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  Premier Sleep Disorders Center

                     Sleep sound  (   Sleep safe  (  Sleep well

VICTORIA LOCATION

SHINER LOCATION

ROCKPORT LOCATION
111 N. Park


124 E. Wolters Street

1811-A Broadway

VICTORIA, TX 77901

SHINER, TX  77984

Rockport, TX 78382

(361)572-9654


(361)572-9654


(361)572-9654




         Fax:  (361) 485-2233


PRE-SLEEP QUESTIONNAIRE
1.  On a scale from 1 (wide awake) to 10 (extremely sleepy), how do feel right now?

(please circle)  1        2       3       4       5       6       7       8       9       10

2.  How much sleep did you get last night?_______hours, _________minutes.

3.  Did you feel rested when you got up today?    Yes               No  

4.     Did you feel tired or sleepy today?     Yes             No 
If YES, what time and what were you doing?______________________________________________

5.  At what time did you last eat?_______ am    pm

6.  Did you take any naps today?    Yes           No

If YES, what time of day and for how long?_______________________________________________

7.  Did you have any alcohol today?    Yes                 No

If YES, what, when, and how much?_____________________________________________________

8.  Did you have any caffeine (Coke, Tea, Coffee, etc.) today?    Yes             No

       If YES, what, when, and how much?_____________________________________________________

9.  Was today any more physically demanding?      Yes           No 

        If YES, please explain._______________________________________________________________

10.  Was today any more emotionally stressful?       Yes          No

        If YES, please explain._______________________________________________________________

11.  Have you felt ill today, or do you feel ill now?      Yes           No 

If YES, please explain._______________________________________________________________

12.  Have you taken any medication(s) to help you sleep in the past two weeks?     Yes           No

  If YES, medication                                  dosage                                      date last used

   _____________________________________________________________

               _____________________________________________________________

 13. Have you taken any medication to help you stay awake in the last two weeks?     Yes        No

  If YES, medication                                  dosage                                      date last used

   _____________________________________________________________

               _____________________________________________________________

PATIENT NAME:____________________________________________  DATE:____/______/______                                                                                     
