Sleep History Questionnaire
Sleep Disorders Center
Saint Alphonsus Regional Medical Center

Part I: General Information

Name: Date:
Address: Phone:
Age:

Sex: F M (circle one)

Education (years of school):

Occupation:
Marital Status: Years:
Children:

Part I1: Sleep History

A. Nighttime Sleep
1. Please describe your sleep disturbance.

2. Estimate how many hours of sleep you get a) on a good night? b) on a bad night?
3. How long does it take you to fall asleep a) on a good night? b) on a bad night?
4. How many times do you wake up during the night a) on a good night? b) on a bad night?

5. How long are you awake during the night after initially falling asleep a) on a good night?
b) on a bad night?

6. How long have you had this problem?

Has it increased in severity, and if so, over what period of time?

7. What do you feel is the major cause(s) of your sleep problem?

8. Did you have sleep problems as a child? Yes No (circle one)

Please describe the problem(s).
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B. Daytime Functioning:
1.Do you have a problem with severe sleepiness (feeling very sleepy or struggling to stay awake) during
the daytime? Yes No (circle one)

If yes, how many time during the average week?

2. Do you often have problems with your performance at work because of sleepiness? Yes No (circle one)

3. Have you ever had car accidents because of sleepiness (not due to alcohol or drugs)? Yes No (circle one)

4.Have you ever had near car accidents (for example, driving off the road) because of sleepiness (not due to
alcohol or drugs)? Yes No (circle one)

5. Do you fall asleep without meaning to during the day? Yes No (circle one)

If yes, how many time during the average week?

6. How likely are you to doze off or fall asleep in the following situations, in contrast to feeling just tired?
This refers to your usual way of life in recent times. Even if you have not done some of these things
recently, try to work out how they would have affected you. Use the following scale to choose the

most appropriate number for each situation:

0 = would never doze 1 = slight chance of dozing 2 = moderate chance of dozing 3 = high chance of dozing
Situation Chance of dozing
Sitting and reading
Watching TV
Sitting inactive in a public place (e.g., a theater or a meeting)

As a passenger in a car for an hour without a break

Lying down to rest in the afternoon when circumstances permit

Sitting and talking to someone

Sitting quietly after lunch without alcohol

In a car, while stopped for a few minutes in the traffic

7. On the graph below, indicate how sleepy you generally feel at the times indicated by choosing the most

appropriate corresponding number from the scale below and circling the number on the graph.

9:00 AM 1 2 3 4 5 6 7
Noon 1 2 3 4 5 6 7
6:00 PM 1 2 3 4 5 6 7
9:00 PM 1 2 3 4 5 6 7

1 = Feeling active and vital; wide awake

2 = Functioning at a high level, but not at peak; able to concentrate

3 = Relaxed, awake; not full alertness, responsive

4 = A little foggy; not at peak; let down

5 = Fogginess; beginning to lose interest in remaining awake; slowed down
6 = Sleepiness; prefer to be lying down, fighting sleep; woozy

7 = Almost in reverie; sleep onset soon; lost struggle to stay awake .
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8. How many naps do you take during the average week?
How long is your average nap?
C. Bedtime Characteristics:
1. a) On average, what is your normal bedtime?
b) On average, what time do you get out of bed in the morning?
2. Do you have a standard wake-up time that you use
a) 7 days aweek? Yes No (circle one) b) 5 days a week? Yes No (circle one)
3. Does your job require that you change shifts? Yes No (circle one)
4. How often do you travel across time zones? times per month
5. Do you have a bed partner? Yes No (circle one)
If yes, are you and your bed partner having any problems that might be interfering with your
sleep? Yes No (circle one)

If yes, please describe:

6. How often do you do the following activities in bed during the average week?

a) Read in bed: times per week

b) Watch TV in bed: times per week
c) Eat in bed: times per week

d) Work in bed: times per week

e) Argue in bed: times per week

f) Worry in bed: times per week

7. How many nights during the average week do you lie in bed at least 30 minutes either trying to fall asleep
or trying to return to sleep? nights per week.
8. How many mornings during the average week do you wake up at least one hour before your normal
wake-up time and cannot return to sleep? mornings per week
9. Please circle a number from 1 to 10 to indicate how much difficulty you have relaxing your body at bedtime
no difficulty some difficulty great difficulty
1 2 3 4 5 6 7 8 9 10
10. Please circle a number from 1 to 10 to indicate how much difficulty you have “slowing down” or “turning
off” your mind while trying to sleep.
no difficulty some difficulty great difficulty
1 2 5 4 5 6 7 8 9 10

D. Additional Sleep Complaints:
If you have a bed partner ask him/her to assist you in answering the next three questions about your sleep.

