
SLEEP SCREENING QUESTIONNAIRE
l!

This questionnarre was oesigned to provide important facts regarding the history of your sleep ::ldil?n 
To assist in determining the source of any

problem, please taKe yorit*u and answer each question uriornpt.t.ty and honestly as possible Please sign eacn page

Patient lnformation roDAY's DArE:

I  MR E MS !  urss NAME:

I vrns. E DR
f l  Male l-l Female

Abtr BIRTH DATE

ADDRESS:

CITY/STATE/ZIP

HOW LONG AT CURRENT ADDRESS? (IF LESS THAN THREE YEARS, PLEASE GIVE PREVIOUS ADDRESS)

PREVIOUS ADDRESS

EMPLOYED BY:

ADDRESS
SS#

WORK PHONE:HOME PHONE:

C E L L  P H O N E EMAIL

RESPONSIBLE PARTY

FAMILY PHYSICIAN:

ADDRESS

FAMILY DENTIST

ADDRESS:

Please list other health care practit ioners seen in the last I months

INSURANCE

MEMBER NUMBER

GROUP NUMBER

PLAN NUMBER

NAME OF PRIMARY
CARE PHYSICIAN

HEIGHT:

WEIGHT:

inches

pounos

REFERRED BY:

WHAT ARE THE CHIEF COMPLAINTS FOR WHICH YOU ARE SEEKING TREATMENT?

Please number the complaints with #1 being the most important.

Frequent  heavy  snor rng  Morn ing  hoarseness

which affects the sleep of others Morning headaches

Signif icant daytime drowsiness Swell ing in ankles or feet

I have been told that "l stop breathtng" when sleeping' Nocturnal teeth grinding

Diff iculty fal l ing asleep _ Jaw pain

Gasp ing  when wak ing  up  Fac ia l  pa in

Nigh t t ime chok ing  spe l l s  _  Jaw c l i ck ing

Feeling unrefreshed in the morning

Other:

Pat ient  Signature Date

o 2006 TMJ pRAclcE MANAGEMENT ASSocTATES, rNc 1 800 B7e 6468 REPRINT RIGHTS oNLY THRouGH LIcENSING Page 1



Sleep Center Evaluation
Have you ever had an evaluation at a Sleep Center? t l  Yes n No

l f  Yes.

Sleep Center Name
and Location

Sleep Study Date

FOR OFFICE USE ONLY
Z mild

The evalution confirmed a diagnosis of: f ,  moderate obstructive sleep apnea
I severe

The evaluation showed an RDI of and an AHI of

CPAP IntOlgfanCe (continuous posit ive Airwav pressure device)

l f  you have attempted treatment with a CPAP device, but could not tolerate i t  please f i l l  in this section:

I could not tolerate the CPAP device due to:

I  mask leaks

tr |  was unable to get the mask to f i t  properly

n discomfort caused by the straps and headgear

I disturbed or interrupted sleep caused by the presence of the device

n noise from the device disturbing my sleep and/or bed partner's sleep

I CPAP restr icted movements during sleep

! CPAP does not seem to be effective

tr pressure on the upper l ip causing tooth related problems

n a latex al lergy

n claustrophobic associations

n an unconscious need to remove the CPAP apparatus at night

Other

Other Therapy Attempts
What other therapies have you had for breathing disorders?
(weight-loss attempts, smoking cessation for at least one month, surgeries, etc.)

DatePatient Signature
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List any medications which have caused an al lergic reaction:
Yt-l NI Antibiotics Yn Nn Metals otherattersens
Yn Ntr  Aspir in Yn Nf l  Penic i l l in
Ytr Nfl Barbiturates YE NI Plastic
Y! NE Codeine YI Nn Sedat ives
Y! NI lodine Yn NE Sleeping pi l ls
Yfl NLI Latex Yfl NE Sulfa drugs
Yf, Nfl Local anesthetics

List any medications you are currently taking:
YI Nn Antac ids Yf l  NI  Codeine Yf l  NE Fain medicat ion
YI  NE Ant ib io t ics  Yf l  NE Cort isone Ytr  NE Sleeping p i l ls
Y!  NE Ant icoagulants  y f l  Nf l  Diet  p i l ls  Yn NI  Sul fa  drugs
Yfl N[] Antidepressants Yfl NI Heart medication Yfl NE Tranquil izers
Ytr Nn Rnti- lnf lammatory drugs YI Nn High blood pressure medication

(non-steroid) yLl Nt] lnsulin other current medications:
Ytr Nfl Barbiturates yI NI Muscte relaxants
Yfl Nfl Blood thinners yI N! Nerve pii ls

Medical History
Y tr  NI Anemia Y! NE Hear t  pacemaker  Y!  NE Osteoar thr i t is
Yn NE Arter iosclerosis Yn NE Heartvalve replacement Yn Nn Osteoporosis
Y !  NE Asthma Y n Nn Heartburn or a sour taste Y ! Nf] Poor circulation
Y n Nn Autoimmune disorders in the mouth at night Y ! N[ Prior orthodontic treatment
Y! N[ l  Bleeding easi ly yn NE Hepat i t is  ytr  N[ Recentexcessiveweight
Y n NE Chronic s inus problems y !  NE High blood pressure gain

