SLEEP SCREENING QUESTIONNAIRE

This guestionnaing was designed to provide imporiant facts regarding the hisiony of your sleep condilion. To assist in detenmening the scunce of any
problom, please take your time and answer aach question as complataly and honestly as pessible. Please sign each page.

Patient Information TODAY'S DATE:

Omr  [Owms [Jmiss NAME:
Omas. DOom FIRST MIDDLE INITIAL LAST

AGE: DATEOFBARTHE: [0 Male [] Femala
ADDRESS:
CITYISTATEZIP:
HOW LOMG AT CURRENT ADDRESS? {IF LESS THAM THREE YEARS, PLEASE GIVE PREVIOUS ADDRESS)
PREVIOUS ADDRESS:

EMPLOYED BY:
ADDRESS:
S5

HOME PHONE: BUSINESS PHOME:
RESPONSIBELE PARTY:
FAMILY PHYSICIAN
ADDRESS

INSURANCE
MEMBEER NUMBER
GROUP NUMEER
PLAMN MLUMEER

MAKE OF PRIMARY
CARE PHYSIGIAM

HEIGHT:; featl inches
WEMGHT: pounds

REFERRED BY:

WHAT ARE THE CHIEF COMPLAINTS FOR WHICH YOU ARE SEEKING TREATMENT?
Please number the complaints with #1 being the most important.

— Freqguent heavy snoning Maorning hoarsensss
which atfects tha shaap of olherss

Sagnificant dadime deowsinnss

Morning headacheas
Swelling in ankles or feat

1 v baeian bold Bhat "l stop breathing™ wihien Sleagang. Mociurnal testh grinding
— Ditezulty talling asleap Jaw pain
—  Gasping whan waking ugp Facial pain
__ Nighitime choking speils Jaw clicking
— Fesling unrefreshed in the morming
Oitiher:
Patlant Signature Date
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