                  INITIAL SLEEP EVALUATION FORM:


Today’s Date: __________________    
Your First Name: _____________    Last Name: _____________      
Age: __________      Sex:       FORMCHECKBOX 
Male          FORMCHECKBOX 
Female         

Race:    FORMCHECKBOX 
White        FORMCHECKBOX 
Black    FORMCHECKBOX 
Hispanic    FORMCHECKBOX 
Asian          FORMCHECKBOX 
Other:______________
Marital Status:   FORMCHECKBOX 
Married       FORMCHECKBOX 
Single        FORMCHECKBOX 
Divorced    FORMCHECKBOX 
Separated     FORMCHECKBOX 
Widow/widower                    

Education: # of years attended school: _____ years.    FORMCHECKBOX 
High school grad.    FORMCHECKBOX 
College grad. 
Occupation: _____________________ FORMCHECKBOX 
Fulltime    FORMCHECKBOX 
Part-time       FORMCHECKBOX 
Retired       FORMCHECKBOX 
Disabled
Are you a shift-worker (work on other than traditional 8am-6pm hrs)?  FORMCHECKBOX 
No    FORMCHECKBOX 
Yes

Your usual work schedule: ________________________________________________
Your current main sleep complaints are:  

 FORMCHECKBOX 
Feeling sleepy most of the time     FORMCHECKBOX 
Snoring Loudly     

 FORMCHECKBOX 
Difficulty falling sleep                    FORMCHECKBOX 
Difficulty maintaining sleep        

 FORMCHECKBOX 
Other:   ______________________________________________________________ 
How often do your sleep-related problems occur per week? ____nights of week  
How long has this problem bothered you? _____months/years
Have you ever had any previous sleep evaluation in another place:   FORMCHECKBOX 
Yes   FORMCHECKBOX 
No 

Name of Hospital/Sleep Center:  ______________   Location:___________

Have you had sleep study?   FORMCHECKBOX 
No    FORMCHECKBOX 
Yes    if so approximate date:_______   _______    
Diagnosis:______________________________

Previous Treatment/recommendation:_____________________________________ _   

Please mark all your medical conditions:                          FORMCHECKBOX 
None
 FORMCHECKBOX 
High Blood Pressure                   FORMCHECKBOX 
Diabetes/ or High Blood Sugar          

 FORMCHECKBOX 
High Cholesterol                         FORMCHECKBOX 
Thyroid diseases      
 FORMCHECKBOX 
Heart failure (or CHF)               FORMCHECKBOX 
Previous heart attack

 FORMCHECKBOX 
Chest pains due to heart disease (Angina)

 FORMCHECKBOX 
Cardiac Arrhythmia            If known What Type? ______

 FORMCHECKBOX 
Stroke    if yes when? ______    Do you have any weakness:_____________
 FORMCHECKBOX 
Persistent Headaches                  FORMCHECKBOX 
Seizure/epilepsy
 FORMCHECKBOX 
Asthma                                         FORMCHECKBOX 
COPD (or emphysema)

 FORMCHECKBOX 
Reflux                                           FORMCHECKBOX 
Arthritis (joint pain)
 FORMCHECKBOX 
Sinus trouble                                FORMCHECKBOX 
Persistent congestion of nose 

 FORMCHECKBOX 
Cancer     type & location_____________    When diagnosed: _______
 FORMCHECKBOX 
Depression                                    FORMCHECKBOX 
Anxiety Disorder

 FORMCHECKBOX 
Schizophrenia                              FORMCHECKBOX 
Bipolar diseases
 FORMCHECKBOX 
Kidney diseases                           FORMCHECKBOX 
Previous blood clots in leg/lung
Please list your all other medical problems:___________________________________ ________________________________________________________________________

Sleep Related History 

-Do you Snore? ( FORMCHECKBOX 
No     FORMCHECKBOX 
light    FORMCHECKBOX 
moderate     FORMCHECKBOX 
loud     FORMCHECKBOX 
extreme loud     FORMCHECKBOX 
don’t know)

