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POST SLEEP STUDY QUESTIONNAIRE

Please mark your answers and fill in the blanks where abplicable.

1. Eyong did it take you to fall asleep last night? '
Immediately O Few minutes 0O Hours 3 Did not fall asleep
24 How does this co re to the time it usually takes you to fall asteepf?
d Same Shorter time 1 Longer time
3. How many hours of sleep do you feel you got? B _ ?
How does this compare to the amount of sleep you normally get?
O Same U Less than normal ore than normal
Did you dream? o Yes O No
6. How much dreaming do you remembar?
O None O Less than usual B{ore than usual
7. Did you wake up? ,
0 More than usual D{;ﬁme O Less than usual
8. How many times do you remember waking up before the end of the study? ¥}, VaY/J
-~ Whydidyouwakeup? - - - — - _ _
9. How did you fee;ry:ediétely after you woke up?
O Sleepy Somewhat alert O Wide awake
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10-. How did you feel 10 ta 15 minutes after waking up?
0O Sleepy 0 Somewhat alert & Wide awake

1. _In general, how did you sleep? :
U Poorly - O Same as usual E(Eetter

Please answer questions 12-16 if you used CPAP/BIPAP.
12. How did you folerate the mask afyessure?

U Poory 0 well A Very well
13. Do you feel rested? Yes 0O No
14, g.;udid You sleep with CPAP?
Better O Same as usual O Worse

18 Please explain any problems you had with the CPAP therapy:

Thank you for completing this questionnaire.
Please remember to make an appointment with your physician to discuss the results of your sleep study.
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List currept medication Dosage How often What for Prescribed by
e J‘am,‘,\)
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no Do you drink alcohol? How much? Nd"{l Uf/u_., ?-,sz\ -’L b@)i e/ W@
&,

no Dgiou drink caffeinated bevernges, such as coffe , tea, or soft drinks?
LOYZ  Ounces— (Hov many ounces per day® (4 onnces = 1 cup)
. bed =t Hours before bedtime - last caffeine for the day . .
no Do yousmoke - or have you ever smoked on a regular basis? £ Packs per day?
34 years you have smoked
years ago-How Jong ago did you stop smoking (ifyou liave stopped smoking)

Check™ any of the following symptoms which you have recently experienced.
0ss of appetite
VBOSS of energy

Weight Gain
Weight loss
Change in vigion
Hearing loss

___. Dizziness

/" Throat pain
Nose bleeds
Chest pain
rregular heartbeat ' »

Legs swelling < %}-(T !@qu EIQ,QA Y%
ugh A 1 ' 4 3
[/.E‘?l:’onness of breath o T8A 6/«\‘]5 dvete gleictey F 8V&,wu"gld‘
_ /

bdominal pain
Indigestion
Diffienlty with urination
Joint pain
Pain
Back pain
Headaches
Nymbness
ousness ;
rouble concentrating
ritability
8ad mood
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Do you (circle the answer) Never Rarely Sometimes Fre
Snore? 1

Hnve morning fieadaches? 1
Sweat a great deal at night? 1
Stop breathing at night? 1
1
1
1

ently

Have problems breathing through your nose
Sleep on your bacl?
Have pain or discomfort that keeps you awake?
Have jerking of your legs during the night? &
[eel that your legs ache before you fall 1
asleep or during the night?
Ieel a néeed to move your legs while in bed 1
in order to refieve discomfort or tension?
When you become angry, sad, or very happy () 2
do you ever feel your knces buckle, your
armg get weal, or your jaw drop open?
When you are about to fall asleep or when 73 2 3 4
‘ you are just waldng up, have you ever
felt paralyzed? (as if you could not mave)
When just falling asleep or just waliing up, @ 2
hrave you felt likke you were still
“dreaming?” '
Do you become sleepy while driving? 1 2 3
yes __ no Have you ever had a motor vehicle accident due o drowsy driving?
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Place a checlt mark if you have any of the following conditions?
___Heart Disense
. S e or mini-stroke
High blood pressure
iabeteg
___Thyroid problems
ncer

L~ Reflux
Seizures
Arfhritis

Lung disease
Depression
Other health problems:

Most Recent Blood Tests —when? Which doctor?
P .

Previous surgerieskinclude tonsillectgmy or nose surgery - starting with the most recent

List nose sprays you use (include over the counter ones). ,Qf_—f(tn..q

Please list allergies
“Check” any of these conditidns which are present in one ofyaulr/fa'mﬁi members | by
snoring _ /Sleep apnea  Vov®

__ heart disease
__ stroke righ blood pressure ____other sleep disorders

Other
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Questionnaire for new patients Weight @v !%7,

Name__C, €. s C-c...” Age SO Date ’é’@ﬁ
- !

Circle one Single Divarced Widowed

Oceupation? Jh/ o viJo J ~

Who referred you to see Dr. Goza/Gibson B L

Primary Care Physician? J

Describe your sleap problem — Why are you sceing me today? S }IOV{Ré] e I o W s B SR .

Have”y-ou bad a sleep study or seen a aleep specialist? When?. N O S

Doctor / Location .
On YWeekdays, (or days / nights when you work or go .}a E‘Eopl )
» _ What time is bed time? Z0ne¥~ Yo b Hours it takes you to fall asleep

What time do yon get up? 2 v % How much sleep do you get?
, Do you nap during the day? 2o Howlongdoyounap?
© SevkanT Howmany fimes do you awalen during the night?
How do you fecl when you get up in the morning? well rested ,ﬁ Not well rested
On Weekends, (days / nights when you are off work or out of school ) “
_ What time Is bed time? Hours it takes you to fall agleep
. /liat time do you get up? 4(: ; ;;@ How much sleep do you get?
%E I Do you nap during the day? , How long do.you nap?
How many times do you awaken during the night?
How do yon feel when you get up in the morning? well rested oot well rested

—_—

Plense plaee a elieck beside any of these sitnations which giveyou trouble.
l/im:}emng to sleep at night _ m?:;y!dng during the night

Waldng to early in the morning?  b— ¢ Getting too little sleep at night
!Z Being too sleepy during the day : Unusual behavior during sleep?

How likely are you to doze off or fall asleep in the following situations , in contrast to just fecling tired? This
refers to your usual way of life in recént 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 sitoation,
0=Woaould never doze
1=_Slight chance of dozing
2 =Moderate chance of dozing
3 =High chance of dozing
SITUATION:
Sitting and reading?
Watching T.V?
Sifting, inactive In a public place ( ex: theater or 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 withoot alcohol?
In a car, while stopped for a few minutes in traffic?
(add points from above questions)
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