Baltimore Sleep & Wellness Center
Patient:





 Date:



Sleep Pattern:

How long to fall asleep? 
Minutes
# of awakenings:

AM awakening time:

 

Average hours of sleep:

Go to bed at:

pm

Associated Symptoms


Yes 
No   Snore







Yes
No   Coughing

Yes 
No   Dry Mouth


Yes 
No   Headaches


Yes
No   Restless Legs Syndrome/PLMD

Yes 
No   Cataplexy/Narcolepsy

Yes 
No   Sleep Walking/ talking

Yes
No   Nasal Allergies or Congestion


Yes 
No   Difficulty Swallowing
Sleep Hygiene


Yes 
No   TV on at night




Yes
No   Pets


Yes 
No   Noise in Room
Questionnaire:


Yes 
No  Do you ever fall asleep during the day?


Yes
No   Do you have High Blood Pressure?


Yes 
No   Do you have heart or coronary disease?

Yes 
No   Do you have trouble concentrating, memory loss, or with attention?


Yes
No   Do you have problems with sexual desire or performance?


Yes 
No   Do you ever fall asleep while driving?


Yes 
No   Have you had a motor vehicle accident?


Yes
No   Are you depressed or anxious?


Yes 
No   Do you have heartburn, acid reflux or GERD?


Yes
No   Do you have COPD?

Yes 
No   Hoarseness in voice?


Yes 
No   Feeling of lump or something in throat?
Who’s idea was it for you to be tested & treated for Sleep Apnea?
Name:






 Date:





	Yes 	No   Mouth Breather


	Yes	No   Non-Restorative Sleep


	Yes 	No   Restless Sleep


	Yes 	No   Dreams


	Yes	No   Terror/Nightmares


	Yes 	No   Sleep Paralysis


	Yes 	No   Nocturia (using bathroom at night)


	Yes	No   Choking/Gasping


	Yes 	No   Witnessed Apneas


Witnessed by: 						











	Yes 	No   Eat before bed?


	Yes	No   Caffeine Intake per day


Weight   gained  /  lost   in the past year: 		