-If so for how many years?   ____ Years  
-Do you snore more in certain position? ( FORMCHECKBOX 
No    FORMCHECKBOX 
Sleeping on back   

 FORMCHECKBOX 
Sleeping face-down    FORMCHECKBOX 
Sleeping on side      FORMCHECKBOX 
Do not know)

-Did you have any change in weight over last 6months?  FORMCHECKBOX 
No    FORMCHECKBOX 
Yes 

- If yes did you:   FORMCHECKBOX 
Gain     FORMCHECKBOX 
Lost              How much?  ____   lbs
-Do you drive?       FORMCHECKBOX 
Yes      FORMCHECKBOX 
No

-Has your driving been effected by sleepiness?   FORMCHECKBOX 
No    FORMCHECKBOX 
mildly impaired 

  FORMCHECKBOX 
Significantly impaired   FORMCHECKBOX 
Only with long trips     FORMCHECKBOX 
infrequently
-Have you had automobile accidents due to sleepiness?   FORMCHECKBOX 
No    FORMCHECKBOX 
Yes 
Please rate yourself by circling the number 1-7 that best describes the degree or frequency that you are bothered by a particular complaint or problem.

	1
	2
	3
	4
	5
	6
	7

	None
	Very slight
	Slightly
	Moderate
	Major
	Great
	Very great

	Never
	Rare
	Seldom
	Occasionally
	Often
	Very often
	 Always


1 2 3 4 5 6 7   How often do you snore?

1 2 3 4 5 6 7   How often does your bed partner sleep separately due to your snoring?
1 2 3 4 5 6 7   How often has you bed partner noted that you stop breathing?

1 2 3 4 5 6 7   How often do you wake yourself up with snorts?

1 2 3 4 5 6 7   How often do you wake yourself up with breakthrough choking/gasping?
1 2 3 4 5 6 7   How often do you have dryness of throat on awakening?

1 2 3 4 5 6 7   How often do you suffer from headaches on awakening?

1 2 3 4 5 6 7   How often do you wake up with persistent shortness of breath?

1 2 3 4 5 6 7   How often do you feel really sleepy or groggy on awakening?

1 2 3 4 5 6 7   How often do you awaken feeling unrested even after adequate hours of sleep?

1 2 3 4 5 6 7   How often are you bothered by sleepiness?
1 2 3 4 5 6 7   How often do you fall sleep while driving?

1 2 3 4 5 6 7   How often do you fall asleep at work?

1 2 3 4 5 6 7   How often do you fall asleep during sedentary activities (church, theater, etc.)? 
1 2 3 4 5 6 7   How often do you feel completely paralyzed or struck when just falling asleep or waking up?
1 2 3 4 5 6 7   How often do you hallucinate people, voices, or sounds in the room when just falling asleep or when just awakening?
1 2 3 4 5 6 7   How often during the day do you have episodes of sudden muscular weakness when laughing, angry, or in other emotional situations? 
1 2 3 4 5 6 7   How often do you have very colorful and vivid dreams?

1 2 3 4 5 6 7   How often do you wake up screaming out loud?      

1 2 3 4 5 6 7   How often do you experience sleep walking?      

1 2 3 4 5 6 7   How often do you have unusual behaviors in your sleep? Circle the type of sleep behavior:   violence          eating        confusion        Nightmares
1 2 3 4 5 6 7   How often do you act out to your dreams? 
1 2 3 4 5 6 7   How often do you awaken with heartburn or stomach acid in the mouth?

1 2 3 4 5 6 7   How often do you grind your teeth while sleeping?

1 2 3 4 5 6 7   How often do you experience bed wetting?
1 2 3 4 5 6 7   How often are you troubled by irresistible urge to move legs in the evening /night? Circle the type of problem:  aching       crawling       creepy    restlessness
1 2 3 4 5 6 7   How often has a bed partner noted that your legs kick or twitch during sleep?

