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Jeffrey R.  Polito M.D. A Professional Corp
          Diplomate of Internal Medicine & Sleep Medicine
  Primary Care & Sleep Medicine
5973 Encina Road, Suite 102
Goleta, CA 93117
Phone: 805 681-REST
Fax: 805-681-7376
SLEEP QUESTIONNAIRE

Name:_________________________________________________Date:___________________

Date of Birth:________________
Height:________
Weight:_______

Phone No. (home):____________

Phone No (work)____________

Describe chief complaint (reason for visit):

______________________________________________________________________________

____________________________________________________________________________________________________________________________________________________________

MEDICATIONS:

NAME OF DRUG

DOSAGE

DOSES PER DAY

__________________
_____________
________________                                          

__________________
_____________
________________

__________________
_____________
________________

__________________
_____________
________________

__________________
_____________
________________

__________________
_____________
_______________

__________________
_____________
________________                                          

__________________
_____________
________________

__________________
_____________
________________

__________________
_____________
________________

SURGERIES:





Date

_______________________________________
_____________

________________________________________
_____________

_______________________________________
_____________

_______________________________________
_____________

MEDICAL PROBLEMS:

________________________________________________________

________________________________________________________

________________________________________________________

________________________________________________________

________________________________________________________
________________________________________________________

________________________________________________________

________________________________________________________

HOSPITALIZATIONS:




Date

_______________________________________
_____________

_______________________________________
_____________

_______________________________________
_____________

FAMILY HISTORY:

Mother 
living?  



Y
N
Age_____

Father

living?  



Y
N
Age_____

Siblings:

Sister             Brother
living?  

Y
N
Age_____

Sister             Brother
living?  

Y
N
Age_____

Sister             Brother
living?  

Y
N
Age_____

Sister             Brother
living?  

Y
N
Age_____

List significant Family Illnesses:

Father’s Side_________________________________________________________________

____________________________________________________________________________

Mother’s Side_________________________________________________________________

____________________________________________________________________________

Has any of your family members been diagnosed or treated for the following? 
(Please Circle)  

Sleep Apnea     Yes  No       Who_________________________________________ 

Narcolepsy       Yes  No      Who________________________________________   

Restless Leg Syndrome     Yes  No      Who_________________________________
ALLERGIES:  Are you allergic to any medications?
Y
N
__________________________
reaction:_________________________

__________________________
reaction:_________________________

__________________________
reaction:_________________________

HABITS

Tobacco

Do you smoke?
Y
N 
cigarettes/day__________ Years______


Did you  smoke?
Y
N
cigarettes/day__________ Years______

When did you quit?_________________

Alcohol

Do you drink alcohol?
Y
N
Drinks per day?________

Caffeine

Do you drink coffee, tea, soft drinks?
Y
N

How much per day? ________________

SOCIAL HISTORY:

Married?
Y
N
How many years?____________

Occupation:__________________________________________
REVIEW OF SYSTEMS

Has your weight changed in the last 5 years?    Up   Down     How much?____

Do you wake up with dry mouth more than twice a week?    Yes  No

Do you have chronic headaches(at least one a week)?  Yes  No   

                                   Are they worse in the morning?  Yes  No

Do have chronic (at least once a week) heartburn or Hiatal Hernia/Reflux Disease  Yes  No

Do have chronic (at least once a week) sinus congestion?    Yes  No

How many times do you wake up to urinate at night?   0   1    2   3   >3

Have you been diagnosed with Hypertension?   Yes  No

Have you been diagnosed with Atrial Fibrillation?   Yes  No

Have you been diagnosed with blockage of your heart arteries (Coronary Artery Disease)?  Yes  No

Have you had a Stroke or TIA?   Yes  No

Do you have Diabetes or Borderline Diabetes?   Yes  No

Have you been diagnosed with Depression?  Yes  No

Have you been diagnosed with Chronic Fatigue or Fibromyalgia?  Yes  No

Have you been diagnosed with Congestive Heart Failure?  Yes  No

Have you been diagnosed with Acromegaly?  Yes  No

Do you wake up in the middle of the night choking or gasping?  Yes  No

Have you been diagnosed with Pulmonary Hypertension?  Yes  No

Have you ever had an overnight sleep study?  Yes  No   When________   Where_______

Have you been diagnosed with Chronic Pain Syndrome?  Yes  No

Have you ever undergone surgery for Snoring or Sleep Apnea?  Yes  No

EPWORTH SLEEPINESS SCALE:

