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APPOINTMENT AND LOCATION CONFIRMATION 
 
Patient Name: __________________________________________________________ 
 

Appointment Date: ___________________________ Appointment time: ____________ 
 

  
 

 

Midway Sleep Lab is located at:  5901 W. Olympic Blvd., Suite 202, Los Angeles, CA 90036 
From the I-10 Freeway 
From the I-10 Freeway East, exit FAIRFAX AVE and turn LEFT. From the I-10 Freeway West, exit 
FAIRFAX AVE and turn right onto Fairfax Ave. Proceed to OLYMPIC BLVD and turn RIGHT.  Midway 
Sleep Lab is located on the NORTHWEST corner of OLYMPIC and SPAULDING.  You may park on 
the street or across the street in the Olympia Hospital parking lot. DO NOT park in the Structure on 
GENESEE. After exiting the elevator, turn right. The sleep lab will be on the right-hand side, past suite 
200. Enter Suite 202, where your sleep technician will greet you. 
From the 405 Freeway 
Take the 405 Freeway to the I-10 EAST toward LOS ANGELES. Exit FAIRFAX AVE (7B) and turn 
LEFT.  Continue to OLYMPIC BLVD and turn RIGHT.  Midway Sleep Lab is located on the 
NORTHWEST corner of OLYMPIC and SPAULDING.  You may park on the street or across the street 
in the Olympia Hospital parking lot. DO NOT park in the Structure on GENESEE. After exiting the 
elevator, turn right. The sleep lab will be on the right-hand side, past suite 200. Enter Suite 202, where 
your sleep technician will greet you. 
 

 
 

 Special Instructions: 
Please avoid any caffeine or alcohol the day of the study.  Bring sleepwear and, if 
you prefer, your favorite pillow and reading material. IF YOU HAVE A CAREGIVER AT 
HOME OR REQUIRE ASSISTANCE, PLEASE MAKE SURE YOU BRING SOMEONE TO ASSIST YOU. 
Please remember to bring your completed questionnaires. 
For more information call (323) 933-0422 or for after-hours call (818) 984-3308. 

BEFORE APPOINTMENT, PLEASE CALL US TO 
GET THE ACCESS CODE TO THE BUILDING. 
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WE WELCOME YOU AS OUR PATIENT 
 

We would like to welcome you to our facility.  It is our goal to provide you with the latest technology at the 
highest possible level of service.  We want you to feel comfortable and at ease.  Please communicate to us 
how we can meet and exceed your needs. 
 

As a patient you have a right to make informed decisions regarding your health care treatment.  Therefore, it is 
our responsibility to provide you with accurate information regarding our policies and procedures for the 
services we provide to you. 
   
Please call (323)933-0422 to schedule your appointment (if you have not done so yet). 
 

What you should do or not do before your sleep study: 
DO… 

 …eat dinner before you arrive for your appointment. 
 …make sure that you shower well, and that your hair is clean and dry before you arrive. 
 ….For men who shave, be sure to shave your face just prior to arrival. This excludes those individuals 

who have beards.  
 …bring clothes to go home in, and your toiletries (toothbrush, toothpaste, comb, etc.) 
 …bring your favorite pillow and/or blanket, if you choose. Midway Sleep Lab does provide sheets, 

blankets, pillows, and small hand towels. 
 …continue taking medication or other prescriptions as prescribed by your physician, or bring your 

prescription with you, unless otherwise instructed. If you are taking insulin, please also bring a snack 
with you. 

 …read and complete the questionnaires enclosed in this packet and have them ready to give to the 
technician upon arrival. 
DO NOT… 

 …take any naps on the day of your sleep study.  
 …use any hairspray, mousse, or gels in your hair. 
 … have any caffeinated beverages or alcohol within 12 hours of your appointment time. 

 

What you should expect during your sleep test: 
During your diagnostic sleep study many types of data are recorded.  Our certified sleep technician will 

place electrodes on your scalp and skin to monitor your brain waves, eye movement, muscle activity and 
heartbeat.  The electrodes are attached using a white EEG paste and gauze.  Please be advised that it may 
take some time to wash the paste out of your hair in the morning.  A small sensor will be placed near your 
chest and abdomen.  An oximeter sensor will be taped onto one of your fingers to measure blood oxygen 
saturation levels.  These monitoring devices are used to insure an accurate evaluation of your sleep.  None of 
these non-invasive devices will cause you any pain. The wires will be bundled enabling your freedom of 
movement.  Your movement will not be restrained; therefore if you need to go to the restroom or reach a glass 
of water, you will be free to do so. 
 While you are sleeping, the technician will monitor your sleep from outside your room.  The technician 
will be available to assist you in any way should you need help.  In the morning, the technician will remove all 
the electrodes and equipment. 

