you feel sleepiness is associated with weight gain? yes no

14. Have you attempted to diet? yes no

15. Do you exercise regularly? yes no

16.What does your partner say about you;
Snore loudly? never rarely sometimes often always
Loudness rating; 0132456 78 9 10 (veryloud/ disturbing)
Snores in all positions? nevarely sometimes often always
Does that snoring keep you awake? verngarely sometimes often always

Have you ever noted breath-holding? even rarely sometimes often always

Snoring forces one of you out of the room?enevarely sometimes often always



SLEEP SCHEDULE /HYGIENE / ENVIRONMENT

1. What time do you usually go to bed on weekdays or daygdbavork?  am/pm
2. What time do you usually get up on week days or dayydlatvork?  am/pm
3. What time do you usually go to bed on weekends or days yoivemk? ~ am/pm
4. What time do you usually get up on weekends or days ycuwdork?  am/pm
5. Do you keep a fairly regular sleep/wake schedule? nges
6. Do you feel refreshed after your usual night of sleep? yes no
7. Do you nap during the day? yes no
If yes, how many napsaday?  perworkday  per weekend day
Average length of a nap? minutes/hours
8. Are you refreshed by your naps? yes no
9. Do you read in bed? yes no
10. Do you watch TV in bed? yes no
11. Do you write in bed? yes no
12. Do you eat in bed? yes no
13. Do you have arguments or worry in bed yes no
14. Is your bed comfortable? yes no
15. Is your bedroom quiet, dark and a comfortable tempefatuyes no
16. Do you currently do shift or night work? yeso
If yes, what hours do you work?
17. If you could set your own schedule; what time would yotodued? am/pm
what time would you get up? am/pm
INSOM NIA

Answer the following questions assuming “night” means yoyonseep time.

1.
2.
3.

Do you often have trouble getting to sleep at night? nges
What is the average number of minutes it takes tadédkep at night?

Do you often have awakenings at night? yes no
If yes, how many times per night (average)?
If yes, why do you awaken?

Do you have long periods of being awake and are unable bageto sleep?
yes no
If yes, how long are these periods of wakefulness \aldeled together?

Are you bothered by waking too early with inability tth feck to sleep?
yes no
If yes, what is the average number of nights per week?



6. How many nights a week do you have sleep problems?
7. Do you frequently check the clock when you are unalfigltasleep? yes no
8. Over the past one month, please estimate tleiok:
a) your average total time asleep per night
b) your maximum amount of sleep (your best night)
¢) your minimum amount of sleep (your worst night)
9. Do you do anything to help you fall sleep? YESB
If yes, what do you do? (circle all that apply)
relaxation exercises  counting  hot battelaxing music  white noise machine
read watchTV earplugs have a snadkink alcohol
non-prescription medication, herbs / holisticstabces?
Please list
MOVEMENT
1. Are your bed covers extremely messy when you wake up? yes no
2. Do awaken yourself by kicking your legs during the night? yes no
3. Bed partner complains of your legs kicking during the Right yes no
4. Do your legs get a sense of restless discomfortiigg@lto move? yes no
If yes; is it worsened by inactivity suchyad or sitting? yes no
does movement, walking or stretching reli€¥e yes no
is it worse in the evening or at bedtime? yes no

PARASOMNIAS

1. Do you currently have nightmares? yes no
If yes, how frequently? & when did thginBe
Did anything happen in your life that may haveipitated the nightmares?yesno
Explain:
2. Do you wake from sleep feeling very scared without amab reason?
syeno
If yes, how frequently?
How long do they last?
Are these episodes associated with: sweating es np
rapid heart beat yes no
Do you flail your arms, or kick your legs, or have othietent movements with
these episodes? yes no
Do you recall any dream or fragments of the dream giegean episode?
yes no
If yes, describe:
Are you confused during these episodes? yes no

Do you remember these episodes in the morning? nges



3. Do you ever grind or clinch your teeth at night? es yo

4. Did you wet your bed as a child? yes no
If yes, for how many years?

5. Have you ever wet your bed as an adult? ges n
6. Have you ever been told that you sleepwalk? in tee-pges no Recently-- yes no

7. Have you been told you seem to act out dreams insjeep? yes no

PERSONAL HABITS, MEDICAL & PSYCHOLOGICAL HISTORY

1. Do you currently have, or have you ever been diaghasth:

High blood pressure yes no Stroke ye n
Heart attack yes no Congestive hedtire yes no
Asthma yes 0 n COPD/Emphysema yes no
Seizures yes no Head trauma yes no
Kidney disease yes no Meningitis yes no
Diabetes yes no Thyroid disease  yes no
Arthritis yes no Panic/Anxiety yes no
Parkinsons Dz yes no Depression yeso0
Other

MEDICATIONS

2. Please list below the name and dose of all mediatiou are taking and state how
often and for what reason you are take each bryeu take no medications write
N/A.
NAME DOSE HOW OFTEN REASON

3. Do you use oxygen? yes no Do you haveenm®r? yes no

4. Do you any allergies to medications? yes no
If yes, which ones:

5. Do you have any other allergies? yes no
List them:




[o2]

. Do you feel depressed? never rarely occasionfaflguently always
If you answered frequently or always pleas@@it our BDI-1l questionnaire

\‘

. Have you had a personality change? yes no
If yes, describe:

8. Have you ever seen a psychiatrist, psychologahptype of counselor?

In the past? yes/no Currently? yes/ no
9. Cigarette Smoking; Currently? yes n Inthe past? yes no
If yes, give an estimate of average packs of cigaelgy and years of smoking
packs/day for years
10. Do you currently use other forms of tobacco? yes no

Circle any that you use: cigars pipe chewing tobacco

11. Please fill in chart below for caffeine containgrgks only:

caffeinated coffee cups/day
caffeinated tea cups/day
caffeinated soft drinks cans/day

12. Do you currently smoke marijuana or take any other mattedng drugs? yes no
13. Do you currently drink alcohol? yes

If yes, on the average, how many drinks on weekdays?
on weekends days?
FAMILY SLEEP HISTORY

1. Do other members of your immediate family snore? yes no
2. Do any members of your immediate family have sleepa®n yes no
If yes, who:

3. Immediate family members with other sleep disorders? yes no
If yes, who & what disorder

4. Have there been crib deaths (sudden infant death syndroyaair family? yes no
If yes, explain:

OPTIONAL

To better serve this community with information ogegl disorders and their treatments
we would like to know how you heard about us: (Please ircle

Doctor Phone book Newspaper Radio Televisiénend or Family member

Other

Thank you for your cooperation filling out this questionnaiPdease be assured that this
information is confidential.




