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THE EPWORTH SLEEPINESS SCALE

How likely are you to doze off or fall asleep in the following situatons?

0 1 2 3
. No chance Slight chance Moderate chance High chance
v/ Check one in each row: of dozing of dozing of dozing of dozing
Sitting and reading ] J ] J
Watching TV |:| D D D
Sitting inactive in a public place (i.e. a
theater or a meeting) I:I D I:I D
As a passenger in a car for
an hour without a break O O O O
Lying down to rest in the afternoon
when circumstances permit I:I D I:I D
Sitting and talking to someone |:| |:| |:| |:|
Sitting quitely after a lunch
without alcohol O 0 O 0
In a car, while stopping for a
few minutes in traffic I:I D I:I D
Total Score: (Add columns 0-3)
FATIGUE SCALE
During the past week: No << >> Yes
1 2 3 4 5 6 7
| felt fatigued and had less motivation O O O O O O og
| felt fatigued and did not desiretoexercise ] [ [ [ O O @O
| felt fatigued often . . . . O 0O O oo o g
| felt fatigue that interfered withmy physical (] [ [ O O O O
functioning
| felt fatigued which caused me frequent  [] ] ] O O ] ]
problems
| felt fatigued which prevented sustained  [] ] ] O O ] ]
physical functioning
| felt fatigued and couldntcarryoutcertain ] [ [ [ O O O
duties and responsibilities
Fatigue was among my three most ] ] ] O O ] ]
disabling symptoms
Fatigue interfered with my work, familyor (] [ O O O O O Total Score:

social life
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