
S L E E P S C R E E N I N G Q U E S T I O N N A I R E
This questionnaire was designed to provide important facts regarding the history of your sleep condition. To assist in determining the source of any
problem, please take your time and answer each question as completely and honestly as possible. Please sign each page.

P a t i e n t I n f o r m a t i o n T O D A Y ' S D A T E ;

□MR. □ MS □  M I S S
□MRS.□  D R .
AGE; 

N A M E ;
L A S TF I R S T M I D D L E I N I T I A L

□M a l e |~~| FemaleB I R T H D A T E

A D D R E S S :

C I T Y / S T A T E / Z I P :

(IF LESS THAN THREE YEARS, PLEASE GIVE PREVIOUS ADDRESS)H O W L O N G A T C U R R E N T A D D R E S S ?

P R E V I O U S A D D R E S S :

E M P L O Y E D B Y ;

A D D R E S S ;

S S # ; H O M E P H O N E : W O R K P H O N E ;

C E L L P H O N E : E M A I L :

R E S P O N S I B L E P A R T Y ;

F A M I L Y P H Y S I C I A N :

A D D R E S S :

F A M I L Y D E N T I S T :

A D D R E S S :

Please list other health care practitioners seen in the last 9months;

I N S U R A N C E

M E M B E R N U M B E R
H E I G H T : f e e t i n c h e s

G R O U P N U M B E R
W E I G H T : pounds

P L A N N U M B E R

N A M E O F P R I M A R Y

C A R E P H Y S I C I A N

R E F E R R E D B Y :

W H AT A R E T H E C H I E F C O M P L A I N T S F O R W H I C H Y O U A R E S E E K I N G T R E AT M E N T ?

Please number the complaints with #1 being the most important.

Morning hoarseness

Morning headaches

Swelling in ankles or feet

Nocturnal teeth grinding

Jaw pain

Facial pain

Jaw clicking

Frequent heavy snoring
which affects the sleep of others

Significant daytime drowsiness

Ihave been told that "I stop breathing" when sleeping.

Difficulty falling asleep

Gasping when waking up

Nighttime choking spells

Feeling unrefreshed in the morning

O t h e r ;

Patient Signature D a t e
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Sleep Center Evaluation
Have you ever had an evaluation at aSleep Center? □Yes
I f Ye s ;

□ N o

Sleep Center Name
a n d L o c a t i o n

Sleep Study Date

F O R O F F I C E U S E O N L Y

□m i l d
The evalution confirmed adiagnosis of: □moderate obstructive sleep apnea

□ s e v e r e

T h e e v a l u a t i o n s h o w e d a n R D l o f a n d a n A H I o f

C PA P I n t o l e r a n c e (Continuous Positive Airway Pressure device)

If you have attempted treatment with aCPAP device, but could not tolerate it please fill in this section:

I c o u l d n o t t o l e r a t e t h e C P A P d e v i c e d u e t o :

m a s k l e a k s

1was unable to get the mask to fit properly
discomfort caused by the straps and headgear
disturbed or interrupted sleep caused by the presence of the device
noise from the device disturbing my sleep and/or bed partner's sleep
CPAP restricted movements during sleep
C P A P d o e s n o t s e e m t o b e e f f e c t i v e

pressure on the upper lip causing tooth related problems
alatex al lergy

claustrophobic associations
an unconscious need to remove the CPAP apparatus at night

□
□
□
□

□
□
□

□
□

□
□
O t h e r :

Other Therapy Attempts
What other therapies have you had for breathing disorders?
(weight-loss attempts, smoking cessation for at least one month, surgeries, etc.)

Patient Signature D a t e
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Family History
Yes □
Y e s D

Y e s D

N o D

N o D

N o D

1. Have any members of your family (blood kin) had: H e a r t d i s e a s e

High blood pressure
D i a b e t e s

2. Have any immediate family members been diagnosed Yes □
or treated fora sleep disorder?

N o D

Social History
Alcohol consumption: How often do you consume alcohol within 2-3 hours of bedtime?

□N e v e r □Once aweek □Several days aweek □Da i l y □Occasional ly

Sedative consumption: How often do you take sedatives within 2-3 hours of bedtime?

