Form 4A

SLEEP HEALTH QUESTIONNAIRE

Patient Name:

Chief Sleep Complaint

___Snoring __ Stop breathing during sleep __Sleep apnea ___Sleepiness
__Fatigue ___Insomnia ___ Other
Severity: (circle one) mild / moderate / severe Duration: (circle one) weeks / months / years

Epworth Sleepiness Scale
How likely are you to doze off or fall asleep in the following situations? Use the following scale to tell us how likely
you are to doze: 0 - no chance 1 -slight chance 2 - moderate chance 3 - high chance

SHUnG A FOadING vk s a0 v SR Lo nva B SR SaTe R B DS Bl Sl B S e g 1 23
Lying down to rest in the afternoon when circumstances permit . ........... ... ............ g1 2 3
WAIENIRG RIBYISION . L3 30k d ki ood whun i aians e o aats fomiimstra ks s Shay byl siiin G P es T st 01 2 3
Sitting and talking to SOMEoNe . . . ... .. . i e ¢ 1 2 3
Sitting inactive in a public place (such as theatre orameeting) ........... .o innnn... 0 1 2 83
Sitting quietly after a lunch without alcohol . .. ... ... i et e e Qr 125 3
As a passenger in a car for an hour withoutabreak ............. ...t innunnn.. - 1 2 3
In a car, while stopped for a few minutes infraffic ...........c.ciiiitiiiin it 01 2 38
Berlin Questionnaire
Do you snore? __Yes Are you tired __Almost every day
__No after sleeping? __31to 4 times per week
___Don’t know __11o 2 times per week

__11to 2 times per month

Snoring loudness ___Loud as breathing __Never or almost never
___Loud as talking
___Louder than talking

___Very loud Are you tired during ___ Almost every day
wake time? __ 3 to 4 times per week
Snoring Frequency __ Almost every day __11to 2 times per week
___31to 4 times per week ___11to 2 times per week
__1to 2 times per week __1to 2 times per month
___1to 2 times per month ___Never or almost never
___Never or almost never
Have you ever fallen __Yes
Does your snoring bother __Yes asleep while driving? __No
other people? __No
How often have you or ___Almost every day Do you have high __Yes
your spouse noticed ___3to 4 times per week blood pressure? __No
pauses in your ___11o 2 times per week
breathing? ___1to 2 times per month

__ Never or almost never
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& \ SLEEP GROUP SOLUTIONS
‘ Initial Patient Sleep Screening Form v. 1.0

Patient Name (PRINT)

Section 1: Epworth Sleepiness Scale

Please indicate how likely you are to doze off or fall asleep in the following situations:
(0=never, 1=slight, 2=moderate, 3=high chance of dozing) — CIRCLE ONE RESPONSE FOR EACH QUESTION

o711 ¢To dcalo I 1=ToTa || o (N SRR RS 0 1 2 3
Watching television............ccoceeiiiiei i i 0 1 2 3
Sitting mapubhcp!ace - e 1 2 3
As a passenger in a car for one hour ..................................... 0 1 2 3
Driving a car stopped for a few minutes in traffic....................... 0 1 2 3
Sitting & talking to SOMEONE. .. ... ....vv v e 0 1 2 3
Sitting down quietly after lunch without alcohol........................ 0 1 2 3
Lying down to rest in the afternoon..................coooviiennnn....0 1 2 3
Total Score:
Section 2: Patient Evaluation
Fill in the blanks, circle one yes or no response for each question

No(0) Yes(1)
BMI (See Attached Chart): Is it greater than or equal to 307 0 1
Neck Circumference Is it >17" (Men) or >15"(WWomen)? 0 1
Have you gained at least 15Ibs in the past 6 months? 0 1
Total Score:
Section 3: Subjective Sleep Evaluation
Please circle one yes or no response for each guestion No(0) Yes(1)
DO YOU SNOTE?. ...ttt et e s e s ae e e see e seeseeesseaneeensesaaessneesnsanns 0

You, or your spouse, would consider your snoring louder than a person talking....
Your snoring occurs almost every night... S
Your snoring is bothersome to your bed partner $ S
Do you feel that in some way your sleep is not refreshmg or restfu!’? .....................
Do you wake up at night or in the mornings with headaches?...............
Do you experience fatigue during the day and have difficulty staying awake?.......
Do you have trouble remembering things or paying attention during the day?.......
Do you have high blood preSsure?...... ..o
Total Score:

coocococooo
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Section 4: Prior Diagnosis

No(0) Yes(1)

Have you previously been diagnosed with sleep apnea? 0 1

If Yes:

When were you diagnosed? (Approx mo/yr)

Were you put on CPAP Therapy for treatment?

Are you still using your CPAP every night?
Total Score:
Notes: (Please insert any notes for the doctor regarding snoring, sleep patterns or sleep apnea that you feel may be
appropriate use back of page if necessary.)

Patient Signature: Date: / /

OFFICE USE ONLY

Advanced screening criteria, if yes to any below pt should be scheduled for advanced OSA screening.
ESS Score = 87 Pt. Eval 2 27 Subjective Sleep Eval = 3? Prior OSA Diagnosis 2 17?




L SLEEP GROUP SOLUTIONS
Initial Patient Sleep Screening Form v. 1.0

Body Mass Index Table

Normal Overweight Obese Extreme Obesity

BMI 19 20 21 22 23 24 25 26 27 28 29 30 3 32 33 34 35 36 37 38 39 40 41 42 43 44 45 46 47 48 49 50 51 52 53 54

::L%TS) 5 ft= 60inches, 6ft = 72inches Body Weight (pounds)

58 91 95 100 105 110 115 119 124 129 134 138 143 148 153 158 162 167 172 177 181 136 191 196 201 205 210 215 220 224 220 234 239 244 248 253 258
54 84 99 104 109 114 119 124 128 133 138 143 148 153 158 163 168 173 173 183 188 193 198 203 208 212 217 222 227 232 237 242 247 252 257 262 267
B0 §7 102 107 112 118 122 128 133 138 143 148 152 158 183 1688 174 173 134 139 194 1939 204 209 215 220 225 230 235 240 245 250 255 261 266 271 276
61 100 106 111 116 122 127 132 137 143 148 153 158 164 169 174 180 185 190 195 201 20@ 211 217 222 227 232 238 243 248 254 259 264 269 275 280 285
f2 104 109 115 120 126 131 136 142 147 153 158 164 169 175 180 186 121 195 202 207 213 218 224 229 235 240 246 251 256 262 267 273 273 284 289 295
63 107 113 118 124 130 135 141 146 152 158 163 169 175 180 136 191 197 203 208 214 220 225 231 237 242 248 254 250 265 270 278 282 287 293 299 304
64 110 116 122 128 134 140 145 151 157 163 169 174 180 186 192 197 204 208 215 221 227 232 238 244 250 256 262 267 273 279 285 291 296 302 308 314
2] 114 120 126 132 133 144 150 156 162 168 174 130 186 192 198 204 210 216 222 228 234 240 246 252 258 264 270 276 282 288 294 300 306 312 318 324
66 118 124 130 136 142 148 155 161 167 173 179 126 192 193 204 210 216 223 220 235 241 247 253 260 266 272 278 284 291 297 303 209 315 322 328 334
&7 121 127 124 140 146 153 159 166 172 178 185 191 198 204 211 217 223 230 236 242 249 255 261 268 274 280 287 293 289 306 312 319 325 331 338 344
68 125 131 128 144 1571 158 164 171 177 184 190 197 203 210 216 223 230 236 242 249 256 262 269 276 282 289 295 302 208 313 322 328 335 341 348 334
B9 128 135 142 149 155 162 169 176 182 189 196 203 209 216 222 230 236 243 250 257 263 270 277 284 291 297 304 311 318 324 331 2338 45 351 358 365
70 132 139 146 153 160 167 174 181 188 195 202 209 216 222 220 236 243 250 257 254 271 278 285 292 299 306 313 320 327 334 341 248 355 362 369 376
71 136 143 150 157 165 172 179 186 193 200 208 215 222 229 236 243 250 257 266 272 270 286 293 301 308 315 322 320 238 343 351 2358 365 372 379 386
72 140 147 154 162 160 177 184 191 190 206 213 221 228 235 242 250 258 265 272 279 237 294 302 300 316 324 331 338 246 353 361 368 375 333 390 397
73 144 151 159 166 174 182 189 197 204 212 219 227 235 242 250 257 285 272 230 238 205 302 310 318 325 333 340 348 355 363 371 378 386 393 401 408
74 148 155 163 171 179 186 194 202 210 218 225 233 241 240 256 264 272 230 287 295 303 311 219 326 334 342 350 358 265 373 381 369 396 404 412 420
74 152 160 168 176 184 192 200 208 216 224 232 240 248 256 264 272 279 2587 205 302 311 319 327 335 343 351 350 367 375 383 391 300 407 415 423 431
76 156 164 172 180 189 197 205 213 221 230 238 246 254 263 271 279 287 205 304 312 320 328 326 344 353 361 369 377 385 394 402 410 418 426 435 443
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