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Sleep Questionnaire
Please complete the following questionnaire, answering to the best of your ability.
	First Name:
	Last Name:
	Date:

	DOB:
	Sex:        Female    Male  
	Referring Doctor: 

	BMI:
	Neck Circumference:



Why were you referred to the Sleep Specialist? (Check all that apply)
	· Bruxism (grinding of teeth)
	· Circadian Rhythm disorder
	· Delayed sleep phase syndrome

	· Excessive daytime sleepiness
	· Insomnia
	· Narcolepsy

	· Obstructive sleep apnea
	· Periodic limb movements of Sleep
	· REM sleep behavioral disorder

	· Restless leg syndrome
	· Shift work disorder
	· Sleep talking

	· Sleep Walking
	· Snoring
	· Other:



Previous Evaluation:
	Have you ever been evaluated for a sleep problem before? (Home sleep test, sleep study, etc.)
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 Yes (If so, when and where) ______________________________
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 No
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Sleep Questions:

	1. Have you ever been evaluated for a sleep problem?              
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  Yes                       
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 No
2. How long have you had sleep problems?___________________________________________________
3. How much difficulty do you have falling asleep?_____________________________________________
4. What time do you usually go to bed on weekdays?______________. On weekends?_________________
5. What time do you wake up on weekdays?_____________________. On weekends?_________________
6. Do you have a job that involves shift work or night work?    
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  Yes                       
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 No

If so, what are your hours?_____________________
7. How long does it take you to fall asleep?____________________________________________________
8. How many hours of sleep do you get on an average night?______________________________________
9. Do you have difficulty awakening in the morning?                
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  Yes                       
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 No
10. Are you ever unable to physically move when you are awakening? (paralyzed)      
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  Yes                 
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 No
11. Do you awaken with morning headaches?                               
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  Yes                       
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 No
12. Do you awaken with dry mouth?                                             
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  Yes                       
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 No



Night Awakening:
	
How many times do you awaken during the night?____________________________________________________

What makes you wake up?_______________________________________________________________________

How long does it take you to fall back to sleep?______________________________________________________
Do you drive?                                                            
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  Yes                       
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 No
Have you ever fallen asleep while driving?              
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  Yes                       
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 No


Daytime:
	
Do you have a problem with daytime sleepiness?                     
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  Yes                       
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 No
No matter how much you sleep do you still feel tired?              
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  Yes                       
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 No



Naps:
	
How many days during the week do you take naps?___________________________________________________

How long are the naps?__________________________________________________________________________

At what times do you take your naps?______________________________________________________________

Are the naps:                                                                 
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 Refreshing                             
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 Not Refreshing



While falling asleep do you:
	Feel unable to move (paralyzed)
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  Yes                       
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 No

	Notice that parts of your body startle or jerk
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  Yes                       
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 No

	Experience restless legs (irresistible urge to move)
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  Yes                       
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 No

	Experience any kind of pain or discomfort
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  Yes                       
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 No

	Experience vivid dream-like scenes even though you are awake
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  Yes                       
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 No



Is your sleep disturbed by:
	Holding your breath
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  Yes                       
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 No

	Gasping for breath
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  Yes                       
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 No

	Snoring
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  Yes                       
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 No

	Grinding your teeth
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  Yes                       
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 No

	Heartburn/Reflux
	              
[image: image43.png]


  Yes                       
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 No

	Nasal congestion
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  Yes                       
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 No

	Difficulty breathing
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  Yes                       
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 No

	Sweating
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  Yes                       
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 No

	Heart pounding in your chest
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  Yes                       
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 No

	Need to urinate
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  Yes                       
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 No

	Nightmares
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  Yes                       
[image: image56.png]


 No

	Thrashing movements
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  Yes                       
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 No

	Muscle cramping
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  Yes                       
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 No

	Leg twitching/restlessness
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  Yes                       
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 No

	Falling out of bed
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  Yes                       
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 No

	Sleep walking
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  Yes                       
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 No

	Sleep talking
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  Yes                       
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 No

	Chronic nocturnal cough
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  Yes                       
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 No

	Asthma
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  Yes                       
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 No

	Bed wetting
	              
[image: image73.png]


  Yes                       
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 No

	Headaches
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  Yes                       
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 No


Have you ever been diagnosed with any of the following conditions?
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 ADD/ADHA
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 Alcoholism
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 Anxiety
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 Bipolar I
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 Bipolar II
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 Depression
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 Drug Addictions
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 Obsessive Compulsive Disorder (OCD) 

	
[image: image85.png]


 Other Psychiatric Disorder
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 Personality Disorder
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 Post Traumatic Stress Disorder (PTSD)
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 Schizophrenia


Do you have a problem falling asleep inadvertently in any of these situations: (check all that apply)
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 At work
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 While eating
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 Watching TV
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 In front of the computer

	
[image: image93.png]


 In lectures/meetings
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 At a religious service
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 In conversations with others
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 At concert/movie
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 In the bathroom
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 While reading
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 In other situations
	



Sleep History

	1. Have you ever had a head injury with a loss of consciousness?                            
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  Yes                  
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 No
2. Have you ever had the sensation of weakness in your knees when you laugh?      
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  Yes                 
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 No
3. Have you ever fallen to the ground when excited without loss of consciousness?  
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  Yes                 
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 No
4. Has your weight changed more than 10 pounds in the last 5 years?                        
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  Yes                 
[image: image107.png]


 No



Family History of Sleep Disorders

	 
	Mother
	Father
	Grandparents
	Siblings
	Children

	1. Snoring
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	2. Insomnia
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	3. Obstructive Sleep Apnea
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	4. Excessive Daytime Sleepiness/Narcolepsy
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	5.Restless legs/Periodic limp movements
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	6. Other Sleep Disorders?_______________

	
	
	
	
	


_________________________





__________________________
Patient Name (Print) 







      Date


__________________________





___________________________
Patient Signature 







       Date
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