SLEEP HEALTH CENTER

a department of

ALICE PECK DAY MEMORIAL HOSPITAL


Patient Consultation Questionnaire

Please complete the following questionnaire as best you can.  Please feel free to make additional comments; use the back of the paper when necessary.  If certain questions do not apply, please indicate “N/A.” 

1. Approximately how long have you had this sleep problem?

2. What has been tried so far to help you with your problem, and was it effective?  Please be as specific as possible in identifying sleeping pills, including over the counter medications, as well as anti-anxiety or tranquilizing medications.

3. Are you bothered by excessive sleepiness/drowsiness/involuntary dozing during normal waking hours?  YES_____   NO_____. If yes, approximately how long has this been a problem?

4. Do you take naps?  YES____  NO____

If NO, go to question 5.

Take your average nap over the last two-three weeks.  How long did it usually last?

Less than 20 minutes ________

20 minutes to 1 hour ________

More than one hour  ________

How often do you typically nap?  __________ times per day/week/month

5. How do you sleep during the night?

_____ Excellent/much better than average

_____ Very well/better than average

_____ Like most people, about average

_____ Somewhat poorly, worse than average

_____ Extremely poor sleep, much worse than average

6. Is falling asleep one of your problems?  YES_____ NO _____


a. Estimate your average time to fall asleep.  _____ minutes/hours


b. What is your average bedtime?  _____ am/pm

7. Describe any problems in your sleeping environment (e.g. noise or restless partner, excessive light or temperature fluctuations, condition of bed, etc.).

8. How many times do you usually awaken at night? _____

9. Is awakening at night one of your problems?  YES_____ NO_____


a. How long does it usually take for you to get back to sleep? _____minutes/hours

10. Do you often awaken too early, unable to return to sleep?  YES _____ NO _____


a. what your usual time of final awakening?  _____am/pm

11. How many hours do you actually sleep during an average night? ____hrs.

12. Do you snore? YES_____ NO_____

13. Have others told you that you stop breathing in your sleep? YES______ NO ______

14. Do you awaken at night with shortness of breath or gasping? YES ______ NO _____

15. Do you have problems with stuffy or obstructed nose at night?  YES _____ NO ____

16. Do you frequently experience acid reflux?  YES _____  NO _____

17. Do you frequently experience physical pain to a degree that may interfere with sleep?   YES _____ NO_____

How much do you weigh?   _____ lbs. How tall are you?  ___ft. ___in.

Past Medical History:

Indicate if you have had any of the following:

_____ Head injury/concussion

          _____ Heart disease

_____ Stroke




          _____ Diabetes

_____ Seizures/convulsions


          _____ Thyroid problems

_____ Brain infection (meningitis/encephalitis)      _____ Cancer

_____ Hypertension (high blood pressure)
          _____ Substance abuse (alcohol/drug)

_____ Chronic lung disease (COPD)

          _____ Depression/anxiety/other       







         mental health problems

Please give approximate years and any details for disorders checked above:

List other past or present medical problems:

Surgeries excluding minor or skin procedures:

Please list all medications you currently take on a regular basis.  This should include both prescription and non-prescription drugs. You may supply a list.

	
  Medication:


	Dosage:
	Time Taken:
	

	
	
	
	

	
	
	
	

	
	
	
	

	
	
	
	

	
	
	
	

	
	
	
	

	
	
	
	

	
	
	
	

	
	
	
	

	
	
	
	


Please list any medication allergies:

Health habits:

Tobacco: Current use: _____YES _____ NO

If yes, list type and quantity.

Alcohol:  Current use: _____YES _____NO

If yes, list approximate frequency and quantity:

Current symptoms:

In the past few months, have you had any of the following (please mark all that apply)?

____ Frequent or severe headaches

____ Abdominal pain

____ Change in vision or hearing

____ Chronic nausea/vomiting/diarrhea

____ Sinus problems



____ Weight gain/loss

____ Nasal congestion/allergies

____ Frequency of urination

____ Difficulty swallowing


____ Painful urination

____ Shortness of breath


____ Sexual dysfunction

____ Chest pains



____ Swelling of hands, feet or ankles

____ Palpitations



____ Heat or cold intolerance

____ Chronic cough



____ Persistent depression/anxiety
How did you hear about the Sleep Center at Alice Peck Day Hospital _______________________________​​

If your Primary Care Physician did not refer you would you like him/her to receive a copy of your evaluations?  YES_____ NO _____
Name of your primary care physician (PCP):

____________________________________

____________________________________

Address

____________________________________

___________________________________

Phone
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