Ytr  Nf l  Chronicfat igue ytr  Ntr  lmmune system disorder yI  N;1 Rheumaticfever
Y n NE Congestive heart failure y ! N! Injury to y ! NI Shortness of breath
Y n NE Current pregnancy I Face f Neck y tr NX Swollen, stiff or painful
Ytr  NE Diabetes !  Head f Mouth tr Teeth joints

Yn NE Dif f icul ty concentrat ing Yn Ntr  Insomnia yn Ntr  Thyroid probtems
Y ! NE Dizziness Y ! NE lrregular heart beat y n NE Tonsil lectomy (have had)
Y n NI Emphysema Y n NE Jaw joint surgery y n Nfl wisdom teeth extraction
Yn NE Epi lepsy Yn NE Low b lood pressure 

othermedicarh is torv :
Y!  NE Fibromyalg ia Yn NE Memory loss

Ytr  NE Frequentsorethroats  YI  NE Migra ines

Ytr  NE Gastroesophageal  Ref lux Y!  NE Morning dry mouth
Disease (GERD) 

15 NE Muscle spasms or
Yn N[  Hay fever  'L  

cramps
Y n NE Heart disorder \E NE Needing extra pi l lows to
Y ! NE Heart murmur help breathing at night

Y n NI Heart pounding or beating Y n Nn Nightt ime sweating
irregularly during the night

DatePat ient  Signature
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Famiiy History
1. Have any members of your family (blood kin) had: yes f No ! Heart disease

Yes tr No X High blood pressure
YesE NoI  Diabetes

2. Have any immediate family members been diagnosed yes E No tror treated for a sleep disorder?

Social History
Alcohol consumption. How often do you consume alcohol within 2-3 hours of bedt ime?

tr Never f once a week ! several days a week L] Daily ! occasionailv

Sedative consumption: How often do you take sedatives within 2-3 hours of bedtime?

I Never f  Once a week !  Several  days a week f ,  Dai ly n Occasionaly

Caffeine consumption: How often do you consume caffeine within 2-3 hours of bedt ime?

n Never !  Once a week !  Several  days a week !  Dai ly !  Occasionaly

Do you smoke? [  Yes n No l f  yes, enter the number of packs per day (or other descr ipt ion of quantrty)

Do you use chewing tobacco? ! yes I No

I authorize the release of a ful l  report  of  examinat ion f indings, diagnosis,  t reatment programs, etc. ,  to any referr ing or
treating dentist or physician. I additionally authorize the release of any medical information to insurance companies or
for legal documentation to process claims. I understand that I am responsible for all fees for treatment reqardless of
insurance coveraoe.

Patient Sionature Date
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THE EPWORTH SLEEPINESS SCALE
How l ikely are you to doze off or fal l  asleep in the fol lowing situations?

o 1 uoo2"rat"
r /  Check one in  each row:  No chance Sl ight  chance chance of

3
High chance
of dozingof dozing of dozing dozing

Sitt ing and reading

Watching TV

Sitt ing inactive in a public
place (e.9. a theater or a
meeting)

InT!

As a passenger in a car
for an hour without a break

TT

Lying down to rest in the
afternoon when circumstances
permit

Tnr

Sitt ing and talking to someone

Sitting quietly after a lunch
without alcohol

TnrT

In a car, while stopped for a
few minutes in traff ic

nnT

Total Score:

(Add columns 0-3)

Pat ient Sionature
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Berl in Questionnaire Sleep Evaluation
1.  Complete the fo l lowing:

height age
weight male/female

2. Do you snore?

b  E v e s
O

E  I n o
E I don't know

lf you snore:

3.  Your snor ing is?

f  s l ighly touder than breathing
! as loud as ta lk ing
I  louder than talk ing

4. How often do you snore?

E nearly every day
I 3-4 t imes a week

a |-2times a week
Z l -Z t imes a month
f] never or nearlv never

I yes

I n o

6. Has anyone noticed that you quit breathing
dur ing your  s leep?

! nearly every day
tr g-+ t imes a weeK

Z l -Zt imes a week

Z l -Z t imes a month

E never or nearly never

D very loud. can be heard in adjacent rooms I never or nearly never

7. How often do you feel tired or fatigued after
? 

your sleep?
o

E , !  nearly every day :

E Z 3._l times a week
D l-Z times " w"et
J l -Z t imes a month
! never or nearlv never

8. During your waketime, do you feel t ired,
fatigued or not up to par?

LJ nearly every day
J 3-q t imes a week
Z l-Ztimes a week
Z l -Z t imes a month

9. Have you ever nodded off or fal len asleep
whi le  dr iv ing a vehic le?

I yes

n n o

l f  yes, how often does it  occur?

f a-+ t imes a week
L)  1-2 t imes a week
Z l -Z t imes a month
n never or nearly never

c.r 10. Do you have high blood pressure?

b LJ Yes
5l .-:-0 r  l l n o
r!
u L__j oon t Know

5. Has your snoring ever bothered other people? E nearly every day

(For off ice use)

Scoring Questions: Any answer within the box outl ine is a posit ive response

Scoring categories:
Category 1 is posit ive with 2 or more posit ive responses to questions 2-6 E
Category 2 is posit ive with 2 or more posit ive responses to questions 7-9 !
Category 3 is posit ive with 1 posit ive response and/or a BMI>30 ! (svr = Body Mass Index)

Final Result:  2 or more possible categories indicates a high l ikel ihood of
sleep disordered breathing.

Ber l inPatient Signature Date


