
 
Erlanger North 

Sleep Disorders Center 
423.778.3316 

 

DO NOT OMIT ANY REQUESTED INFORMATION 
 

PATIENT 
 

Name_______________________________________________Age______DOB________________SS #__________________ 
 

Address______________________________________________________City/State/Zip________________________________ 
 

Phone Numbers:     Home ( )  Cell ( )  Work ( )  
 

Employer____________________________________________________Occupation__________________________________ 
 

Please circle: Male   /   Female     Race: __________________    Please Circle:  Single   /   Married   /   Widowed   /   Divorced 
 

SPOUSE / GUARDIAN 
 

Name_______________________________________________Age______DOB________________SS #__________________ 
 

Address______________________________________________________City/State/Zip________________________________ 
 

Phone Numbers:     Home ( )  Cell ( )  Work ( )  
 

Employer____________________________________________________Occupation__________________________________ 
 

EMERGENCY CONTACT 
 

Name_____________________________________________ Phone (____)______________ Relation ____________________ 
 

INSURANCE 
 

PRIMARY INSURANCE ________________________ Group #________________ ID #________________________________ 
 

Insured’s Name_____________________________________________ DOB_________________ SS #____________________ 
 

SECONDARY INSURANCE ________________________ Group #______________ ID #_______________________________ 
 

Insured’s Name_____________________________________________ DOB_________________ SS #____________________ 
 
 

Primary Care Physician_______________________________________________ Phone (_____)_______________________ 
 

Referred By_________________________________________________________ Phone (_____)_______________________ 
 

PHARMACY 
 

Name______________________________________________________________ Phone (_____)________________________ 
 

 
It is the policy of this office to keep all medical records confidential.  There may be occasions when you need this 
information released to another office/person.  Please answer the following questions and authorize us to give your 
confidential information in these situations: 
 
1. May we leave your medical information, including test results, on an answering machine, or give it to another person, 
such as a spouse, adult child or caregiver?  YES _____  NO _____ 
 
Name(s) and relationship to patient: ________________________________________________________________________ 
 
2. May we give pertinent information to your primary care doctor, the doctor who referred you here, or a doctor we refer 
you to?            YES _____  NO _____ 
 
3. May we leave detailed appointment reminders or messages to call us back on your answering machine at home, work, 
or cell phone, or with whoever answers the phone? YES ______  NO ______ 

 
Patient Signature _________________________________________________________________ Date __________________ 
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PRESENT ILLNESS: 
 

What is the Primary reason for this examination? __________________________________________________ 
 

Please describe your problem in your own words.  If possible, specify how long you have had trouble and what has 
been done about it so far.  How it has affected the quality of your life? 
 

 

 
GENERAL SLEEP HABITS: 
 

1. How many hours of sleep do you usually get per night? ________________________________________________________ 
 
2. What time do you usually go to bed on:   WEEKDAYS?______________   WEEKENDS?_____________ 
 
3. How long does it take you to fall asleep? ___________________________________________________________________ 
 
4. How many times do you typically wake up at night? ___________________________________________________________ 
 
5. If you wake up during the night, on the average how long do you stay awake? ______________________________________ 
 
6.  What do you usually do when you awaken during the night? _____________________________________________________ 
 
7. What time do usually awaken in the morning on:  WEEKDAYS? _____________    WEEKENDS? ____________ 
 
8. What is your favorite sleep position?      ____________________________________________________________________ 
 

9. Do you snore?            NO______ YES______ 

   If yes: Can you be heard outside of the room?    NO______ YES______ 

              Is it intensified by sleeping on your back?   NO______ YES______ 
 

10.  Have others told you that you stop breathing in your sleep?  NO______ YES______ 
 

11.  Do you awaken gasping for air / choking?     NO______ YES______ 

 

12.  Do you have a dry mouth when you wake up?    NO______ YES______ 

 

13.  Do you wake with headaches in the morning?   NO______ YES______ 
 

14.  Do you work split shifts or rotating (variable) shifts?   NO______ YES______ 
 
15.  Have you had a sudden onset of muscle weakness  

   associated with strong emotion (laughing, surprised)? NO______ YES______ 
 
16.  Do you ever feel paralyzed, like you can not move your body when 

   falling asleep or waking up out of sleep?   NO______ YES______ 
 

17.  Do you have an unusual / tingling sensation in your legs?  NO______ YES______ 
  If yes: Does it worsen at night?     NO______ YES______ 

   Is it relieved with walking temporarily?    NO______ YES______ 
 

18.  Do you talk in your sleep?      NO______ YES______ 
 

19.  Do you walk in your sleep?      NO______ YES______ 
 

20.  Do you “act out” your dreams?     NO______ YES______ 
  If yes: Have you hit / kicked your bed partner?   NO______ YES______ 
   Have you fallen out of bed?    NO______ YES______ 

   Have you knocked items off a nightstand?   NO______ YES______ 
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21.  Do you take naps during the afternoon or evenings? 
 (    ) NEVER 
 (    ) SELDOM 
 (    ) FREQUENTLY – IF SO, FOR HOW LONG? _____________ 

 
PAST MEDICAL HISTORY: 
 

How would you rate your over-all health? 
  EXCELLENT______      GOOD______      FAIR______      POOR______ 
 

Have you ever been diagnosed or treated for any of the following conditions? 
If yes, when?  Please circle. 
  

