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Please provide the following information:

Name: Date:
Age: Birth Date: Weight: Height: BMI

Instructions: The following questions will help us understand any sleep problems you may have. Please answer all of
the questions to the best of your ability. For some questions, you should circle YES if the item is true for you or NO if
the item does not apply to you. For other questions, a space is provided for you to write a number, such as how many
minutes it takes you to fall asleep. For all questions, give an answer that is the closest to the truth, as you know it. For
some questions, you may have to ask someone who has seen you sleep; if no one has seen you sleep, write DK (don’t
know).

1. What is your primary sleep problem?

How long have you had that problem? No. Years; No. Months; No. Weeks
2. What is your marital status? ..................ceiiiiennnn. Married Single Divorced Separated
3. Do youhave Children? ... ... ..o e e e e YES NO

If YES, what are their ges? .......o.oiiniitiii e

4. At what time do you usually turn out the lights to go to sleep?
At what time do you usually wake up for the next day?
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Are you sleepy during the day?. ... ..ot YES NO
Do you often fall asleep at inappropriate times or places during the day because you are not getting enough

] 1STC] 3 YES NO
Do you often have trouble functioning during the day because you are not getting enough sleep?.............. YES NO

* Have trouble waking up, or wake up feeling unrefreshed? ....................................................... YES NO
*  Fall asleep involuntarily during the day, but only when somewhat unstimulated?............................ YES NO
If YES, check each example that applies to you: While watching TV. ; while reading a book ;

while a passenger in a car ; while in a traffic jam
*  Fall asleep involuntarily during the day, even when doing something 1mportant or stimulating?........... YES NO

If YES, check each example that applies to you: While driving ; while doing your work ;

while talking to others
*  Have trouble functioning during the day?............oiiiiiiiii e YES NO
Do your ever sleep 9 or more hours and still wake up unrefreshed?...............coooiiiiiiiiii YES NO
LD T 0 3 0 T ) (P YES NO
If YES: How loudly?............ SOFTLY MODERATELY __ LOUDLY ___ VERY LOUDLY

Do you wake others with your snorlng? ........................................................................ YES NO

Do you gasp or SNOrt When YOU SIEeP?. .. .. .inuieiit ettt et et YES NO
Do you Moan When YOU SIEeP?. .. ....iuit ittt e e e YES NO
Have you ever awakened with a choking or smothering sensation?......... ......coovviiiiiiiiiiiiiiine e, YES NO

Do you awaken in the mornings with a headache?..............c.o i, YES NO
IEYES: HOW Often? .o e

Does it often take you longer to fall asleep because your legs feel restless or odd in bed?...................... YES NO

If YES: Does moving your legs in bed, or getting up and moving around help you fall asleep?............. YES NO

How many nights per month do your legs feel this way?...........c.oooiiiiiiiiiiiiiiiiii . YES NO

Do you often wake up from a sound sleep repeatedly because your legs jerk?.............cooovviiiiiiiniinnn.... YES NO

If YES: Are your leg movements frequent and regular?..............oooiiiiiiiiiiiiiiiiiiiiiin e YES NO
How many nights per month does this happen?..............cooiiiiiiii

Do you have sleep attacks in which you suddenly and uncontrollably fall asleep?..............c...cciiiinne YES NO
If YES: How many minutes do you sleep (nap) when you have such an attack?............................ ...

Do you awaken from your nap feehng refreshed?.. ... YES NO

When you are startled, emotional, excited, or happy do you often experience extreme weakness (for example,
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When you are startled, emotional, excited or happy do you often collapse or fall?........................... YES NO

If YES: Are you still aware of your Surroundings?...........c.ooueuiiriititientiiie e eeeaeeeaeannns YES NO

As you fall asleep or wake up, do you often see things that are not there?................c.cocooviiiiiiin. YES NO

If YES: Are the things you see very clear and realistiC?...........cooeiiiiiiiiiiiiiiiiii e YES NO
How many times each month does this happen?...............cooiiiiiiiiiiiiiii e, .