How likely are you to doze off in the following situations (in contrast to just feeling tired)?  Even if you have not done some of these things, try to work out how these situations would affect you.  Use the following scale:

0
=
would never doze

1
=
slight chance of dozing

2
=
moderate chance of dozing

3
=
high chance of dozing



Situation





chance of dozing


1.  Sitting and reading







________

2.  Watching TV







________

3.  Sitting, inactive in a public place (e.g., a theater or a meeting)

________

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


________

5.  Lying down to rest in the afternoon when circumstances permit

________

6.  Sitting and talking to someone





________

7.  Sitting quietly after a lunch without alcohol



________

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


________









Total

________

FATIGUE SEVERITY SCALE:



Disagree (          (Agree

1. My motivation is lower when I am fatigued

1     2     3     4     5     6     7

2. Exercise brings on my fatigue



1     2     3     4     5     6     7


3. I am easily fatigued





1     2     3     4     5     6     7

4. Fatigue interferes with my physical functioning

1     2     3     4     5     6     7



5. Fatigue causes frequent problems for me


1     2     3     4     5     6     7

6. My fatigue prevents sustained physical functioning
1     2     3     4     5     6     7



7. Fatigue interferes with carrying out responsibilities
1     2     3     4     5     6     7


8. Fatigue is among my three most disabling symptoms
1     2     3     4     5     6     7

9. Fatigue interferes with work, family, or social life

1     2     3     4     5     6     7


SLEEP QUESTIONNAIRE

Sleep-Wake Schedule:

Bedtime?







_____________

Awakening time?






_____________


Alarm clock?






Y
N

Do you wake up during the night?



          _______________


How many  times?




          _______________


For how long?





          _______________

Disturbed Sleep:

Do you snore?






Y
N

Have you lost your bed partner because of this?


Y
N

Have breathing pauses been observed?



Y
N

Have you been told your limbs kick or twitch?


Y
N

Talk in your sleep?






Y
N

Walk in your sleep?





  
Y
N

Act out vivid or violent dreams?




Y
N

Insomnia:

Do you have trouble falling asleep?




Y
N


How long does it take you?




_______


How many nights per week?




_______

If you wake up during the night, do you 


have trouble going back to sleep?



Y
N


How long does it take you?




_______


How many nights per week?




_______

Do you sleep better in an unfamiliar bedroom


such as hotel/motel room?




Y
N

Do you have an aching, uncomfortable or 


squirmy sensation in your legs which


keeps you from sleeping?




Y
N

Are you a light sleeper, easily awakened?



Y
N

Daytime Sleepiness:

Are you sleepy or tired all day?




Y
N

Do you fall asleep watching TV or reading?



Y
N

Have you fallen asleep at inappropriate or


unexpected times such as meetings,


conversations, or social gatherings?



Y
N

Have you had accidents or near accidents 

because of sleepiness?





Y
N

Have you “come to” or suddenly bcome alert 


And found yourself doing things without 

being aware of having started them

remembering how you got there?



Y
N

Have you experienced sudden weakness in the

legs or body in general, while awake, perhaps


after being startled or in an emotional situation?

Y
N


Have you had hallucinations or dream like images


while awake?






Y
N


while falling asleep?





Y
N

Do you take naps during the day?




Y
N


How many days per week?




_______


How long are the naps?




_______


Are they refreshing?





Y
N


Do you dream during your naps?



Y
N

Did you fall asleep, or fight the urge to fall asleep in


school as a child or adolescent?



Y
N

Past Sleep History:

Did your current sleep problem begin in childhood


Y
N

Were you considered hyperactive or hyperkinetic as


A child or teenager (Attention Deficit Disorder)?

Y
N

Spouse, Roommate, or Bed partner Questionnaire:  (to be filled out about you by your spouse, roommate, or bed partner—not about your spouse, roommate, or bed partner)

Does he/she snore?





Y
N

Does he/she stop breathing?




Y
N

Do his/her legs or body twitch or kick?


Y
N

Does he/she grind his/her teeth?



Y
N

Does he/she walk in his/her sleep?



Y
N

Does he/she sit up in bed while not awake?


Y
N

Does he/she become rigid or shake during sleep?

Y
N

Does he/she rock or bang his/her head during sleep?
Y
N

Other observations:

________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________