___ Hypertension (high blood pressure) ___ Hiatal Hernia ___ Seizures 
___ Heart Rhythm Irregularities ___ Gastric reflux ___ Headaches 
___ Coronary Artery Disease ___ Hypothyroidism (low thyroid) ___ Depression 
___ Hay fever or Allergic rhinitis ___ Edema (water retention) ___ Vocal Cord Disease (for example polyps) 
___ Angina (chest pain) ___ Asthma ___ Polycythmemia (excessive red blood cells) 
___ Myocardial infarction (heart attack) ___ COPD ___ Diabetes 
___ Congestive heart failure ___ Emphysema ___ Chronic Cough 
___ Pulmonary hypertension ___ A. fib (Atrial Fibrillation) ___ Stroke 

 

Chose / list all surgeries you have had including “minor” operations 
 

____ Cholecystectomy (gallbladder) ____ Hysterectomy 
____ Appendectomy (appendix) ____ Tubal Ligation 
____ Nasal septal surgery Other: _________________________________________________________________________ 
____ Tonsils  _______________________________________________________________________________ 
____ Adenoids _______________________________________________________________________________ 
 
List all medications, including non-prescription items (i.e. over the counter) that you take even if not on a regular basis.  
Also list those you have taken recently but do not take routinely. 
            MEDICATION:                DOSAGE:         TIMES/DAY: 
_________________________  ______________________   ________________ 
_________________________  ______________________   ________________ 
_________________________  ______________________   ________________ 
_________________________  ______________________   ________________ 
_________________________  ______________________   ________________ 
_________________________  ______________________   ________________ 
_________________________  ______________________   ________________ 
_________________________  ______________________   ________________ 
_________________________  ______________________   ________________ 
_________________________  ______________________   ________________ 
 

DRUG ALLERGIES: ___ No known drug allergies  Allergies: ______________________________________ 
     

List any other medical illnesses you have or for which you have been treated.  Also list any Hospitalizations 
and reasons: 

______________________________________________________________________________________ 
 

Do you live at home by yourself?   NO______ YES______ 
If no, who lives at home with you?  ________________________________________________________ 

 
PERSONAL HABITS: 
 

1. CIGARETTE SMOKING: 
Have you ever smoke cigarettes regularly?   NO______ YES______ 
Do you presently smoke?    NO______ YES______ 
If yes, about how many packs of cigarettes a day?  _______  For how many years? ______ 
If you have quit, when did you quit?  ____________ 
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2. ALCOHOL USE: 
Do you ever drink alcoholic beverages?  NO______ YES______  
If no, go to question 3. 
If yes, how often on the average do you drink an alcoholic beverage? 
 ONCE A MONTH OR LESS ______   
 1-2 TIMES A WEEK    ______   
 NEARLY EVERYDAY   ______ 

 

3. CAFFEINE USE: 
Do you drink caffeinated beverages?     NO_____  YES_____  
What is your consumption in a 24 hour period of the following? COFFEE_____  TEA_____  COLA_____  

 

4. Do you ever use “recreational” drugs?   NO______ YES______ 
 

FAMILY HISTORY: 

  LIVING: AGE (OR AGE AT DEATH): HEALTH PROBLEMS OR CAUSE OF DEATH: 
 

FATHER Y      N   ___________  ________________________________ 
 

MOTHER Y      N   ___________  ________________________________ 
   

  NUMBER:  AGES: 
 

SISTERS ________  _________________________ 
 

BROTHERS ________  _________________________ 
 

CHILDREN ________  _________________________ 
 

Please circle illnesses, which have occurred in your BLOOD relatives: 
 

___ Sleep Abnormalities ___ Problems staying awake 
___ Narcolepsy ___ Sleep Apnea 
___ Diabetes ___ Stroke 
___ Cardiac Disease ___ Hypertension 
___ Breast Cancer ___ Allergies (asthma, hay fever, eczema) 

  

Other Cancers Describe: _____________________________________________________ 
 

 Other, Describe: ____________________________________________________________ 
 

EPWORTH SLEEPINESS SCALE: 
For each of the following situations, select one of the following ratings which most describe you with each. 
 

0 = WOULD NEVER DOSE OFF   2 = MODERATE CHANCE OF DOZING 
1 = SLIGHT CHANCE OF DOZING   3 = HIGH CHANCE OF DOZING 

Situation: 0 1 2 3 
     
Sitting and reading () () () () 
Watching TV () () () () 
Sitting inactive in a public place (theater, meeting, etc.) () () () () 
As a passenger in a car for an hour or without a break () () () () 
Lying down to rest in the afternoon () () () () 
Sitting and talking to someone () () () () 
Sitting quietly after lunch (when you’ve had no alcohol) () () () () 
In a car, while stopped in traffic () () () () 

 
YOUR CURRENT SCORE:  [        ] 
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