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Premier Sleep Disorders Center

                        Sleep sound (  Sleep safe  (  Sleep well

VICTORIA LOCATION
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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


POLYSOMNOGRAM  QUESTIONNAIRE

ASSESSMENT OF YOUR SLEEP AND WAKEFULLNESS

EPWORTH  SLEEPINESS  SCALE
Directions:

As of today, how likely are you to doze off or fall asleep in the following situations, in contrast to feeling just tired?  Even if you have not done some of these things recently, try to work out how they would have affected you.  Please use the following scale to choose the most appropriate number for each situation.

RATING SCALE FOR CHANCE OF DOZING:

0=NEVER

1=SLIGHT

2=MODERATE

3=HIGH

Rate Chance 

of Dozing

__________

Sitting and reading

__________

Watching television

__________

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

__________

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

__________

Lying down to rest in the afternoon when circumstances permit

__________

Sitting and talking to someone

__________

Sitting quietly after a lunch without alcohol

__________

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

__________

Total Score

Patient name:_____________________________________________






(Please Print)

Date of Birth:__________________ Current Age: ________________
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Briefly describe your sleep complaint.  Tell when and how it began. ___________________

_____________________________________________________________________________________

________________________________________________________________________

Are you in good health as far as you know?  YES    NO   Exceptions:________________

________________________________________________________________________

How much of these beverages do you consume?  Place 0 in blank if none.

Coffee

                         ____cups/day                    ____cups after 6 pm

decaf coffee
                         ____cups/day
                   ____cups after 6 pm

tea(hot or cold)                         ____glasses/day    
       ____glasses after 6 pm

carbonated drinks                     ____cans/bottles/day        ____cans/bottles/after 6 pm

beer,wine,liquor (circle one)    ____drinks before 6 pm    drinks after 6 pm____of alcohol                                                                                  drinks at bedtime____of alcohol

Usual bedtime on workdays________am/pm;  days off_________am/pm

How long does it take to go to sleep on workdays______minutes; days off______minutes

Usual time to get up on workdays_____am/pm;  days off______am/pm

How much sleep do you feel you get each night?_______hours

Number of awakenings per night______.  Number of bathroom trips per night________.

How long does it take you to “get going” in the morning (become fully alert and functional)? _______hours;______minutes

INSTRUCTIONS: Circle YES or NO or fill in blanks as indicated. Circle NO if the problem is very infrequent.  Place an X beside any question you do not understand or cannot answer by a simple YES or NO.
Yes   No     Are you unable to fall asleep at night? mild____ severe_____

Yes   No     Are you unable to remain asleep at night?  Number of times you awake_____

Yes   No     Do you use an alarm clock to wake up in the morning?

Yes   No     Do you have a problem with inability to get up in the morning?

Yes   No     Is it easy for you to get out of bed in the morning?

Yes   No     Do you feel you get too little sleep at night?

Yes   No     Do you feel you get too much sleep at night?

Yes   No     Do you feel you sleep/wake schedule is unsatisfactory?

Yes   No     Do you feel that the quality of your sleep is unsatisfactory? (that is, no matter 

                   how much sleep you get, you do not wake up feeling rested)

Yes   No     Are you usually sensitive to cold_____or heat______?

Yes   No     Does your pulse ever beat too fast_____or too hard_____(palpitations)                      


       during the day?
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Yes   No     Do crave certain types of foods? (example: sweets, salts)           

Yes   No     Are you short of breath during the day?

Yes   No     Do your ankles swell up during the day?

Yes   No     Do you have high blood pressure?

Yes   No     Do you have anemia or any other blood problem(s)?

Yes   No     Do you have chest pains during the day or night?

Yes   No     Do you have kidney or urinary trouble?

Yes   No     Have you ever had cancer or a tumor?

Yes   No     Do you have problems with your skin____, nails_____, or hair______?

Yes   No     Do you have trouble with your bowels_____or liver_____?

Yes   No     Do you have thyroid problems?

Yes   No     Do you have low blood sugar (hypoglycemia)?

Yes   No     Do you sleep a lot or take many naps during the day?

Yes   No     Do you feel extremely drowsy or sleepy during the day?

Yes   No     Do you have to drink a lot of coffee or tea to stay awake during the day?

Yes   No     Do you feel extremely tired or fatigued during the day even when your not 

                   sleepy?

Yes   No     Do you have feelings during the day that you “just don’t want to do anything?

Yes   No     Is your daytime performance in work or recreation less efficient than you

                   would like it to be?

Yes   No     Do you yawn very frequently during the day?

Yes   No     Do you fall asleep during these situations:

                   (Rate your chance of dozing: 0=never, 1=slight, 2=moderate, 3=high)

                    _____       Sitting and reading


        _____       Watching TV


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


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


        _____       Lying down to rest in the afternoon when circumstances permit


        _____       Sitting and talking to someone


        _____       Sitting quietly after lunch without alcohol


        _____       In a car, while stopped for a few minutes in traffic

Yes   No     Do you have uncontrollable urges to fall asleep during the day or find 

                   yourself falling asleep when you do not want to?

