KETTERING MEDICAL CENTER

SLEEP DISORDERS CENTER
NAME                                       DATE                   AGE      

Date of Birth:                         
WEIGHT            HEIGHT        SEX: M      F ______ 

OCCUPATION                                                           

SLEEP QUESTIONNAIRE

My main sleep complaint is:

       trouble sleeping at night

       being sleepy all day

       unwanted behaviors during sleep, explain _________________________________
__________________________________________________________________    
 other, explain______________________________________

USUAL SLEEP HABITS




WORK TIME
Bedtime         am/pm 





Start           am/pm

Wake time       am/pm




Stop            am/pm

Number of awakenings                             




Naps per week                                          




Duration of sleep problem                         
Activities, average # per day

Caffeinated drinks                                                                     per day

Alcohol                                                                                       per day

Cigarettes, cigars                                                                       per day

DIRECTIONS:  Check any statement which currently applies to you.

        unrefreshing naps

        very loud snorer


        restless sleeper

        awaken with choking sensation

        stop breathing during sleep

        sweat a lot during sleep

        awaken with headaches

        difficulty waking in the morning

        have high blood pressure

        have gained more than 10 lbs. in the last year

        cough up sputum or mucus at night

        unable to sleep in a flat position

        falling asleep at inappropriate times

        driving accidents or near-accidents due to sleepiness

        refreshing naps

        dream a lot

        vivid dreams

        dreams or hallucinations while awake

        paralysis or inability to move on awakening

        sudden sensation of weakness in knees or legs

        was a hyperactive child or teenager

        driven miles past destination with little awareness
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DOB _________________________
        kicking or twitching during sleep

        legs jerk during sleep

        experience restlessness, tingling, or crawling in legs that is relieved with movement
        experience inability to keep legs still

        sleep with ear plugs or eye shades

        trouble falling asleep

        trouble returning to sleep

        awaken long before it is necessary

        don't feel tired at bedtime 

        sleep better in unfamiliar setting

        use sleeping pills

        light sleeper

        bed partner disturbs sleep

        function best in the evening

        grind teeth in sleep

        jaws ache in morning

        sleepwalking as an adult

        sleep talking as an adult

        bedwetting in adulthood

        banging, twisting or shaking head during sleep

        sudden awakening with intense anxiety or dread

        shift-worker or night work

        late sleeper

        bitter or sour mouth taste in the morning

        nocturnal seizures

        hiatal hernia

        awaken with back pain

        awaken with blood on the pillow

        bitten tongue during sleep

        awaken with heartburn



MEN

        awaken with painful penile erections

        have problems obtaining or maintaining erections



WOMEN

        sleep problem varies with menstrual cycle

        sleep problem started or got worse at menopause



FAMILY HISTORY

        a relative died of "crib death"

        other family members fall asleep during the day

        other family members have sudden attacks of muscle weakness

        other family members snore loudly

        other family members have the same sleep problem I do
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NAME :                                                 
Date of Birth: _______________
LIST ANY MEDICATIONS THAT YOU ARE CURRENTLY TAKING:

 1.                                                                
           9.                                                

 2.                                                                
          10.                                                

3.                                                                  
          11.                                                







 

4.                                                                      
          12.                                               
 5.                                                                   
 6.                                                                    
 7.                                                                    
 8.                                                                    
ALLERGIES:

1.__________________________________

2.__________________________________

3.__________________________________

4.__________________________________
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SPOUSE OR ROOMMATE QUESTIONNAIRE

Name of Patient                                    Date                   
Date of Birth ____________________   

Check any of the following behaviors that you have observed the patient doing while asleep.

        loud snoring

        light snoring

        twitching of legs or feet during sleep

        pause in breathing

        grinding teeth

        sleep-talking

        sleep-walking

        bed-wetting

        sitting up in bed but not awake

        head rocking or banging

        kicking with legs during sleep

        getting out of bed but not awake

        biting tongue

        becoming very rigid and/or shaking

How long have you been aware of the sleep behavior(s) that you checked above?                                                                                                                       

Describe the sleep behavior(s) checked above in more detail. Include a description of the activity, the time during the night when it occurs, frequency during the night and whether it occurs every night.

If you have heard loud snoring, do you remember hearing short pauses in the snoring or occasional loud "snorts"?








THANK YOU

