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Sleep History: New Patient – Previous Sleep Study 
Name:________________________________   Date of Birth: __________    Date: __________  Height: _______
Referring Physician: ___________________  Primary Care Provider: ___________________  Weight:________
SLEEP STUDY HISTORY:
Location:  ____________________________________________________________________________

Date (s):  ____________________________________________________________________________

Recommendations: ____________________________________________________________________

Current CPAP use?  􀀀 YES 􀀀 NO    Current Medical Equipment Company: ________________________
Approximately when did you last obtain new supplies/mask?...........................................    􀀀 YES 􀀀 NO          
RESPONSE TO THERAPY:
For long-term CPAP users:

Are you experiencing any current problems with CPAP pressure and/or mask?............  􀀀 YES 􀀀 NO          

    If yes, please describe: __________________________________________________________________________________________________________________________________________________________________________

Daytime sleepiness on CPAP? ……………………………………………………………...   􀀀 YES 􀀀 NO          
Difficulty falling asleep or staying asleep on CPAP therapy?.........................................   􀀀 YES 􀀀 NO          
Have you been told you snore while using CPAP? ……………………………..…..….…   􀀀 YES 􀀀 NO          
Weight change since previous sleep study?..................................................................    􀀀 YES 􀀀 NO          
Waking with headaches?...............................................................................................    􀀀 YES 􀀀 NO          
Experiencing indigestion/esophageal reflux at night?....................................................    􀀀 YES 􀀀 NO          
If recently starting CPAP therapy:

Are you experiencing any issues tolerating pressure setting or mask?..........................    􀀀 YES 􀀀 NO          
    If yes, please describe:_______________________________________________________________
____________________________________________________________________________________

If experiencing daytime sleepiness prior to CPAP therapy has this improved? ….….…    􀀀 YES 􀀀 NO          
CURRENT SLEEP-WAKE SCHEDULE

When is your usual bedtime on workdays?          _____ AM / PM      On Weekends?    _____ AM / PM
When is your usual wake time on workdays?
    _____ AM / PM      On Weekends?    _____ AM / PM
On average, how long after going to bed does it take you to fall asleep?………….         _____ minutes
Do you currently take sleep aides either over the counter or prescription?….….…..….    􀀀 YES 􀀀 NO    Name: ______________________________________________________________________
How many times do you usually awaken during the night on CPAP therapy?.............     _____ times

    Reason?  ___________________________________________________________________
    How long to return to sleep?_____________________________________________________

Do you awaken earlier than you want and have trouble returning to sleep?..................    􀀀 YES 􀀀 NO
On average, how long do you sleep at night (or day if shiftworker)? ………….
……..     ____ hrs ___ mins
When you waken after sleep do you feel refreshed? ……………………...………….....     􀀀 YES 􀀀 NO
SLEEP DISTURBANCES

Do you sleepwalk?……………………………………………………………………..………   􀀀 YES 􀀀 NO
Do you act out dreams while asleep or have you fallen out of bed?........................
 􀀀 YES 􀀀 NO

Do you talk, yell or giggle during your sleep?........................................................... 
 􀀀 YES 􀀀 NO
Do you grind your teeth or have you bitten your cheek during sleep? ………………      􀀀 YES 􀀀 NO
Do you have uncomfortable sensations in your legs that interferes with sleep?.......
 􀀀 YES 􀀀 NO

Do you ever experience rhythmic or excessive limb movement during sleep? …….
 􀀀 YES 􀀀 NO
Have you ever had unusual movements/behaviors during sleep? …………………..      􀀀 YES 􀀀 NO
      Describe: ___________________________________________________________________

DAYTIME FUNCTIONING

Do you usually take a nap during the day? ……………………………………………. 
 􀀀 YES 􀀀 NO

If yes, how long? ………………………………………………………………………….
 ______ minutes
What time of day do you usually nap?           􀀀 morning  􀀀 noon  􀀀 evening 

How many naps do you usually take per day?.........................................................
 ______________
If you work, what are your usual work hours?...........................................................
 ______ to ______

Do you work shifts (evenings, nights, rotating shifts)?..............................................
 􀀀 YES 􀀀 NO

HORMONAL FACTORS

Do you experience mood changes for irritability?.....................................................       􀀀 YES 􀀀 NO

Do you have a decreased sex drive or libido? …………………………………………      􀀀 YES 􀀀 NO

Do you experience night sweats or excessive sweating?........................................       􀀀 YES 􀀀 NO

Female:  Do you experience vaginal dryness or pain during intercourse? ……...…      􀀀 YES 􀀀 NO

Female:  Do you experience breast tenderness? ………………………………….….      􀀀 YES 􀀀 NO

Female:  Do you experience hot flashes?  ……………………………………………..      􀀀 YES 􀀀 NO

Male:  Have you experienced a decrease in the frequency of morning erections?..       􀀀 YES 􀀀 NO

SLEEP ENVIRONMENT

Is there any aspect of your sleep environment you feel contributes to your sleep 

problem (e.g. light, temperature, humidity, bed comfort, etc.)?