As you fall asleep or wake up, do you often feel unable to move (paralyzed)?..........c...cooeviiiiiiiiiiinnn.n. YES NO
If YES: How many times each month?........ ... i e,
How many nights have nightmares awakened you in the last month?..................cooii i,
If ANY: How intense are they? (1=Mild, 2= Frightening, 3=Terrifying)................ccceciiiiiiiiininnn

Do you often move violently during your sleep while dreaming, and sometimes even hurt yourself or your partner by

How often is your sleep problem caused or made worse by physical discomfort or pain? (check one):
Never Rarely Sometimes Often Most or All of the Time
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If YES: How many nights per
IONENT. ..o s

Do you often work at home after 8 pm?2...... ..o oo YES NO
If YES: How many nights per WeeK?. ... ..o.uiuiiei ittt et et e e e
Do you deliberately sleep less in order to do other things?...........coiuiiiiiiiiiiiiii e YES NO
If YES: How many nights per WeeK?. .. ....ouiniieit ittt eeaeeaeeens .
How many hours per night?. ... ..o e e
On weekends or your days off, do you often sleep more than 1 hour later than your usual wake up time?
............................................................................................................................ YES NO
Do you often go to bed earlier to make up for lost or unrefreshing sleep?.............ccooveiiiiiiiiiiiiiinnan. ... YES NO
Do you often wake up later to make up for lost or unrefreshing sleep?...............oooviiiiiiiiiiiii i, YES NO
DO Y OU tAKE NAPS . .ottt ettt ettt et et ettt e e et e et e e e et e e YES NO
If YES: How many times each week do you take naps?...........o.oiiiiiiiiiiiiiiiiiiiiei e,
How many minutes are your naps, 0N @VEIaZE? .. ... .uuueutuiueneretieenenenenetetaeaeeneenenans
Do you awaken from your naps refreshed?.............cooiiiiiiiiiiii YES NO
Do you have dreams during your NaPS?.......o.uenieniiitt it e YES NO
Do you often lose sleep because your bed partner disturbs you at night?................oooiiiiiiiiiiiiin i, YES NO
Is your sleep often disturbed by environmental factors, such as traffic, neighbors of family members? ....... YES NO
Do you often lose sleep because your bedroom is not dark enough at night?.........................o. YES NO
Do you often lose sleep because your bedroom temperature is not comfortable enough at night?............... YES NO
Do you usually sleep better when you sleep away from home?..............coooiiiiiiiiiiiiiiii e, YES NO
When you try to sleep, does worrying or problem solving often keep you awake?...................coceovinnn. YES NO
Do you often worry, in bed, about getting enough sleep to function the next day?...................coooeieininin YES NO
Do you often get frustrated and angry, in bed, about not getting to sleep?.............cccoevviiiiiiiiiiiinin.... YES NO
Do you worry t00 much in general?............oiiiiiiiii e e YES NO
When you try to go to sleep does your mind race with many thoughts? ...............c.cocoiiiiiiiiiii . YES NO
Have you been under noteworthy stress recently?....... ..ot YES NO
Check if you are currently diagnosed with: depression an anxiety disorder
Have you recently taken any prescription or over-the-counter medication for sleep problems?.................. YES NO
If YES: How many nights a week do you usually take this medication?................c.oooveiiiinininnn.
How many months have you been taking this medication?.................coiiiiiiiiiiiiiinnannnn
Do you take any medications that contain caffeine or other stimulants, such as allergy medications, nasal
decongestants, Or Pain KIlLErS?. ... .. .ot e e e YES NO

Please list all prescription and over-the-counter medications you are now taking, and what each is for:



MEDICATION CONDITION MEDICATION CONDITION

63. Please list any medications you have recently stopped taking, and what each was for:

MEDICATION CONDITION MEDICATION CONDITION

Epworth Sleepiness Scale

The Epworth Sleepiness Scale is used to determine the level of daytime sleepiness. Use the following scale to choose the
most appropriate number for each situation:

0 = would never doze or sleep.

1 = slight chance of dozing or sleeping

2 = moderate chance of dozing or sleeping
3 = high chance of dozing or sleeping

Print out this test, fill in your answers and see where you stand.
Situation Chance of Dozing or Sleeping

Sitting and reading _

Watching TV

Sitting inactive in a public place

Being a passenger in a motor vehicle for an

hour or more -

Lying down in the afternoon

Sitting and talking to someone

Sitting quietly after lunch (no alcohol)
Stopped for a few minutes in traffic
while driving —
Total score (add the scores up)

(This is your Epworth score) B

You may write any additional information that you think could be helpful in the space below:




