The Sleep Apnea Questionnaire

Name: ___________________________________   Age:  ____________

Today's Date: _____________________________          Male \ Female

Please describe in your own words, briefly, your (your child’s) main problem:

_________________________________________________________________________

_________________________________________________________________________

When was the first time that your problem began?                   ___________yrs ago

List all medications, Over-the-counter, or Herbal products that you take. Indicate which ones were intended to help you sleep. Indicate at what time you take each Medication, the Dose and the Time: (a separate sheet with details may be attached)

___________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________

Do you drink caffeinated beverages? Yes / No 

How many per day? __________What is the latest time?  ____________

Do you drink Alcoholic beverages?  Yes/No     How many per week:_________

Do you smoke? Yes / No  How many cigarettes pr day? _____________

Meal times: Breakfast ____________Lunch __________Dinner________

Before you fall asleep at night do your legs feel achy?  Yes / No 

Do you have to move them about in bed? Yes / No 

Do you have to get out of bed and walk around to ease your aching legs? Yes / No

 Do you get cramping of your calves? Yes / No 

When you are asleep do your legs jerk? Yes / No 

Do you snore? Yes / No If so, how loudly? _________________________

Is the snoring easily heard by: Bed Partner? Next room? 2 rooms away? 

Do you have any other breathing difficulties at night? Yes / No 

Do you have heart palpitations at night? Yes / No
Do you feel sleepy during the day? Yes / No  If so, need ESS.

Do you awaken in the middle of the night? Yes    No    If so, on average how long are you awake for? ___________________________________________________

How many times do you awaken during the night? ______________________________

How do you feel on awakening in the morning? ________________________________

Reviewing Physician:___________________  Date:_______________________________
Additional Questionnaire regarding Insomnia
List anything that you do to help you sleep, such as:

Snack?      Bathe?    Read?           Exercise?    Relaxation Techniques?
 

Do you do any of the following in bed at night: 

Read?       Watch TV?         Listen to the radio?    

What type of bed do you sleep in? Single / Double / Queen / King size

Is your bed comfortable? Yes /No If not explain: ______________________________ 
Do you sleep alone? Yes / No  If not, who do you sleep with?_____________________

What time do you usually turn off the bedroom light? __________________________

Are you bothered by environmental noises at night? Yes / No If so explain: __________

Do you use any of the following devices to help you fall asleep? 

Ear plugs?    White noise machine?
On average how long does it take you to fall asleep?------------Hours  -------- Minutes

While you are awake in bed which of these do you think about:

Trying to fall asleep?              Work?                               Family matters?


When you cannot get to sleep, do you get out of bed? Yes / No
If so, how long after you have gotten into bed? __________________________________

If you get out of bed what do you do?     ________________________________________ 

When you do return to bed how long does it take before you fall asleep again?_________ 

If you do not get out of bed, how long does it take for you to fall asleep?……………….. 

Once you have fallen asleep, how long do you sleep for? ………………………………….

Do you awaken in the middle of the night? Yes    No    If so, on average how long are you awake for? ___________________________________________________

How many times do you awaken during the night? ______________________________

What time do you finally wake up for the start of your day? ________________________
What time do you get out of bed in the morning? ______________________________

How do you feel on awakening in the morning? ________________________________

How does a poor night sleep make you feel? circle the ones that are applicable:

Depressed?   Bad Memory?   Anxious?       Irritable?        Tired?  Headache?   Inefficient?
Do you nap during the day?  Yes / No   If so, how often and for how long? _____________
Do you feel sleepy during the day? Yes / No  If so, need ESS.

What time of day do you feel most tired? ___________

What time of day do you feel most alert? __________________________

As your sleep period approaches, do you become more alert? Yes / No 

Do you have dreams or nightmares? Yes / No  

Do you sleep walk? Yes / No 

Reviewing Physician:___________________  Date:_______________________________