1 2 3 4 5 6 7   How often do you have problem with attention and concentration? 

1 2 3 4 5 6 7   How often do you have problem with memory?
1 2 3 4 5 6 7   How often do you feel irritable?

1 2 3 4 5 6 7   How often do you feel depressed?

1 2 3 4 5 6 7   How often do experience generalized Anxiety?

1 2 3 4 5 6 7   How often do experience claustrophobia (fear of being in tight place)?

1 2 3 4 5 6 7   How great a problem do you have getting to sleep?

1 2 3 4 5 6 7   How often do you wake up and have trouble falling back sleep?
Epworth Sleepiness Scale:

In contrast to just feeling tired, how likely are you to doze off or fall asleep in the following situations? If you have not done some of these things recently, try to work out how they would have affected you.  Use the following scale to choose the most appropriate number for each situation:

	0
	1
	2
	3

	Never 
	Slight chance
	Moderate chance
	High chance 


Sitting & reading                                                                        ________

Watching TV                                                                              ________

Sitting inactive in a public place (i.e theatre)                              ________

As a passenger in a car for an hour without a break                   ________

Lying down to rest in the afternoon                                            ________

Sitting & talking to someone                                                      ________

Sitting quietly after lunch without alcohol                                 ________                            

In a car, while stopping for a few minutes in traffic                   ________      total score:________

Sleep Habits:     

Do you have a bed partner (sharing bed)?    FORMCHECKBOX 
No     FORMCHECKBOX 
Occasionally     FORMCHECKBOX 
Always 
Do you have a regular sleep schedule?    FORMCHECKBOX 
Yes   or    FORMCHECKBOX 
No
What time do you usually go to bed?   Weekdays?____pm/am        Weekends?___pm/am

How long does it take you to fall asleep after you have all lights out?   _____minutes

What time do you usually get up?  Weekdays?_____pm/am      Weekends?___ _pm/am

How many times do you wake up while sleeping? ____times     

What is the reason you usually wake up?   FORMCHECKBOX 
Unknown   FORMCHECKBOX 
other:___________________

What do you do when you wake up during the night?  FORMCHECKBOX 
Stay in bed   FORMCHECKBOX 
Watch TV    FORMCHECKBOX 
Read    FORMCHECKBOX 
Smoking   FORMCHECKBOX 
Eating      FORMCHECKBOX 
Drinking Coffee  other:_________________________
Do you sleep with the computer, TV or Radio in your bedroom?   FORMCHECKBOX 
Yes     FORMCHECKBOX 
No    

Do you take naps during day?   FORMCHECKBOX 
No    FORMCHECKBOX 
 If yes how often?____times/day.  

For how many minutes do you nap?____min.   What time?________

Do you feel refreshed after a short (10-15min) nap?      FORMCHECKBOX 
Yes     FORMCHECKBOX 
No  
Do you fall asleep easier in other places than in your bed?  FORMCHECKBOX 
 No    FORMCHECKBOX 
Yes, if so where?_________
Are you afraid of going to sleep?     FORMCHECKBOX 
 No    FORMCHECKBOX 
Yes
Do you have thoughts racing through your mind at bedtime?    FORMCHECKBOX 
 No    FORMCHECKBOX 
Yes
Do you have any complaints related to your bedroom environment?   FORMCHECKBOX 
No    FORMCHECKBOX 
Yes 

if so please circle :   FORMCHECKBOX 
Noise     FORMCHECKBOX 
Uncomfortable bed    FORMCHECKBOX 
Light    FORMCHECKBOX 
Bed partner related   FORMCHECKBOX 
Child   
  FORMCHECKBOX 
Too hot    FORMCHECKBOX 
Too Cold    FORMCHECKBOX 
Pain    FORMCHECKBOX 
Pet    FORMCHECKBOX 
Other: _____________________________