1. Has anyone ever told you that you snore loudly? Yes No (circle one)

If yes, has your snoring caused people to refuse to sleep in the same room as you? Yes No (circle one)
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2.Has anyone ever told you that you seem to stop breathing while you sleep or that you wake up gasping for
breath? Yes No (circle one) If yes, how often has this been noted?

If yes, how long is the time you stop breathing?

3.Has anyone ever noticed your legs periodically twitching during the night? Yes No (circle one)
4. Have you ever been unable to move when falling asleep or immediately upon waking? Yes No (circle one)
5. Have you ever had episodes of sudden muscular weakness (paralysis or inability to move) when laughing,

angry or in other emotional situations? Yes No (circle one)

If yes, how often has this happened?
6. Indicate how many times per month you have noticed that you:

a) Wake up with a morning headache times per month

b) Noticed a deep, creeping sensation inside your calves or thighs during the night times per month

c) Wake up confused and wander during the night times per month

d) Have nightmares times per month

e) Have fearful thoughts or images as you are falling asleep times per month

E. Medication History:

1. Currently, how many times during the month do you use medications to help you sleep?
times per month

2. Currently, how much alcohol do you use to help you sleep? times per month

amount per night. How long?

3. Please list all medications, prescribed and over-the-counter, you are presently taking or have recently
stopped taking and the reason for taking these medications.

Medication Dosage/times per day Reason Current

4. How much of the following do you consume during the average day?
Alcohol

Coffee (with caffeine)

Tea (with caffeine)
Soft drink (with caffeine)
Cigarettes

Other tobacco products

5. Describe any other treatments you have had to help your sleep and how well the previous treatments worked.
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F. Sleep Expectancy:

| believe a normal person my age without a sleep problem should:

get about hours of sleep per night

take about minutes to fall asleep at the beginning of the night
wake up about times per night

spend about minutes awake in bed during the night

Part 111: General Medical History

1. Please check V¥ beside those medical problems you have now or have had in the past.

PROBLEM PROBLEM PROBLEM

_____Arthritis _____ Heartburn/Ulcers __ Sexual Problems

__ Asthma _High Blood Pressure _ Anxiety/Nervousness

____ Chronic pain ____ Hallucinations/Delusions _ Loss of Sex Drive

___ Depression _____Kidney Problems __ Stroke

_ Diabetes ___Hiatal Hernia _ Suicide Attempts

_ Memory/Concentration _ Childhood Hyperactivity _ Swelling Ankles
Problems _ Panic Attacks __ Thyroid Problems

_____ Emphysema ___ Nose/Throat Problems ___ Cold/Heat Intolerance

___ Epilepsy _____Alcohol/Drug Problems _____ Trouble Breathing at Night

_____ Headaches _____Changes in Hair or Skin

Please describe other problems not listed above:

2. What is, or was, your body weight?
a) Now (Ibs)
b) 6 months ago (Ibs)
c) When age 20 (Ibs)
d) When heaviest ever (Ibs)

3. What is you height? feet inches

4. Allergies
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5. Have you ever been treated by a psychiatrist, psychologist, or other mental health professional?
Yes No (circle one)

If yes, please indicate when you were treated and for what reason.

6. Has anyone in your family ever had any of the following problems?
a) Depression: Yes No (circle one)

If yes, list relationship to you (for example, grandfather, sister, etc.).

b) Alcohol or drug problems: Yes No (circle one)

If yes, list relationship.

c¢) Suicide or suicide attempts: Yes No (circle one)
d) Sleep problems: Yes No (circle one)
7. Have you or anyone in your family ever had your sleep recorded in a sleep laboratory? Yes No (circle one)

If yes, please give details and describe the results of the recording(s) if you are aware of them.

Part IV: Other Information

In the spaces provided below, please add any information that you feel is important.

*This form supplied by Duke Sleep Disorders Center.

® Saint Alphonsus

p6