 􀀀 YES 􀀀 NO
    If yes, explain: ____________________________________________
Do you sleep with anyone else in the same room or same bed?.............................. 
 􀀀 YES 􀀀 NO

    If yes, are you bothered by your bed partner’s snoring or movements during sleep? 􀀀 YES 􀀀 NO
Do you sleep in the same room or bed with your children?.......................................
 􀀀 YES 􀀀 NO

Do you tend to watch the clock while in bed?............................................................
 􀀀 YES 􀀀 NO 
Do you do any of the following while in bed? (check all that apply) 
 
􀀀 Read     􀀀 Watch TV    􀀀 Use computer     􀀀 Eat/Drink
LIFESTYLE FACTORS

How many alcoholic drinks do you have per day?....................................................
 _____ drinks

Do you use alcohol to help you fall asleep?.............................................................. 
 􀀀 YES 􀀀 NO

Do you currently smoke or “vape”?  􀀀 YES 􀀀 NO   If yes how many packs/cigars per day  __________  How many years? _____   If no, quit date: _______  # packs/cigars per day prior to quitting _________  
 # of years smoking prior to quit date:  __________
Do you use any illicit drugs (marijuana, heroin, crack, cocaine)?............................. 
 􀀀 YES 􀀀 NO 
MEDICAL/PSYCHIATRIC HISTORY

Please list any surgeries you have had and the date (open heart, heart stent, bariatric, nose/throat, etc.) 
_______________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________
Have you ever been treated for any psychiatric problems?.....................................
 􀀀 YES 􀀀 NO
If yes, what: __________________________________________________
Are you currently being treated by a psychologist/psychiatrist?...............................
 􀀀 YES 􀀀 NO
If so, whom? _________________________________________________
Have you had any of the following medical problems? (please check any that apply)
􀀀 Heart attack
        􀀀 High Cholesterol        􀀀 Atrial Fibrillation       􀀀 High Blood Pressure
􀀀 Abnormal EKG     􀀀 Blood Clots: location_________________    􀀀  Congestive Heart Failure
  
􀀀 Stroke                  􀀀 Hypothyroidism          􀀀 Diabetes
         􀀀  Anemia
􀀀 COPD
       􀀀 Asthma

         􀀀 Chronic congestion  􀀀 Seasonal allergies 
􀀀 Headaches
       􀀀 Multiple Sclerosis       􀀀 Alzheimer’s
         􀀀 Restless Leg Syndrome
􀀀 Seizures
       􀀀 Bipolar                        􀀀 Anxiety                      􀀀 Depression      
􀀀 Arthritis                􀀀 Fibromyalgia              􀀀 Head injury
         􀀀 Broken nose 
􀀀 Glaucoma
       􀀀 Esophageal Reflux     􀀀 Chronic Kidney Disease
􀀀 Cancer: type_________________            􀀀 Chronic Pain: location_________________________
   
Male:      􀀀 Enlarged Prostate      􀀀 Erectile Dysfunction     􀀀 Low Testosterone

Female:  􀀀 Polycystic Ovaries     􀀀 Heavy Periods              􀀀 Menopause: year____________  
􀀀 Other: ________________________________________________________________________
FAMILY AND SOCIAL HISTORY

Does anyone in your family have any sleep problems or use CPAP? 


 􀀀 YES 􀀀 NO
If so, who and what: ____________________________________________

Has anyone in your family ever been treated for any serious medical problems?
 􀀀 YES 􀀀 NO
If yes, what: __________________________________________________
MEDICATION LIST
	Prescription and Nonprescription Medications

	Use the chart below to list all brand-name and generic prescription medications you currently take. Be sure to fill in all the information for each medication. Also list all nonprescription medications such as vitamins and supplements you take. 

	Medication Name
	Prescribing Doctor’s Name
	Reason for Taking Medication
	Dose (such as 2 mg, 1 tsp)
	How Often? (such as 3x/day)

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	


	Allergies to Medications

	Medication Name
	Type of reaction, such as rash or breathing difficulties.


Name: _________________________________                          Date: _________________________
THE EPWORTH SLEEPINESS SCALE
How likely are to doze off or fall asleep in the following situations, in contrast to feeling just tired? This refers to your usual way 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 






CHANCE OF DOZING








           On CPAP                   No CPAP

Sitting and reading


                   
                      __________               _________
Watching TV 






         __________               _________
Sitting, inactive in a public place (e.g. a theatre 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 a lunch without alcohol 


         __________               _________
In a car, while stopped for a few minutes in the traffic

         __________               _________
Total:
         __________               _________
 SITUATION CHANCE OF DOZING
Sitting and reading ____________________ 
Watching TV ____________________ 

Johns MW. A new method for measuring daytime sleepiness: the Epworth Sleepiness Scale. Sleep 1991; 50-55. 
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