SOUTHVIEW SLEEP 
DISORDERS CENTER

Name: _______________________________  Age: ________    M  or  F

Date:  __________    Occupation:  ______________________________ 
Referring Dr.: _________________  Family Dr.: ____________________
Height: ________                                   Current Weight: ________ 

Weight 5 yrs. ago: _______                    Weight 1 yr. ago: ________ 
My main sleep complaint is:

____ I have trouble sleeping at night.
____ I am sleepy during the day.
____ I have unwanted behaviors when I sleep (i.e., snoring/snorting).  

         If so, how long? ___ years
____ I stop breathing (apneic events) during sleep.  

         If so, how long?  ___ years

____ Other (please explain) ___________________________________

SLEEP HABITS:

I usually go to bed at __________________.
The amount of time that I usually take to fall asleep is _______________.
The number of times I usually wake up during the night is _____________.
If I wake up during the night, the amount of time it usually takes to fall back to sleep is ____________________________________________.
On most days, I wake up at _________ and get out of bed at __________.
My total sleep time per night averages __________ hours.
I take a nap about ______ days a week.  Each nap lasts about __________.
The number of hours of sleep which make me feel best is _____________.
PLACE A CHECK MARK NEXT TO THE FOLLOWING STATEMENTS THAT ARE TRUE.

____ I usually wake up in the morning feeling fairly alert.
____ As the day goes on, I get sleepier and sleepier.
____ I usually require an alarm clock to get me up in the morning.          

____ I frequently sleep in for at least an hour longer than usual when I     
         don’t have to work, i.e., weekend or holiday.
____ I am on permanent or long term third shift work.
____ I am a rotating shift worker.  

If so, how often does you shift rotate? ______________________ 

____ I am on medication that seems to interrupt my sleep.
____ I am on medication that seems to cause daytime drowsiness.
____ I am on medication to help me sleep.
SLEEP LOSS:

____ I often have difficulty falling asleep.

____ I frequently awaken during the night.

____ If I awaken during the night, I have difficulty falling back to sleep.

____ I often feel tired when I awaken in the morning.

____ I sleep and wake up at different times each day, i.e., “shift work”.

____ My sleep is disturbed due to frequent travel.

____ I sleep in a noisy environment.

____ I am disturbed by my bed partner at night.  

         If so, how? ____________________________________________

____ I exercise within two hours of bedtime.

____ I have trouble falling asleep or staying asleep because of worry.

____ There have been recent stressful events in my life.

____ During the past month, I have had trouble sleeping because of:

         ____ coughing, gasping or choking    ____ panic or anxiety

         ____ pain, where? ______________________________________ 

DAYTIME SLEEPINESS:

____ I often find myself falling asleep when I don’t intend to such as while

         driving, eating, watching TV or movies, conversing or doing my job.

____ Excessive sleepiness often interferes with my work or social life.

____ My schedule does not allow me to get enough hours of sleep to fit my

         sleep needs.

____ I have had accidents or near accidents because of my excessive 

         sleepiness.

____ My muscles feel very weak when I am laughing, excited or angry.

____ I take naps.                       
NIGHTTIME DISTURBANCES:

____ My legs jerk frequently.
____ My legs feel restless or uncomfortable before or during sleep.

____ I sometimes wet the bed at night.

____ I have fallen out of bed.

____ I have worn down my teeth as a result of teeth grinding at night.

____ I have seizures in my sleep.

____ I get out of bed while dreaming.

____ I awaken from sleep screaming, violent or confused.

____ I snore heavily most nights.

____ I have been told that I have long pauses in my breathing.

____ I awaken in the morning with a headache.

____ I awaken from sleep feeling paralyzed.

____ I see or hear or feel things when I am falling asleep or awakening.

____ I have night sweats.

____ I am a restless sleeper.

CHECK ANY ITEMS THAT APPLY AND THEN ENTER THE DATE(S) THE PROBLEM OCCURRED OR BEGAN.

____ I have had seizures or convulsions.

____ I have had fainting spells or episodes of loss of consciousness.

____ I have had my tonsils and/or adenoids removed (circle one or both).

____ I have emphysema.

____ I have chronic bronchitis or asthma.

____ I have had frequent heartburn problems.

____ I have a hiatal hernia.

____ I have full dentures.  At night I wear them/remove them (circle one).

____ I have high blood pressure.

____ I have had one or more heart attacks.

____ I have had congestive heart failure.

____ I have arthritis.

____ I have thyroid problems.

Women:

____ I have menopausal symptoms which disrupt my sleep.

____ I have gone through menopause.

CURRENT DIAGNOSES (PROBLEMS/CONDITIONS) YOU CURRENTLY HAVE, WHETHER OR NOT YOU ARE RECEIVING TREATMENT FOR THEM, AND DATES THE PROBLEM(S) BEGAN OR OCCURRED:

____ Emphysema                                  ____ Chronic bronchitis

____ Asthma                                        ____ Diabetes

____ Hypoglycemia                               ____ Hypothyroidism

____ Hyperthyroidism                          ____ Hiatal hernia

____ Gastroesophageal Reflux             ____ Peptic Ulcer Disease

____ Scoliosis                                      ____ Polio

____ Meningitis                                    ____ Depression

____ Hypertension (high blood pressure)

____ Coronary artery disease (have had a heart attack)

____ Cerebral vascular disease (have had a stroke, have had one or more 

         TIA’s (light strokes) ).

____ Irritable Bowel Syndrome or Ulcerative Colitis

____ (Women) Menopause (natural) or surgical, i.e., hysterectomy, 

          premenstrual syndrome

____ (Men) Prostate obstruction, erectile dysfunction

____ Alcoholism/Chemical dependency/drug addiction

Please list any other medical conditions or surgeries not listed above.  _____

_________________________________________________________

_________________________________________________________

_________________________________________________________

HABITS:

Fill in the requested information (use 0 if not applicable).

I smoke an average of _____ packs of cigarettes per day and have smoked for ______ years.

I smoke an average of ______ cigars per day.

In any given week, I will average a total of _______ beers, ______ glasses of wine and/or ______ shots of liquor/mixed drinks.
I consume caffeine in the following forms and quantities:
  Coffee  __________ cups per day     Tea  _________cups/glasses per day

  Soft drinks _______ bottles/cans/glasses per day

SOCIAL HISTORY:

If applicable, I drive approximately ______ miles round trip to and from work.

____ My job involves working with dangerous or potentially dangerous

         equipment/substances or in hazardous or potentially hazardous 

         situations.  Explain: ______________________________________

         _____________________________________________________

____ I have more than one job.

____ I am retired.

CURRENT MEDICATIONS:

Please list all medications you regularly or frequently take (both prescribed and over-the-counter) including dosage, strength, time of day taken and the date you began taking each.

MEDICATION               DOSE               TIME TAKEN           DATE BEGUN

_____________         ________       _____________      ____________

_____________         ________      _____________      _____________

_____________         ________      _____________      _____________

_____________         ________      _____________      _____________

_____________         ________      _____________      _____________

_____________         ________      _____________      _____________

_____________         ________      _____________      _____________

_____________         ________      _____________      _____________

_____________         ________      _____________      _____________
_____________         ________      _____________      _____________

_____________         ________      _____________      _____________

_____________         ________      _____________      _____________