Habits:    

Have you been Smoker?    FORMCHECKBOX 
No         FORMCHECKBOX 
Yes   
How many packs per day in average? ___packs.  For how many years? ______ years    
Have you quit smoking?     FORMCHECKBOX 
No          FORMCHECKBOX 
Yes     How many years ago? _______
Do you drink alcohol?  FORMCHECKBOX 
No   FORMCHECKBOX 
Yes, if so how many drink per weeks?____
Do you use any illicit drug?  FORMCHECKBOX 
No     FORMCHECKBOX 
Yes->if yes what kind, how often?____________
Coffee: How many cups per day?___ cups . What time is your last drink prior to sleep? ___am/pm
Chocolate:  How often per week?___ days      How many bars per week?____bars
Tea or Ice tea: How many cups per day? ___cups . What time is your last drink prior to sleep? ___am/pm 
COKE or other caffeinated soda: How many cans per day?___cans . What time is your last drink prior to sleep? ___am/pm
Do you do any exercise?    FORMCHECKBOX 
No     FORMCHECKBOX 
Yes->if yes what kind?_______     How ofter?  ____  times  per week for ____hours.                What time usually?  _____am/pm
Other Medical History & Review of Systems:  
Please circle all of the symptoms you have recently experienced:
General/skin/hematology:   fatigue     fever          chills        night sweats     anemia       rash
Head/eye/ears/nose:    dizziness   double-vision      sinusitis      nasal congestion    
             broken nose(in past)           sneezing/runny nose       itchy eyes    nose-bleed
Do you have seasonal allergies?  FORMCHECKBOX 
No    FORMCHECKBOX 
Spring    FORMCHECKBOX 
Fall    FORMCHECKBOX 
Spring & fall     FORMCHECKBOX 
Continuous    FORMCHECKBOX 
Infrequent

Neck:    enlarged gland        goiter/thyroid
Lungs:   short of breath at rest/exercise     Wheezing         cough         blood in sputum      
               Sputum production (if yes what color:______  )   
Heart:   Chest pain   Palpitations      swollen feet/ankles       night-time urination

Gastrointestinal:            pain      cramps    diarrhea     nausea          difficulty swallowing
Genitourinary:      frequent urination        night-time urination         sexual dysfunction
Neuro/psychiatric:     major head injury      seizures       meningitis/encephalitis     migraines
                                      Dizziness        neuropathy(numbness in legs/hands)       tremor
Have you ever been treated for depression?   FORMCHECKBOX 
No    FORMCHECKBOX 
Yes   When? ______

Have you experienced any panic attacks?  FORMCHECKBOX 
No    FORMCHECKBOX 
Sleep-Related    FORMCHECKBOX 
Awake Only  

  FORMCHECKBOX 
Asleep & awake)

Musculoskeletal:     muscle weakness           joint pain        
Endocrine:        heavy menstrual bleeding            menopause               hot flushes      

Do you have any Family History of Sleep disorder?   FORMCHECKBOX 
No    FORMCHECKBOX 
if yes what kind?    Obstructive sleep apnea      Narcolepsy       Restless leg Syndrome (RLS) or PLM

Other:______       
Do you have any known allergies to any medication?  FORMCHECKBOX 
No  FORMCHECKBOX 
 If yes:_____________

Surgical History

Did you have your tonsils removed?  FORMCHECKBOX 
No       FORMCHECKBOX 
Yes , if so what  Age:______

Do you have dentures?   FORMCHECKBOX 
No     FORMCHECKBOX 
upper teeth     FORMCHECKBOX 
Lower teeth     FORMCHECKBOX 
both upper & lower

Other: _________________________________________________________________

MEDICATIONS:                              
__________________            ______________________          ____________________

__________________            ______________________          ____________________

__________________            ______________________          ____________________

__________________            ______________________          ____________________
__________________            ______________________          ____________________
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