Patient name:

Date of birth:

SLEEP CENTER STANDARD HISTORY FORM

Home phone:

Work phone:

Referring physician (first and last name):
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Cell phone:

Self-referral? QYes QNo

Briefly describe the problem you are having with sleep and the reason you are being referred to the Sleep

Center:

Check the box if you have ever had the following.

ASnoring

AWitnessed apnea
dDaytime sleepiness/fatigue
JdFrequent awakening
AMorning headaches
dNonrestorative sleep
QHeartburn/reflux
ADry mouth

Sore throat

JAirway abnormalities
dFacial abnormalities
History of broken nose
dNasal allergies

UGrinding teeth

ULeg/body jerks

ULeg cramps

WFrequent nighttime urination
1-2 times per night

UFrequent nighttime urination
3-4 times per night

UDifficulty falling asleep

UDifficulty staying asleep

UPain at night

QSleep walking

USleep talking

UNightmares

How long have you experienced symptoms?

D<1year -2 years

Do these symptoms affect your work/home life? dYes No
Have you ever had a sleep consultation? QYes No
Have you ever had a sleep study? dYes WNo
If yes, are you currently on CPAP or BiPAP treatment? dYes

U2-3 years

J3-4 years

If yes, where:

d4-5 years
If yes, please explain:

If yes, where:

ANighttime sweating

JActing out dreams

ASeizures

dMemory loss

dLack of concentration
ADecreased libido

JAbnormal heart rhythm

dHeart failure

dUncontrollable muscle weakness
AHallucinations when falling asleep
dHallucinations when waking up

dUncontrollable need to sleep

WOther

U>5 years

when:

when:

UNo

If yes, what company do you use? Have you ever tried an oral appliance for sleep apnea? dYes [No

If yes, what appliance did/do you use?

Sleep schedule

Weekday time you go to bed:

Weekday time you get up:

Weekend time you go to bed:

Weekend time you get up:

Estimated average amount of sleep per night:

How long does it take you to go to sleep at night?

Do you feel rested after waking up? UdYes UWNo

Do you take naps? UYes No

If yes, how long?

Do you use medication or alcohol to help you fall asleep?
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Other information

Occupation: Do you have rotating or night shift work? QYes WNo

If yes, please describe:

Does your job require driving a vehicle or do you work with dangerous or potentially dangerous substances
or in hazardous or potentially hazardous situations? UYes No

What was your weight?

6 months ago: 2 years ago: At age 20: When heaviest:

Social

Do you use tobacco? UYes No

If yes: UCigarettes WPipe Cigars WE-cigarettes WSnuff UWChew

Start date: Quit date:

Packs/day: Qo.25 Uo.s  h hs ) Q3

Years Jos W W2 U3 WUg WUs o s

Do you use alcohol? dYes WNo

How often do you have a drink containing alcohol?

dNever Monthly or less  2-4 times a month  2-3 times a week 4 or more times a week
How many drinks containing alcohol do you have on a typical day when you are drinking?

Jior2 Q3o0r4 Usor6 7-9 Lho or more

How many drinks per week? Glasses of wine: Cans of beer: Shots of liquor:
Have you ever used marijuana, cocaine, or other recreational drugs? UYes WNo

If so, which drug(s)? Uses/week:

Check all that apply.

Are you a coffee drinker? UYes No  UWRegular  WDecaf  Quantity daily:

Are you a tea drinker? UYes WNo  Regular Decaf  Quantity daily:

Are you a cola drinker? QYes WNo UWRegular WDecaf Quantity daily:

Allergies
Do you have any allergies? UYes UWNo

If yes, please list (environmental, food, medications):

Pharmacy

Please indicate the name and location of the pharmacy you most frequently use.

Medications
Have you ever been placed on any medication to help you sleep or stay awake: UYes UWNo

If yes, please list:

Are you currently using supplemental oxygen? UYes WNo  If yes, at what rate? LPM
If yes, do you use oxygen during: UDaytime  WNighttime  WContinuously throughout the day and night
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Please list all prescriptions and over-the-counter medications, herbal drugs and vitamins (include dose and

frequency).
Name ojo!rug/.medicine Dosage Y Name of c!rug/.medicine Dosage prey
vitamin (if known) [vitamin (if known)
1 8.
2. 9.
3. 10.
4. 1.
5. 12.
6. 13.
7. 14.

Past medical history

Check the box if you have ever had the following.