Yes   No     Have you had accidents or near accidents when driving a car because you felt 

                   extremely sleepy or were having trouble concentrating?

Yes   No     Have you ever been in unusual, unpleasant, or embarrassing situations 

                   because you felt extremely sleepy or were having trouble concentrating?

Yes   No     Would you like to be able to nap at particular times of the day?

                    Do you function BEST in the(check blanks that apply)


     
_____MORNING



_____AFTERNOON



_____EVENING



_____NEVER


         Do you function WORSE in the:



_____MORNING



_____AFTERNOON



_____EVENING
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Yes   No     Do you drink alcoholic beverages regularly?

Yes   No     Do you feel you have a drinking problem?

Yes   No     Is your sleep satisfactory when you drink alcohol?

Yes   No     Do you take sedatives regularly? (sleeping pills)

Yes   No     If yes, is your sleep satisfactory when taking sedatives?

Yes   No     Do you take other drugs at night?

Yes   No     Do you drink any beverages during the night?(alcohol, coffee,tea,water, ect.)

Yes   No     Are you aware of any breathing abnormalities or problems with breathing 

                   associated with your sleep?

Yes   No     Have you ever been told that you snore?

Yes   No     Does your snoring disturb others in your house?

Yes   No     Do you sometimes wake up feeling like you are choking or gasping for 

                   a breath?

Yes   No     If you snore, does your snoring get worse after drinking alcohol?

Yes   No     Have you dreamed of drowning or being suffocated?

Yes   No     Do you have hay fever or sinus congestion frequently?

Yes   No     Do you still have your tonsils?

Yes   No     Do you have palpitations_____or rapid heart beat_____ during the night?          

Yes   No     Do you wake up with a headache?

Yes   No     Do you sweat excessively during sleep?

Yes   No     Do you wake to use the bathroom at night? number of times________

Yes   No     Do your limbs or does your whole body twitch occasionally when falling 

                   asleep?

Yes   No     Is your sleep often “restless” and “disturbed”?

Yes   No     Do you ever fall out of bed?

Yes   No     Have you ever wet the bed during sleep as an adult?

Yes   No     Do you have pain in the neck, spine, muscles, or joints during the night?

Yes   No     Do you have other kinds of pain during the night?

Yes   No     Do you have muscular aches or pains during the day?

Yes   No     Do you have significant muscular weakness, incoordination or dizziness?

Yes   No     Do you have pains in your joints during the day?

Yes   No     Do you have any other type of chronic pain?

Yes   No     Have you ever been tested for arthritis?

Yes   No     Do you have arthritis?

Yes   No     Do you have a crawling feeling or discomfort in your legs or thighs that

                   increases in intensity?

Yes   No     Do you have a demanding need to move your legs or body to relieve this 

                   feeling?

Yes   No     Do you get relief of these symptoms by activity(walking,stretching,bending)

                   at least temporarily?

Yes   No     Do these symptoms worsen when sitting or lying down, especially in the late 

                   evening or night?

Yes   No     Do you a meal within 2 hours of going to bed?

Yes   No     Do you have a hiatus hernia?

Yes   No     Do you awaken with a sour or bitter taste in your mouth?

Yes   No     Do you wake up at night with “heart burn”?
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Yes   No     Does gas bother you when you are trying to sleep, or do you wake up during 

                   the night with gas pains?

Yes   No     Do you cough frequently at night?

Yes   No     Do you wake up with a sore throat frequently?

Yes   No     Do you wake up at night with nausea frequently?

Yes   No     Do you have times during the day when your memory completely fails you?

Yes   No     Have you ever “come to” and discovered that you have performed some 

                   complex activity(i.e. driving a car) without remembering it?

Yes   No     Do you sometimes have illusions that something is happening that really isn’t

                   happening?

Yes   No     Do you have hallucinations or dream-like mental images during the day?

Yes   No     Do you have attacks of sudden physical weakness or paralysis during the day, 

                   when laughing, angry, or in other emotional situations?

Yes   No     Do you have hallucinations or dream-like mental images when you are falling 

                   asleep or waking up?

Yes   No     Do you feel paralyzed when falling asleep or as you are waking up?

Yes   No     Do you often have frightening dreams or nightmares?

Yes   No     Have you had the same dream on different nights?

Yes   No     Do you have night terrors or wake up screaming?

Yes   No     Are you afraid of the dark?

Yes   No     Are you afraid to go to sleep?

Yes   No     Have you ever had a convulsion (fit, epilepsy) at night?

Yes   No     Have you ever had a convulsion (fit, epilepsy) during the day?

Yes   No     Do you tend to awaken (suddenly) during the night or in the morning with an 

                   unpleasant feeling of fear, anxiety, worry, depression, unhappiness or 

                   confusion? (underline those that apply)

Yes   No     Are you taking stimulants(Ritalin, “upper”, NoDoz) during the day?

Yes   No     If you are taking stimulants, do you feel your performance is satisfactory 

                   when taking them?

Yes   No     Have you ever had a significant injury to your head?

