Questionnaire for Sleep Apnea & Snoring

DATE:____________________________________
NAME:_______________________________________________________________
HEIGHT:__________________________WEIGHT:____________________________
1. How long have you been aware of your snoring?_________________________
2. Has it caused problems for relatives or friends?__________________________
3. Have you been told your breathing stops while asleep?____________________
4. Have you been told you move around a lot while asleep?__________________
5. About how many times per night do you wake up?________________________
6. Do you have any difficulty falling asleep at night?________________________
7. How many hours of sleep per night do you get?__________________________
8. Do you most often wake up feeling refreshed?___________________________
9. Do you often wake up with a headache?_______________________________
10.   Will a small amount of alcohol give you a hangover?_____________________
11.   Do you frequently feel sleepy during the day?__________________________
12.   Have you seen other doctors about your snoring or sleep apnea?__________
13.   Have you had a sleep lab study?________If Yes, when?_________________
14. Do you have difficulty breathing through your nose?______________________
15. Have you gained weight recently?________ If Yes, how much?_____________
16. What professional advice or treatment have you received about your snoring or sleep apnea?_____________________________________________________

Symptoms Checklist
· Snoring

· Bed partner’s assessment of snoring:   Mild  Moderate  Severe

· Observed and/or experienced apneas

· Excessive daytime sleepiness

· Overweight (recent weight gain or history of obesity)

· High Blood Pressure

· Morning Headaches

· Fatigue

· Depression

If three or more symptoms are checked the patient may be suffering from sleep apnea.
If the Epworth Sleepiness Scale score is greater than 6, a sleep study may be helpful in determining the cause of excessive daytime sleepiness.
Epworth Sleepiness Scale

Date:__________________________

Name:______________________________________________________

Age:________________________     Gender:    M     F

How likely are you to doze off or fall asleep in the following situations, in contrast to feeling just tired?  This refers to your usual ways of life in recent times.  Even if you have not done some of these things recently, try to work out how they would have affected you.

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
	Situation
	0
	1
	2
	3

	Sitting & Reading
	
	
	
	

	Watching TV
	
	
	
	

	Sitting, inactive, in a public place
	
	
	
	

	Passenger in a car for an hour without a break
	
	
	
	

	Lying down to rest in the afternoon
	
	
	
	

	Sitting and talking to someone
	
	
	
	

	Sitting quietly after a lunch with no alcohol
	
	
	
	

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


