
                      Sleep Medicine Follow-up visit Form
Today’s Date:___________                                           

First Name: _____________    Last Name:__________       
My current Sleep complaints are:  ________________________________________
____________________________________________________________________________

Overall since last visit I fell:   FORMCHECKBOX 
much-better      FORMCHECKBOX 
slightly better     FORMCHECKBOX 
unchanged     FORMCHECKBOX 
slightly-worse    FORMCHECKBOX 
much-worse   

Use of CPAP, BIPAP or APAP     “if not applicable move to next item.”
How many days per week you use your device? ____ /7d. 

How many hours per night?  ___ hr

Do you have any problem related to mask/device?  FORMCHECKBOX 
No    FORMCHECKBOX 
if Yes Circle the type of problem  FORMCHECKBOX 
Skin soreness    FORMCHECKBOX 
skin breakdown    FORMCHECKBOX 
Nasal congestion    FORMCHECKBOX 
Ear congestion    FORMCHECKBOX 
Stomach distention         FORMCHECKBOX 
Other explain:__________________________

Do you breathe through your mouth in your sleep?   FORMCHECKBOX 
No    FORMCHECKBOX 
Yes
Do you use a humidifier?  FORMCHECKBOX 
No    FORMCHECKBOX 
Yes           -Do you use a chin strap?  FORMCHECKBOX 
No    FORMCHECKBOX 
Yes                   

Do you have any problem related to headgear?   FORMCHECKBOX 
No    FORMCHECKBOX 
if Yes explain?___________________

Sleep Related Review of Systems:
Please rate yourself by circling the number 1-7 that best describes the degree or frequency that you are bothered by a particular complaint or problem.

	1
	2
	3
	4
	5
	6
	7

	None
	Very slight
	Slightly
	Moderate
	Major
	Great
	Very great

	Never
	Rare
	Seldom
	Occasionally
	Often
	Very often
	 Always


1 2 3 4 5 6 7   How often do you feel really sleepy or groggy on awakening?

1 2 3 4 5 6 7   How often do you awaken feeling unrested even after adequate hours of sleep?
1 2 3 4 5 6 7   How often do you snore?
1 2 3 4 5 6 7   How often has you bed partner noted that you stop breathing?

1 2 3 4 5 6 7   How often do you suffer from headaches on awakening?

1 2 3 4 5 6 7   How often do you awaken with heartburn or stomach acid in the mouth?

1 2 3 4 5 6 7   How great a problem do you have getting to sleep?

1 2 3 4 5 6 7   How often do you wake up and have trouble falling back sleep?

1 2 3 4 5 6 7   How often has a bed partner noted that your legs kick or twitch?

1 2 3 4 5 6 7   How often are you troubled by irresistible urge to move your legs in the evening /night? Circle the type of problem:  aching       crawling       creepy    restlessness
1 2 3 4 5 6 7   How often do you feel completely paralyzed or struck when just falling asleep or waking up?
1 2 3 4 5 6 7   How often do you hallucinate people, voices, or sounds in the room when just falling asleep or when just awakening?
1 2 3 4 5 6 7   How often during the day do you have episodes of sudden muscular weakness when laughing, angry, or in other emotional situations?   
1 2 3 4 5 6 7   How often do you have unusual behaviors in your sleep? Circle the type of sleep behavior:   walking      screaming-out     nightmares    violence      eating     confusion   
Epworth Sleepiness Scale:

In contrast to just feeling tired, how likely are you to doze off or fall asleep in the following situations? If you have not done some of these things recently, try to work out how they would have affected you) Use the following scale to choose the most appropriate number for each situation:

	0
	1
	2
	3

	Never 
	Slight chance
	Moderate chance
	High chance 


Sitting & reading                                                                        ________
Watching TV                                                                              ________
Sitting inactive in a public place (i.e theatre)                             ________
As a passenger in a car for an hour without a break                   ________
Lying down to rest in the afternoon                                            ________
Sitting & talking to someone                                                      ________

Sitting quietly after lunch without alcohol                                 ________                            

In a car, while stopping for a few minutes in traffic                   ________      total score:________

Sleep Habits:     

Do you have a regular sleep schedule?    FORMCHECKBOX 
Yes   or    FORMCHECKBOX 
No

What time you usually go to bed?   Weekdays?____pm/am        Weekends?___pm/am

How long does it take you to fall sleep after you have all lights-out?   _____minutes

What time do you usually get up?  Weekdays?_____pm/am      Weekends?___ _pm/am

How many times do you wake-up while sleeping? ____times     

What is the reason usually you wake up?   FORMCHECKBOX 
Unknown   FORMCHECKBOX 
other:___________________

Do you take naps during day?   FORMCHECKBOX 
No    FORMCHECKBOX 
 If yes how often?____times/day.  

For how many minutes you take nap?____min.   What time?________

Do you have a TV/Radio in your bedroom?   FORMCHECKBOX 
Yes     FORMCHECKBOX 
No    

If yes do you have it on while sleeping?    FORMCHECKBOX 
 Yes     FORMCHECKBOX 
No

Habits:    
Do you Smoke;    FORMCHECKBOX 
No         FORMCHECKBOX 
Yes->  if yes how many pack per day? ___packs
Do you drink alcohol?:  FORMCHECKBOX 
No   FORMCHECKBOX 
Yes->if yes how many drink per weeks?____
Any use any Illicit drug?:   FORMCHECKBOX 
No     FORMCHECKBOX 
Yes->if yes what kind, how often?____________
Coffee: How many cups per day?___cups . What time is your last drink prior to sleep? ___am/pm
Tea or Ice tea: How many cups per day?___cups . What time is your last drink prior to sleep? ___am/pm 

COKE or other caffeinated soda: How many cans per day?___cans . What time is your last drink prior to sleep? ___am/pm
Do you do any exercise?    FORMCHECKBOX 
No     FORMCHECKBOX 
Yes->if yes what kind?_______     How ofter?  ____  times  per week for ____hours.
Do you have any new allergies to any medication?  FORMCHECKBOX 
No  FORMCHECKBOX 
 Yes

If yes:_________________________________________________________

Your Current MEDICATIONS:                  FORMCHECKBOX 
No change from last visit            
__________________            ______________________          ____________________

__________________            ______________________          ____________________

__________________            ______________________          ____________________

__________________            ______________________          ____________________
__________________            ______________________          ____________________
