SLEEP CLINIC PATIENT QUESTIONNAIRE
Name: _____________________________________________
The following table contains symptoms, risk factors, behaviors and other items associated with sleep problems. Check all that apply, even if something occurs only once in a while. If you have a bed-partner or there is someone who has observed your sleep, ask that person to help you complete this form.
	SLEEP APNEA
	(
	INSOMNIA
	(
	PARASOMNIAS
	(

	Snoring
	
	Difficulty falling asleep
	
	Sleep walking
	

	Reflux during sleep
	
	Difficulty staying asleep
	
	Sleep talking
	

	Gasping/choking
	
	Waking too early
	
	Sleep terrors
	

	Coughing
	
	Non-refreshing sleep
	
	Sleep eating
	

	Stops breathing
	
	Restless sleep
	
	Whole body jerks before

just before falling asleep
	

	Wakes with headache
	
	Not getting enough sleep
	
	
	

	Wakes with dry mouth
	
	Irregular sleep schedule
	
	Body rocking before

falling asleep
	

	Mouth breathing
	
	Mind racing
	
	
	

	Nasal congestion
	
	Travel- time zones
	
	Disturbing and/or

frequent dreaming
	

	Restless sleep
	
	Pain or discomfort
	
	
	

	Non-refreshing sleep
	
	Depression
	
	Acting out dreams
	

	Overweight
	
	Anxiety
	
	Very restless sleep
	

	Recent weight gain
	
	Job stress
	
	Teeth grinding
	

	Postmenopausal
	
	Relationship problems
	
	
	

	High blood pressure
	
	Shift work
	
	DAYTIME PROBLEMS
	(

	Diabetes
	
	
	
	Sleepiness
	

	Atrial fibrillation
	
	RESTLESS LEGS
	(
	Fatigue
	

	Coronary artery disease
	
	Urge to move legs when

trying to sleep
	
	Irritable / moody
	

	Age 65 or older
	
	
	
	Difficulty concentrating
	

	Stroke
	
	Tingling or crawly feeling

in the legs
	
	Inattentiveness
	

	Family member with 

sleep apnea
	
	
	
	Memory problems
	

	
	
	Urge to move is worse

when seated / lying
	
	Dozing off unintentionally
	

	Previous sleep study
	
	
	
	Napping on purpose
	

	Current CPAP use
	
	Moving legs helps relieve

discomfort
	
	Sleepy while driving
	

	Previous CPAP use
	
	
	
	Accident due to sleepiness
	

	Current oral appliance use
	
	Symptoms worse in the

evening or at bedtime
	
	Dozing off at work
	

	
	
	
	
	Dozing off at school
	

	
	
	
	
	Previous sleep study
	

	
	
	
	
	
	


Epworth Sleepiness Scale
How likely are you to doze off or fall asleep in the following situations, in contrast to just feeling tired. This refers to your usually way of life in recent times. Even if you have not done some of these during the past week, estimate how likely you would be to doze off or fall asleep in these situations. Use the following scale to choose the most appropriate number for each situation.

0=would never dose; 1=slight chance of dozing; 2=moderate chance of dozing; 3=high chance of dozing

Sitting and reading…………………………………………………………….
_____
Watching TV…………………………………………………………………….
_____
Sitting, inactive in a public place (e.g. a theatre or meeting)…………
_____

As a passenger in a car for an hour without a break…………………
_____

Lying down to rest in the afternoon when circumstances permit……
_____

Sitting and talking to someone……………………………………………
_____

Sitting quietly after lunch without alcohol………………………………
_____

In a car, while stopped for a few minutes in traffic……………………
_____

TOTAL SCORE ……………………………………………………………….
_____
