APPENDIX 3.4: SLEEP HISTORY QUESTIONNAIRE

Name

Age Race/Ethnicity Date

Name of Primary Physician:

Name of Referring Physician (if not your primary physician):

Briefly describe the problem(s) you are experiencing with your sleep or the
reason you were referred to our sleep center.

When did you first notice your sleep problem? What may have contributed
to the onset of your difficulty sleeping (i.e., birth of a child, death of a loved
one, traumatic event)?

What do you feel are the major contributors to your sleep problem at this
time!

What medications and other treatments have you tried for your sleep prob-
lem to date?

What medication(s) are you currently taking for sleep? And how many
times per week?

How long (on average) does it take you to get to sleep?

How many times do you wake up in an average night?

How long on average do you remain awake during these awakenings
(in total)?

How much sleep do you get in total in an average night? hours/night

How much sleep do you feel you need each night to feel well rested and
able to function? hours/night



Does a poor night’s sleep Does a poor night’s sleep negatively

make you affect your
YES NO
Depressed O Ability to concentrate
Anxious O Memory
Irritable O O Ability to work
Fatigued O O Mood

Other (please describe):

Sleep Symptoms:

YES NO
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Have you ever had visual hallucinations or dream-like

Have you ever experienced sudden physical weakness
during strong emotions? (such as your mouth dropping

open or legs going limp, during laughter or anger). . ... ..

Were you excessively sleepy as a teenager or

Sleep Schedule
Weekday
Time you go to bed
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Weekend

Time you get up
Average amount of sleep per night




