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[image: image1.png]Name: _____________________________________     Date of Birth: ________________   
              SSN:_______________________   


             Sex:   M  or   F   
    

Race: ______________________  
Height: __________ 
Weight: ________lbs.
             Marital Status:    Single      Divorced      Married      Widowed

Occupation: __________________________       

Highlight or mark all that apply. 


Highlight or mark all that apply.
Symptoms While Sleeping/In Bed 


Have you ever been diagnosed with… 
 Gasping 




 Sleep Apnea
          Restless Leg Syndrome or Periodic Limb Movement Disorder           _______________________
 Choking




 Narcolepsy
          (Excessive Daytime Sleepiness) 

 Snoring






 Stop breathing





Use the following scale to choose the likelihood of dozing in each situation:



 Dry mouth 






0= No chance, 1= Slight chance, 2= Moderate chance, 3= High chance

Night sweats 





 Difficulty falling asleep






______

Sitting and reading


 Frequent awakenings






______

Watching TV
 Early morning awakening





______

Sitting inactive in a public place
 Urinating at night






______

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







______

Lying down in afternoon to rest
Restless legs 





   

______

Sitting and talking to someone
 Aching legs







______

Sitting quietly after lunch with no alcohol
 Sleepwalking 







______

In a car while stopped in traffic
 Nightmares 







______ 

TOTAL

 Acting out dreams




 
                                                                                                      
 Highlight or mark all that apply.  Have you ever been diagnosed with…

Symptoms Upon Awakening



  Encephalitis



 Nasal Allergies

 Fibromyalgia
 Poorly Rested





  Hepatitis 



 Rhinitis


 Chronic Pain Syndrome
 Headache





  Mono



 Sinusitis


 Arthritis
 Groggy





  HIV +



 Diabetes Mellitus 

 Back problems


Est. average sleep time ________hrs/night


  Glaucoma



 Thyroid disorder

 Neck problems








  ADD/ADHD



 Asthma


 Chronic Fatigue Syndrome
Daytime Symptoms




  Anxiety



 Chronic bronchitis

 Colitis

 Tired (fatigued)




  Bipolar



 COPD


 Esophageal Reflux


 Sleepy 





 Depression



 Emphysema


 Esophageal Stricture 


# of Naps ________  Duration ________ min.

  Epilepsy



 Interstitial Lung Disease
 Irritable Bowel Syndrome








  Head trauma with 


 Oxygen therapy

 Indigestion
Other Symptoms





        loss of consciousness


 Tuberculosis


 Peptic ulcer

 

Do you….     Become weak or limp with laughter?
 
  Migraine headaches


 Atrial fibrillation

 Cytitis




      Feel paralyzed upon awakening?

  Peripheral neuropathy

 Congestive Heart Failure 
 Prostate Disorders



      See or hear things when closing eyes?

  Stroke syndrome


 Hypertension


 Renal Impairment


 Pain


         Heartburn in bed

  Transient Ischemic Attack (TIA)

 Valvular Disease

 Anemia


 
 Teeth grinding
         Narcotic usage 

  Vascular headache


 High Cholesterol

 B12/ Folate Deficiency


 Nasal congestion
         Shift Work

  ___________________________
Highlight or mark all that apply.





           Highlight or mark all that apply.
Surgical Procedures 


 Lung Surgery


           Review of Systems
 Orthopedic 



 Appendectomy

           Recent weight loss? If so, amount ______________ lbs.
 Hip 




 Gallbladder


           Recent weight gain? If so, amount ______________ lbs.
 Knee




 Gastrointestinal

            Nosebleeds
                  Skin lesions
 Back




 Intestinal polyp removal
           Nasal congestion
                 Rashes
 Uvulopalatopharyngoplasty (UPPP)
 Prostatectomy

            Neck pain
                  Chest pain or discomfort    
 Adenoidectomy


 Transurethral resection (TURP)
            Ringing in the ears               Palpitations
Tonsillectomy with Adenoidectomy
 Vasectomy


            Sore throat
                  Cough
 Tonsillectomy



 Mastectomy


            Dizziness
                  Shortness of breath
           Painful urination
 Thyroid Surgery


 C- Section


            Fainting

                  Snoring

           Urinating at night
 Sinus Surgery



 Hysterectomy


            Tremor  
                  Wheezing

           Urination hesitancy
 Nose Surgery



 Removal of ovaries

            Vertigo 

                  Gas 


           Urination frequency 
 Cataract Surgery


Injuries



           Anxiety 

                  Abdominal pain

  increased 
 Vascular Stent


 Head 
 Neck

            Depression
                  Heartburn/reflux
           Urinary urgency


 Coronary Artery Disease

 Back



            Memory lapses or loss        Nausea

           Joint pain/stiffness

 Carotid Endarterectomy

 Lower extremities

           Allergy to bandaging tape   Vomiting

           Muscle aches

      
 Heart Surgery 


 Upper extremities






      
 Heart Valve replacement

 ________________________


 











        
    Current Medications

            Highlight or mark all that apply. 





         
     Drug    

        Dosage          Reason
Family History


Social History (CURRENT) 

Drug Allergies


 Insomnia 

         Department of Transportation



         


 Narcolepsy

               (DOT) Worker





 Sleep Apnea

         Alcohol use








 Parasomnia

         Caffeine use





      (i.e. sleepwalking)
         Drug use (illict)





 REM Behavior Disorder         Current tobacco user




 Restless Leg Syndrome
         Previous history of smoking




 Snoring

         Caregiver







 COPD

         Disability






 Emphysema

        Marital History





 Lung Cance

         Single
 Divorced




 Lung Disease

         Married 
 Widowed


 Stroke Syndrome   
        Living Situation



         Alone
           With spouse





         With children    Roommate



         In-laws
           with Parent



                    _____________________________________      ________________



         Student







    Patient Signature    


            Date
