SLEEP APNEA SCREENING QUESTIONAIRE
Patients Name:  _____________________________________________     Date: ___________________
1. Have you been told that you have pauses in your breathing while asleep?                 		Yes	No

2. Do you experience an unsettled, restless sensation in your legs while lying in bed?		Yes	No

3. Do you snore at night?										Yes 	No
If yes, how would you rate the severity?    	Mild	Moderate	Severe
4. Does your partner frequently sleep in another room because of how you sleep?			Yes	No
5. Circle those statements that apply to you:
              Do you frequently wake up with:  a dry mouth   -  headaches  -  excessive sweating  -  choking or gasping  - 
nasal congestion  -  chest pain  -  heart burn  -  drooling on the pillow.

6. Are you sleepy during the day?									Yes	No
7. Have you had a sleep study done?								Yes	No
8. Do you use any sleep disturbance device?         Please circle	CPAP	Oral Appliance
The Epworth Sleepiness Scale
Use the following scale to choose the most appropriate number for each situation:
0 = would never dose
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						______
[bookmark: _GoBack]Sitting and talking to someone										______
Sitting quietly after a lunch without alcohol								______
In a car, while stopped for a few minutes in traffic							______
											Total:		______
													




