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	Name: ____________________________________     Birth Date: ______________     Date: __________

	
	
	

	

	Please answer ALL questions and complete the entire form.

	

	Some questions are best answered with help from someone who has observed you sleep.

	

	
	

	
	

	In the last month:
	Weekdays/ Workdays/
School days
	Weekends/ 
Days off

	What time do you usually get into bed?
	_______am  /  pm
	_______am  /  pm

	What time do you usually start trying to fall asleep or turn off the light?
	_______am  /  pm
	_______am  /  pm

	How long does it usually take you to fall asleep once you begin trying?
	_______min  /  hr
	_______min  /  hr

	What time do you usually get out of bed after sleeping?
	_______am  /  pm
	_______am  /  pm

	

	

	How many times do you wake at night on average? ____
	For how long are you awake each time? _____

	What usually causes these awakenings? 
	

	In which part of the night do you most frequently awaken?
	( Early 
	( Middle 
	( Late 
	( Throughout

	
	
	
	
	

	How much sleep would you estimate that you get each night?
	Weekdays: ___ hrs
	Weekends: ___ hrs

	

	How often in the last month have you noticed the following problems when you are trying to fall asleep?
	Never or Rarely
	Less than once/wk
	1 – 3 

times/wk
	4 – 6 

times/wk
	Every

night

	Leg cramps that keep you from getting to sleep
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	

	Intense leg discomfort that makes you want to move them
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	

	Racing thoughts, worrying, or your “mind won’t shut off” to allow sleep
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	

	Pain that interferes with falling asleep – Location:
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	

	Vivid, dream-like scenes even though you are not totally asleep
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	

	
	
	

	Sleep conditions: Co-sleeping:
	( Routinely
	( Occasionally
	( Sleep alone
	( Roommate
	( Housemate

	    (check one)        Bedroom noise:
	( Silent
	( Somewhat noisy
	( Very noisy
	

	                               Bedroom light:
	( Dark
	( Somewhat light
	( Very light
	

	

	How often in the last month have you or others noticed the following about you during sleep?   ( on CPAP
	Never or Rarely
	Less than

Once/wk
	1 – 3 

times/wk
	4 – 6 

times/wk
	Every

night
	Don’t

know

	Loud snoring
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	

	Snorting or gasping, or struggling for breath 
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	

	Breathing pauses or stops – witnessed or experienced
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	

	Snoring yourself awake
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	

	Waking up suddenly with shortness of breath or choking
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	

	Waking up suddenly with rapid or irregular heart beat or anxiety
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	

	Waking due to heartburn, reflux, or indigestion
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	

	Sweating or hot flushing that wakes you from sleep
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	

	Leg cramps or jerking, twitching, or kicking
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	

	Sleep talking or sleep walking
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	

	Sleep paralysis (awake but unable to move)
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	

	Physical movements or speech that mimic your dreams
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	

	Violent behavior that is harmful to you or to others
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	

	Nightmares or fearful awakening without a dream (sleep terror)
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	

	Pain – Location:
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	

	Numbness, tingling or other unpleasant sensations – Location:
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	

	Difficulty returning to sleep because mind is too active
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	

	Disturbed by noise, heat, cold, pets, and/or movement of bed partner
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	

	
	

	How do you sleep away from home?
	(  Better          (  Worse         (  Same         ( Unsure


	How often in the last month have you noticed the following 
when waking after sleep?
	Never or Rarely
	Less than once/wk
	1 – 3 times/wk
	4 – 6 times/wk
	Every

morning

	Headache
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	

	Dry mouth
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	

	Sore throat
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	

	Nasal congestion or trouble breathing through nose
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	

	Confusion or grogginess
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	

	Other:
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	

	Do you have difficulty waking up in the morning?
	 (  Yes   (  No
	If so, for how long?  _____  mins / hrs

	
	
	

	Does your sleep feel unrefreshing or non-restful?
	( Never    ( Rarely    ( Sometimes   ( Usually   (  Always

	
	
	

	Occupation: _______________________________________
	Hrs per day: _____
	Days per wk: ____

	Do you work more than one shift? 
	No, I work from ________   am  /  pm  to ________   am  /  pm

	
	Yes:  from ______  am / pm   to _____  am / pm  for _____  days, then

	
	          from ______  am / pm   to _____  am / pm  for _____  days, then

	
	          from ______  am / pm   to _____  am / pm  for _____  days

	

	How often in the last month have you noticed the following problems during the daytime or your major wake period?
	Never or Rarely
	Less than once per wk
	1 – 3 times per wk
	4 – 6 times per wk
	Every day

	Sleepiness that interferes with any aspect of your day
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	

	Sleepiness that makes driving difficult
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	

	Falling asleep at the wheel while driving – when last:
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	

	Daytime fatigue that interferes with any aspect of your day
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	

	Trouble concentrating or focusing
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	