□Several days aweek□N e v e r □O n c e a w e e k □D a i l y □Occasional ly

Caffeine consumption: How often do you consume caffeine within 2-3 hours of bedtime?

□Several days aweek□N e v e r □O n c e a w e e k □D a i l y □Occasional ly

D o y o u s m o k e ? □Y e s □N o If yes, enter the number of packs per day (or other description of quantity):

□Y e s □Do you use chewing tobacco? N o

Iauthorize the release of afull report of examination findings, diagnosis, treatment programs, etc., to any referring or
treating dentist or physician. Iadditionally authorize the release of any medical information to insurance companies or
for legal documentation to process claims. Iunderstand that Iam responsible for all fees for treatment regardless of
insurance coverage.

Patient Signature D a t e
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Berlin Questionnaire Sleep Evaluation
1. Complete the following:

height 
weight

7. How often do you feel tired or fatigued after
your sleep?C N

a g e
o

□nearly every day
□3 - 4 t i m e s a w e e k

m a l e / f e m a l e C D
CD

( O
a

2. Do you snore? □1 - 2 t i m e s a w e e k
□1 - 2 t i m e s a m o n t h
□never or nearly never

□ y e s
o
c n □ n o

□d o n ' t k n o w
O J

r o
u

8. During your waketime, do you feel tired,
fatigued or not up to par?If you snore:

3. Your snoring is? □nearly every day
□3 - 4 t i m e s a w e e k□slighly louder than breathing

□as loud as talking □1 - 2 t i m e s a w e e k
□1 - 2 t i m e s a m o n t h
Dnever or nearly never

□louder than talking
□very loud. Can be heard in adjacent rooms

4. How often do you snore? 9. Have you ever nodded off or fallen asleep
while driving avehicle?
□ y e s
□ n o

□nearly every day
□3 - 4 t i m e s a w e e k
□1 - 2 t i m e s a w e e k
□1 - 2 t i m e s a m o n t h
□never or nearly never If yes, how often does it occur?

□nearly every day
□3 - 4 t i m e s a w e e k

5. Has your snoring ever bothered other people?

□ y e s
□1 - 2 t i m e s a w e e k
□1 - 2 t i m e s a m o n t h
Dnever or nearly never

□ n o

6. Has anyone noticed that you quit breathing
during your sleep?

□nearly every day
□3 - 4 t i m e s a w e e k

10. Do you have high blood pressure?
□ y e s
□ n o
□don ' t know

r o

■> .c
o
CZD□1 - 2 t i m e s a w e e k

□1 - 2 t i m e s a m o n t h
□never or nearly never

CD

0 3
U

(For office use)

Scoring Questions: Any answer within the box outline is apositive response

Scoring categories:
Category 1is positive with 2or more positive responses to questions 2-6 □
Category 2is positive with 2or more positive responses to questions 7-9 □
Category 3is positive with 1positive response and/or aBMI>30

Final Result: 2or more possible categories indicates ahigh likelihood of
sleep disordered breathing.

n(BMt =Body Mass Index)

B e r l i nPatient Signature D a t e



T H E E P W O R T H S L E E P I N E S S S C A L E

How likely are you to doze off or fall asleep in the following situations?
2

0 1 3M o d e r a t e

No chance Slight chance chance of
o f d o z i n g o f d o z i n g d o z i n g

High chance
of dozing

C h e c k o n e i n e a c h r o w :

□ □ □ □Sitting and reading

Watching TV □ □ □ □

□ □ □ □Sitting inactive in apublic
place (e.g. atheater or a
meeting)

□□ □ □As apassenger in acar
fo r an hour w i thou t ab reak

□□ □ □Lying down to rest in the
a f t e r n o o n w h e n c i r c u m s t a n c e s
permit

□ □ □□Sitting and talking to someone

□ □□ □Sitting quietly after alunch
w i t h o u t a l c o h o l

□□ □ □In acar, while stopped for a
few minutes in t ra ffic

To t a l S c o r e :

(Add columns 0-3)

Patient Signature D a t e
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