JAbnormal heart rhythm
JArthritis

dCongestive heart failure
JCOPD/emphysema
dCoronary artery disease
ADiabetes

AChronic pain

JRestless legs syndrome (RLS)
dHigh blood pressure

Surgical history

Check the box if you have ever had the following.

JAppendectomy

JCABG - heart surgery
dHernia repair

AWeight loss surgery
AWisdom teeth extraction

Mental disorder
USeizures

QStroke

dThyroid disease
QTuberculosis

QUlcers

ANeuromuscular disorder

WOther

dNasal polypectomy
ASinus surgery
dTonsillectomy (tonsils removed)

UOther
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Please check all that apply and identify who in your immediate family is affected (father, mother, brother(s),

sister(s):

Indicate family member

UDiabetes mellitus

UHeart disease

UHypertension

UStroke

UObesity

USleep apnea

UNarcolepsy

UOther sleep disorder

UHypersomnolence/daytime sleepiness

UJCoOPD

WUChronic bronchitis

UEmphysema

UAsthma

UThyroid disease

WCancer

UParkinson’s disease

URestless legs syndrome

Winsomnia

WUOther
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Review of systems

Check the box if you are experiencing any of the following.

Constitution
JActivity change
JAppetite change
AChills
dDiaphoresis
JFatigue

JFever

dUnexpected weight change

Head, ears, nose, throat
dCongestion
ADental problem
ADrooling

dEar discharge
QEar pain

dFacial swelling
dHearing loss
dMouth sores
ANosebleeds
dPostnasal drip
ARhinorrhea (runny nose)
ASinus pain

ASinus pressure
ASneezing

ASore throat
ATinnitus

dTrouble swallowing
dVoice change

Eyes

Eye discharge
Eye itching

QEye pain

JEye redness
dPhotophobia
AVisual disturbance

Respiratory
UApnea
UChest tightness
UChoking
UCough
QStridor
UWheezing
Cardiovascular
UChest pain
ULeg swelling
QPalpitations
Gastrointestinal

UAbdomen distention

QAbdominal pain
UAnal bleeding
UBlood in stool
WConstipation
UDiarrhea
UNausea

URectal pain
dVomiting
Endocrine

UCold intolerance
UHeat intolerance
QPolydipsia
QPolyphagia
WPolyuria
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Genitourinary
UDifficulty urinating
WDysuria

UEnuresis

UFlank pain
WUFrequent urination
UGenital sore
UHematuria
WPenile discharge
QPenile pain
WPenile swelling
WScrotal swelling
UTesticular pain
WUrgency

QUrine decreased
WUDecreased libido
Musculoskeletal
UArthralgias

UBack pain

UGait problem
WJoint swelling
WUMyalgia (muscle pain)
WNeck pain

UNeck stiffness
Skin

UColor change
QPallor

URash

UWound

MEDICAL GROUP

Allergy/immunologic
JEnvironmental
allergy
dFood allergy
dimmunocompromised
Neurological/brain
ADizziness
dFacial asymmetry
AHeadaches
dLight-headedness
ANumbness
ASeizures
ASpeech difficulty
ASyncope
dTremors
dWeakness
Hematologic
JAdenopathy
dBruises/bleeds easily
Psychiatric
JAgitation
dBehavioral problem
dConfusion
ADecreased
concentration
ADysphoric mood
dHallucinations
JHyperactivity
WNervous/anxious
ASelf-injury
ASleep disturbance
ASuicidal ideas
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Bed partner questionnaire
Ask someone familiar with your sleep to answer the following questions about you (spouse, parent, etc.).

Name of person filling out this section:

Does this patient:

Stop breathing in his/her sleep? UYes No

How often do the pauses in breathing occur? WEvery night WOccasionally Multiple times per night
Snore heavily? UYes WNo

Snore continuously? UYes No

Snore every night? UYes No

Snore in the following positions? dBack ULeftside UWRight side QAll positions
Kick and jerk frequently? UYes UNo

Sleep walk frequently? UYes UWNo

Talk in his/her sleep? UYes UWNo

Have epileptic seizures during the night? UYes No

Comments:

Epworth Sleepiness Scale

How likely are you to doze off or fall asleep in the following situations, even if you have not done the activity
recently? Use the following scale to choose the most appropriate number for each situation.

0 = would never doze 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 such as a theater or a 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

DO0DOoOOooo0Qo
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In a car, while stopped for a few minutes in traffic

Total score:

Thank you for filling out this questionnaire. Your cooperation is greatly appreciated. This information will

help us provide the best possible healthcare for you or your loved one.

Patient signature: Date:
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