	Trouble with your short-term memory
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	

	Irritable, anxious, or depressed mood               ( Only certain seasons
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	

	Nasal congestion or trouble breathing

through your nose                                             ( Only certain seasons
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	

	Post-nasal drip or runny nose                           ( Only certain seasons
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	

	Sudden muscle weakness when laughing, surprised, excited, angry
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	

	

	Do any of the problems listed above improve with more sleep?
	(  Yes
	(  No
	(  Unsure
	

	Do you feel like taking naps but don’t?
	(  Yes
	(  No
	(  Try but cannot fall asleep
	

	If you take naps, how long do they usually last? ______  mins  /  hrs

        Do you usually feel refreshed afterwards?   (  Yes      (  No      
	How many naps per week?  _____

	

	Please rate your average daily energy level (circle one)    0     1     2     3     4     5     6     7     8     9     10 

	
	(0=severe fatigue, 10=high energy)

	

	How likely are you to doze off or fall asleep, not just feel tired, in the following quiet situations?  This refers to the past few weeks.  Even if you have not done some of these things recently, try to work out how they would have affected you.  Check the one box that most closely reflects your chance of dozing

	

	Situation
	Never
	Slight
	Moderate
	High

	Sitting and reading
	
	
	
	
	
	
	
	
	
	
	
	

	Watching television
	
	
	
	
	
	
	
	
	
	
	
	

	Sitting, inactive, in a public place (eg: theater, meeting, bus)
	
	
	
	
	
	
	
	
	
	
	
	

	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
	
	
	
	
	
	
	
	
	
	
	
	
	Score

	Sitting quietly after lunch without alcohol
	
	
	
	
	
	
	
	
	
	
	
	
	

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


	How many servings of caffeine–containing beverages do you consume on an average day?

    8-oz tea / coffee ____       12-oz soda pop _____       cans of energy drink _____       Total: ____servings

Do you use caffeine to treat or fight off    (  fatigue?     (  sleepiness?     (check all that apply)

	
	

	Alcohol:    
	( Never or infrequently     ( 1–3 times/wk     ( 4–6 times/wk      ( daily       (  Alcohol problem

	(
	( 1–2 drinks at a time     ( 3 or more at a time                (  Recovering alcoholic since:_______

	

	Tobacco:    
	_____  packs per day for ______ years     ( Quit since: ______      ( Still smoking     ( Never              

	
	( cigarettes      ( pipes       ( cigars       ( chew

	Substance use or abuse:
	(  never     (  distant     (  current     type:___________________________


	Please list all the medications you usually take, including “over-the-counter” medicines, vitamins, herbs, and supplements. Please attach a list if more convenient or necessary.

	Medication
	Dose
	Times per day
	Medication
	Dose
	Times per day

	
	
	
	
	
	

	
	
	
	
	
	

	
	
	
	
	
	

	
	
	
	
	
	

	
	
	
	
	
	

	
	
	
	
	
	

	
	
	
	
	
	

	
	
	
	
	
	

	

	Please list any/all bad reactions or allergies to medications.
	( No allergies

	Medication
	Reaction/allergy
	Medication
	Reaction/allergy

	
	
	
	

	
	
	
	

	

	Past Medical History: Have you ever had any of the following conditions? (check “yes” or “no”)

	
	Yes
	No
	
	Yes
	No

	High blood pressure (hypertension)
	
	
	Thyroid problem
	
	

	High cholesterol
	
	
	Fibromyalgia or fibrositis syndrome
	
	

	Heart attack – year:
	
	
	Diabetes or pre-diabetes
	
	

	Heart failure or enlarged heart
	
	
	Nasal problems or nasal surgery
	
	

	Rapid or irregular heartbeats
	
	
	Orthodontics or braces on teeth
	
	

	Swelling in the feet or ankles
	
	
	Tonsils +/- adenoids removed
	
	

	Vascular headaches (migraine, cluster)
	
	
	Jaw joint problem or teeth grinding
	
	

	Stroke or TIA
	
	
	Urination at night
	
	

	Head injury – year:
	
	
	Menopause (women only)
	
	

	Epilepsy or seizures
	
	
	Erectile dysfunction/impotence (men only)
	
	

	Anemia or iron deficiency
	
	
	Depression, anxiety, or mood disorder
	
	

	Reflux, heartburn, indigestion
	
	
	Childhood sleep problem
	
	

	Sleep apnea
	
	
	Restless Legs Syndrome (RLS)
	
	

	

	Please list any other conditions/illnesses or operations/surgeries you have had.

	
	

	
	

	
	

	
	

	Indicate which family members (blood relatives) have been affected by the following conditions:

	Sleep apnea
	
	Hypertension
	
	Insomnia
	

	Snoring
	
	Heart attack
	
	Restless Legs
	

	Diabetes
	
	Heart bypass
	
	Narcolepsy
	

	
	
	Stroke
	
	
	