Yes   No     Do you suffer from fainting spells or loss of consciousness during the day?

Yes   No     Do you ever have double vision or blurred vision?

Yes   No     Do you sleep walk?

Yes   No     Do you talk in your sleep?

Yes   No     Have you been told that you make moaning sounds in your sleep?

Yes   No     Do you grind your teeth during sleep?

Yes   No     Do you wake up during the night feeling thirsty?

Yes   No     Do you wake during the night feeling hungry?

Yes   No     Are you bothered by itching sensations during the night?

Yes   No     Have you ever been told that you bang your head against the bed at night?

Yes   No     Have you ever been told that you make rolling/rocking movements in sleep?         

Yes   No     Do you have a problem with reaching an orgasm (climax) during sex?

Yes   No     Do you feel that your interest in sex is less than normal?

Yes   No     Do you have daytime sleep complaints that seem to go in cycles or only 

                   appear at certain times?  (Example: only in the evening, every 10 days, when 

                    you sleep away from home, etc.)
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Yes   No     Do you often feel depressed, sad, or “blue” during the day?

Yes   No     Do you often feel guilty or inadequate during the day?

Yes   No     Do you sometimes have feelings during the day that your personality has 

                   changed or that you often tend to be unusually irritable and just not yourself?

Yes   No     Do you frequently feel anxious or worried during the day?

Yes   No     Do you frequently feel fearful during the day?

Yes   No     Do you frequently feel disoriented and confused during the day?

Yes   No     Do you tend to lie awake at night feeling depressed, worried, anxious, fearful, 

                   unhappy or disoriented (confused)?

Yes   No     Do you tend to lie awake at night with thoughts racing through your mind?

Yes   No     Have you ever had treatment/therapy by a psychiatrist or clinical           

                   psychologist?

Yes   No     Do you have severe headaches or migraines during the day?

Yes   No     Do you usually sleep with a bed partner?

Yes   No     Are you awaken at night because of your bed partner? (because of your 

                   partner’s noise or movement)

Yes   No     Are you awaken during the night because some other person or animal 

                   requires assistance?

Yes   No     Are you awaken at night because of other noise?

Yes   No     Are you awaken at night because of heat or cold?

Yes   No     Are you awaken at night because of light?

Yes   No     Do you tend to have uncontrollable eye flickering?

Yes   No     Do your eyes burn or feel dry and gritty during the day?

Yes   No     Do you rub your eyes frequently during the day?

Yes   No     Do your eyes frequently water or tear during the day?

Yes   No     Do you consider that your sleep/wake schedule is unusually irregular?

Yes   No     Is your sleep/wake schedule (or symptoms) different during the weekend from 

                   workdays?

Yes   No     Is your sleep/wake schedule (or symptoms) different during the holidays from 

                   workdays?

Yes   No     Did you have a problem with your sleep as a child?

Yes   No     Did you have a worse problem with your sleep at some other time in the past?

Yes   No     Does your occupation involve shift-work or travel across time zones?

Yes   No     Do you have difficulty in adjusting your sleep to east/west or west/east travel?

Yes   No     Do you find that your present sleep/wake schedule is inconvenient, 

                   inappropriate, or unsatisfactory?  (cannot get to sleep until late at night and 

                   then have trouble getting up in time for work;  fall asleep so early I cannot get 

                   anything done in the evening with my family)__________________________

                   ______________________________________________________________

                   ______________________________________________________________
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Yes   No     Is there a particular sleep/wake schedule you would prefer to your present 

                   schedule, but have difficulty achieving it?  If yes, please explain what kind of

                   different sleep/wake schedule you would like. (example: I would like to fall

                   asleep earlier, sleep for six hours, and wake up earlier)__________________

                   ______________________________________________________________

                   ______________________________________________________________

Yes   No     Are there any other daytime symptoms or complaints which you feel may be 

                   related to sleep?  If yes, please explain briefly_________________________

                   ______________________________________________________________

                   ______________________________________________________________

Yes   No     Is there any other complaints, sensation, or problem that bothers you during 

                   the day, whether or not it may be associated with sleep?  If yes, please explain

                   ______________________________________________________________

                   ______________________________________________________________

                   ______________________________________________________________

Yes   No     List anything else (not yet covered) which especially interferes with your 

                   sleep_________________________________________________________

                    _____________________________________________________________

                    ______________________________________________________________

Yes   No     Does anyone in your family have sleep problems? If yes, please explain.

                             Husband or Wife___________________________________________

                             Son or Daughter____________________________________________

                              Brother or Sister___________________________________________

                              Other family member_______________________________________

Yes   No     Have any of your family or relatives been hyperactive as children?

Yes   No     Do you feel that you are living unusual “pressure” or “stress” at this time?
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List things that make daytime or nighttime symptoms and complaints worse.__________

________________________________________________________________________

________________________________________________________________________

List things that make daytime or nighttime symptoms and complaints better.___________

________________________________________________________________________

________________________________________________________________________

I certify that all information is correct and complete to the best of my knowledge.

Signature:___________________________________________ Date:_______________

