Date __________________

Name ___________________________ Age_______ Sex_________

Are you likely to doze off or fall asleep in the following situations?

DURING THE DAY

Sitting and reading



often
sometimes
never

Watching TV




often
sometimes
never

Sitting, inactive, in public place 


(eg. theatre or meeting)

often
sometimes
never

As a passenger in car for one hour

often
sometimes
never

Lying down to rest in afternoon

often
sometimes
never

Sitting and talking to someone

often
sometimes
never

Sitting quietly after lunch





(without alcohol)


often
sometimes
never

In car, while stopped for a few




minutes in traffic


often
sometimes
never

DURING SLEEP

Snore loudly




often
sometimes
never

Stop breathing




often
sometimes
never

Choke or struggle to breathe


often
sometimes
never

Toss and turn frequently


often
sometimes
never

Grind your teeth



often
sometimes
never

Awaken with headache


often
sometimes
never




Have you had morning fatigue,




fogginess, or awakened feeling


un-refreshed



often
sometimes
never

Height ___________ft. ____________inches
Present weight __________ lbs.

Weight gained in last 12 months _______lbs.

Have you an overnight sleep test? ____________________

What other doctors have you seen about your snoring and what did they advise?

​​​​​​​________________________________________________________________________________________________________________________________________________

