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Sleep Questionnaire for New Patient

N am e:____________________________ A ge:_____________________________

Date:_____________________________ Prim ary Physician___________________

1. Do you feelexcessively sleepy duringthe day? Yes_____N o_____

2. H as som eone told you that you snore? Yes_____N o_____

3. H as som eone told you that you stop breathingin Yes_____N o_____

yoursleep?

4 . Do you everwake up withachokingsensation? Yes_____N o_____

5. W hat tim e do you norm ally go to bed? ________________

6 . H owlongdoesit take you to go to sleep? ________________

7 . Do you wake upatnight? W hatwakes you up? Yes_____N o_____

8 . W hat tim e do you wake upin the m orning? ________________

9 . Did you everexperience an irresistible desire to fallasleep?Yes_____N o______

10. Did you everexperience inability to m ove one orboth

sides ofyourbody orlim bswhen you are about
to fallasleep orwake up from sleep? Yes_____N o_____

11.Did you everexperience weaknessin you lim bs,
bucklingofknees,saggingofthe jaworany other
unusualsym ptom s when you were happy and laughing
orsad orangry? Yes_____N o_____

12.Do you eversee orfeelthings thatare

not there when you are about to fall
asleep orwake up from sleep? Yes_____N o_____



13.Do you have aachy,crawlingsensation in your

legs,especially in the eveningsand bed tim e,
when you cannot sit stilland want to m ove your
feet orwalkaround? Yes_____N o_____

14 .H asanyone told you that you jerkand

twitchduringsleep? Yes_____N o_____

15 .H asanyone told you that you kick,yell,or

have violentactivities duringsleep? Yes_____N o_____

16 .Do you regularly nap duringthe day and if

so,howlong? Yes_____N o_____

___________________________________________

17 .Do you consum e alcoholregularly? Yes_____N o_____

18 .Do you drinkcaffeinated beverages suchas

coffee,Tea,C oke,Pepsi?Ifso,howm uch? Yes_____N o_____

Please listallm edicalconditions:

Please listallm edicationsincludingoverthe counterm edications:



Epworth Sleepiness Scale

Name:________________________ Age:________

Date:____________ Male/Female

H owlikely are you to doze offorfallasleepin the followingsituations,
in contrast to feelingjust tired?This refers to yourusualway oflife in
recent tim es.Even ifyou have not done som e ofthese things
recently,try to workouthow they would have affected you.Use the
followingscale to chose the most appropriate number foreach
situation:

0= would neverdoze
1= slight chance ofdozing
2= moderate chance ofdozing
3= high chance ofdozing

Situation Chance of dozing

Sittingand reading _______

W atchingTV _______

Sitting,inactive in apublicplace

(e.g.- m ovie theater,m eeting) _______

A s apassengerin acarforan hour

withoutabreak _______

Lyingdown to restin the afternoon

when circum stances perm it _______

Sittingand talkingto som eone _______

Sittingquietly afterlunchwithout

alcohol _______

In acar,while stopped forafewm inutes

in traffic _______

TotalScore:


