
SLEEP HISTORY

Have you ever had a sleep study before?	Y es	 No 

Where?

If you have CPAP or OXYGEN at home, do you know the settings? 

Why are you here for a sleep study? Sleep Complaints/problems:

What time do you usually go to bed?

What time do you wake up?

How many times do you wake up at night, If any?

Current Medications (Or attach list of medications):

1.		 6.

2.	 7.

3.	 8.

4.	 9.

5.	 10.

Please list any medication allergies: 

PATIENT NAME DOB AGE

TELEPHONE EMAIL

HEIGHT WEIGHT GENDER



DO YOU HAVE ANY OF THE FOLLOWING:
Please Circle ALL that apply

Dry Mouth	Sw eating	 Need to Urinate	P anic Attacks

Nasal Congestion	 Nightmares	 Choking and gasping	 Coughing

Headache	 Chest Pain	Un refreshed sleep	T eeth Grinding

Heartburn	R eflux	B ody Aches	L eg Discomfort

Do you have any tape or latex allergies?		Y  es	 No

Do any of your family members have a sleep disorder?	Y es	 No

MEDICAL HISTORY
Please circle all that apply

CHF	D epression	Th yroid Disorder	 Head Injury
	
Stroke	Di abetes	Sin us Problems	A llergies

COPD	 Heart Attack	 High Blood Pressure	A sthma

Please List any other significant medical History of Surgeries:

Sleep and waking
1.	D o you snore when you sleep?		Y  es	 No

2.	 Have you ever been told you stop breathing at night?	Y es	 No

3.	A re you restless when you sleep?		Y  es	 No

4.	 Have you been told that you walk or talk in your sleep?	Y es	 No

5.	D o you act out your dreams?			Y   es 	 No

 Falling asleep
1.	A re you unable to fall asleep in 15 minutes or less?	Y es	 No

2.	D o you awaken often while trying to fall asleep?		Y es	 No

3.	D o you have thoughts racing through your mind while
	 trying to fall asleep?			Y   es	 No

4.	D o you watch a clock or TV while trying to fall sleep? 	Y es  	 NO


