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SLEEP MEDICINE CONSULT PATIENT HISTORY FORM

DATE:  ____________
PATIENT NAME:  ________________________________________ 
DOB:  ______________

AGE:  _____________

HEIGHT:  _______________

WEIGHT:  _______________

OCCUPATION:  __________________________________________________________________

Describe your sleep problem:  ________________________________________________________

__________________________________________________________________________________

How long ago did the problem begin?  _________________________________________________

Please describe any previous evaluation or treatment for this problem  _____________________

__________________________________________________________________________________
1. Do you snore?  ⁭ 










□ YES   □ NO    
 If yes,  ⁭ □ mild ⁭ □ moderate⁭ □ loud ⁭ □ once or twice a week ⁭  □every night

2. Has anyone told you that you stop breathing?   





□ YES   □ NO    
3. When sitting/lying down, do you have unpleasant sensations or creepy crawly sensations in your legs or an urge to move your legs?           ⁭








□ YES   □ NO    
4. Does the sensation/urge to move come on during periods of rest or inactivity? 

□ YES   □ NO   
5. Are these feelings relieved by movement?  

  




□ YES   □ NO   
6. Do the sensations and urge to move bother you more in the evening/night, rather than day?     ⁭ 














□ YES   □ NO    
7. Do you have family members who experience these same sensations and urges to move?                           

    ⁭ 












□ YES   □ NO    

8. Does your bed partner tell you that you jerk your legs during sleep?  ⁭


□ YES   □ NO    
9. Do you have trouble falling asleep or staying asleep? 





□ YES   □ NO    
10. Have you ever suddenly fallen?   ⁭ 







□ YES   □ NO    
11. Have you experienced seeing/hearing things that are not real when you were going to sleep or waking up?      ⁭ 












□ YES   □ NO    
12. Have you experienced sudden body weakness brought on by laughter, surprise or fear?  □ YES   □ NO    
13. Does anyone in your family have a sleep disorder?  ⁭ 




□ YES   □ NO    
      If yes, what kind______________________________________________________________________________
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PATIENT NAME:  _______________________________________
DOB:  ______________________________

14. What are your usual working hours?   
     START _____AM/PM
               STOP _____AM/PM
15. List your sleeping hours for WORKDAYS:
     GO TO BED AT _____AM/PM
  GET UP _____AM/PM

16. List your sleeping hours for NON WORKDAYS: GO TO BED AT _____AM/PM    GET UP _____AM/PM

17. How long does it usually take for you to fall asleep?  ______________minutes

18. On average, how many times do you wake up during the night?  ____________

19. On average, how many times do you get up out of bed during the night?  ____________

20. If you get up, what is the reason that wakes you or gets you up? ______________________________________

21. How do you ordinarily awaken?  □ Spontaneously   □ Alarm Clock   □ Other ___________________________

22. Do you take naps?  









□ YES   □ NO    
23. If yes, how many times a week?  __________ and for how long do you nap? ____________________________

24. Do you ever find yourself falling asleep when you don’t intend to? 



□ YES   □ NO    
25. Do you ever fall asleep while driving?







□ YES   □ NO    
26. Has anyone witnessed you experiencing apnea? 





□ YES   □ NO    
27. Do you wake up gasping for air?







□ YES   □ NO    
28. Does anyone in your family have a sleep disorder?





□ YES   □ NO    

If yes, what type of disorder? ________________________________________________________________


[image: image1]

Page 3
SMYRNA PULMONARY AND SLEEP ASSOCIATES, PLLC

PATIENT NAME:  _______________________________________
DOB:  _____________________________




FOR OFFICE USE


________ ENTERED DATA


________ SCANNED





SOCIAL HISTORY


How many alcoholic drinks do you drink on weekdays?  _______ drinks/day





How many alcoholic drinks do you drink on 


weekends? _______ drinks/day





How many types of drinks per day?


Coffee _____ 	Tea _____   Soft Drinks ______





Do you smoke?  		□ YES   □ NO    





MEDICATIONS


_______________________________


_______________________________


_______________________________


_______________________________


_______________________________











PRIOR SURGERIES


_______________________________


_______________________________


_______________________________


_______________________________


_______________________________








Please check if any of the following symptoms you have had for 2 or more weeks:





□ Loss of energy or feeling tired all the time


□ Headaches


□ Recent motor vehicle accident


□ Leg jerking


□ Weight gain


□ Loss of interest in things you enjoy, including sex


□ Feeling sad, blue or down in the dumps


□ Feeling worthless or guilty


□ Changes in appetite or weight loss or gain


□ Thoughts of death or suicide or suicide attempts


□ Problems concentrating, thinking, remembering


□ Problems making decisions


□ Trouble sleeping


□ Feeling hopeless


□ Anxious


□ Digestive problems





PRIOR MEDICAL CONDITIONS


_______________________________


_______________________________


_______________________________


_______________________________


_______________________________








ALLERGIES/REACTIONS


______________________________________________________________________________________________________________________________________	








FAMILY HISTORY





Father alive?  □ YES   □ NO    


If no, cause of death ________________________________





Mother alive?  □ YES   □ NO    


If no, cause of death ________________________________








EPWORTH





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





How likely are you to fall asleep in the following situations, in contrast to just feeling tired?  This refers to your normal way of life.  Even if you have not done some of these things recently, please try to think how the situation would have effected you.





SITUATION�
CHANCE OF DOZING�
�
SITTING AND READING�
 �
�
WATCHING TV�
 �
�
SITTING, INACTIVE, IN A PUBLIC PLACE�
 �
�
AS A PASSENGER IN A CAR FOR AN HOUR�
 �
�
LYING DOWN IN THE AFTERNOON�
 �
�
SITTING AND TALKING TO SOMEONE�
 �
�
SITTING QUIETLY AFTER LUNCH WITHOUT ALCOHOL�
 �
�
IN A CAR, WHILE STOPPED FOR A FEW MINUTES IN TRAFFIC�
 �
�
 �
 �
�
TOTAL SCORE�
 �
�






VACCINATION





□ INFLUENZA





______________________


        Date last received








□ PNEUMOCOCCAL





______________________


      Date last received





ASSESSMENT








