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Patient Narne:

 Section 1; Epworth Sleepiness Scale
Please indicate how likely you are to doze off or fall asleep il the followmg situations:

(0=never, 1=slight,2=moderate,3=high chance of dozing)- -CIRCLE ONE RESPONSE FOR EACH
QUESTION

Sitting and 1eading. ....o.ioooeve e iee e — 0 1 2 3
Watching television................ T ——— 0 1 2 3
Sitting in & public PIACE. .. .ivecerereremr il P 1 2 3
A% a passenger-in a car for onehour.........ocoiveiirnnn — S 2 3
Driving a car stopped for a few minutes in traffic............ S 0001 2 3
Sitting & talking t0 SOMEONE. ... v vvinvvecerivereiirnsmrmpurnevneenens 0 1 ' 2 3
Sitting down quietly after lunch without dlcohol...........oovvieninns 0 1 "2 3
Lymgdowntorestmtheafternoon.........,...................i..-......0 1 2 3
Total Score: o
. Section 2: Patient Evaluation _ _

Fill in the blanks circle one yes orno response for each question
BMI(See Attached Chart) __Is it greater than or equal to 30? NoQ)y Yes(D)
Neck Circumference _Is it >17”(men) or 15”(women) .0 1
Have you gained at least 151bs iﬁ the past 6 months? i ‘ 0 1
Section 3: Subjective Sleep Evaliation - ' :
Please circle one yes or no response for each question ' ‘No(0) Yes(1)
Doyousnore.......,-..- ..................................................................... 0 i
You,or your spouse, would consuder your snoting louder than a person talking 0 1
Your snoring occurs altmnost eVery MIght........covviviiieermainnir e aeains 0 1
Your snoring is bothersome to your bed Partner..........coociiin v, 0 1
Do you feel that in some way your sleep is not refreshing of restiul?........o.ooeicer 0 1
Do you wake up at night or in the momings with headaches?......cocoouns piep0 1
Do you experience fatigue durmg the day and have dlfﬁculty staymg awake?,....-.(_) 1
Do you have trouble remembering things or paymg attention durmg the day‘? ..... 0 1

1

- Do you have high blood pressure?............coneeviee: P N TR 0
Total Score: o : S

Section, 4:-Prior Diagnosis

: No(0) Yes(1)

Have you previously been diagnosed with sleep apnea‘7 o 1 '
' If Yes: . :

When wére you diagnosed? (Approx. mo/yr)

Where yvou put on a CPAP Therapy for treatmcnt‘?

Are you still using the CPAP every night?

Total Score:
Notes: (Please insert any notes for the doctor regarding sfioring, sleep patterns or sleep aprnea that you feel |

may be appropnate use back of page ifnecessary. )

PATIENT SIGNATURE:‘ | __DATE

OFFICE USE ONLY'
Advanced screening eriteria, if yes to any below pt should be scheduled for advanced OSA screening:
ESS Score>8 - PtEval>2? = Subkectwe Sleep Eval>3__ . Prior OSA D1agno:sxs>1