After your over-night sleep study is completed, the technician will review your sleep study and then 
send the results to a board-certified-sleep physician who will interpret the results for the final findings and 
recommendations.  The final report will be sent to your physician.  
 

Please be advised that you most likely will receive separate billing for charges related to your sleep study.  The 
professional interpretation component of the test must be billed independently by the physician reading your 
sleep study to determine your results.  This service will be covered as defined by your health plan.  You may 
wish to contact your health insurance to discuss your coverage prior to your study. 

5901 West Olympic Blvd, Suite 202    Los Angeles, CA 90036  

Tel (323) 933-0422   Emergency Mail Box (323) 522-5066 
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Dear Sleep Evaluation Patient: 
 
You have been scheduled for a sleep evaluation at Midway Sleep Lab.  This is a very simple and 
painless procedure that can provide your doctor with valuable insights into your medical condition. 
 
While most insurance plans cover this procedure when it is pre-authorized by our company, it is 
important for you to understand that you are responsible for any or all allowable charges.  In the event 
your insurance company does not cover the total charge or a portion of the charge for your sleep 
evaluation, it will be your responsibility to pay the full or remaining balance in a timely manner. 
 
The results will be sent to your doctor within one week after your evaluation.  If a treatment plan is 
needed, your doctor will prescribe your treatment and monitor your progress.  If you have not heard 
from your doctor’s office after two weeks from your study, you should call and schedule a follow-up 
appointment to discuss the results and your treatment options. 
 
Since a private room has been reserved in your name and a sleep technologist assigned to your case, 
it is extremely important that you keep your appointment.  If you are unable to keep the appointment 
due to an unavoidable emergency, please call us at (323) 933-0422 during business hours or (323) 
522-5066 for all calls after business hours.  Please note that we require at least a 24 hours notice 
prior to your schedule study to avoid a $200 cancellation charge. 
 
Please call if we can provide additional assistance or information. 
 
Sincerely, 
 
 
Scheduling Coordinator 
  
P.S.  Please remember to bring the following completed forms and your insurance card when 
you come for your sleep study. These forms are required in order to begin your sleep study and 
must be completed beforehand. 

 
 
 
 
 
 
 

 
 
 
 
 
 
 
 
 
 

5901 West Olympic Blvd, Suite 202    Los Angeles, CA 90036 

Tel (323) 933-0422   Emergency Mail Box (323) 522-5066 
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PATIENT’S BILL OF RIGHTS 
 
 
Midway Sleep Lab, LLC and Abraham Ishaaya MD, A Professional Corporation endorse the 
Patient’s bill of rights.  It is our expectation that compliance can contribute to an effective 
program for the patient.  Midway Sleep Lab, LLC and Abraham Ishaaya MD, A Professional 
Corporation have adopted the following Patient’s Bill of Rights and this has been incorporated 
as part of the framework for our patient care policies and procedures. 
 

 The patient has the right to considerate and respectful care. 

 The patient has the right to obtain complete and current information regarding their 
diagnosis, treatment, and prognosis in terms the patient can reasonably be expected to 
understand.  When it is not advisable to give such information to the patient, the 
information should be made available to an appropriate person on their behalf. 

 The patient has the right to receive information to make informed consent prior to the 
start of any procedure and/or treatment. 

 The patients have the right to refuse any and all treatment to the extent permitted by 
law, and to be informed of any of the medical consequences of their action. 

 The patient have the right to every consideration of privacy concerning their own 
medical care program limited only by state statutes, rules, regulations, or imminent 
danger to the individual or others. 

 The patients have the right to obtain information on the relationship of other health care 
providers involved in their care. 

 The patient has the right to be advised if the clinician, hospital, clinic, etc. proposes to 
engage in or perform human experimentation affecting their care or treatment.   The 
patient has the right to refuse to participate in such research projects. 

 The patient, upon receipt of their statement of charges, may request an explanation of 
the bill. 

 
All activities of sleep medicine are to be conducted with an overriding concern for the patient, 
and above all, the recognition of their dignity as a human being. 
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FINANCIAL AUTHORIZATION & RELEASE FORM 
  

I hereby acknowledge that I am receiving or am scheduled to receive health care 
services, including, but not limited APAP and HST related services.  I understand that 
payments for the services rendered on my behalf are my sole responsibility.  I hereby 
authorize I Am Sleep Medical Corporation, Midway Sleep Lab LLC, Abraham Ishaaya 
MD, A Professional Corporation, or designated subsidiaries or agents (collectively, 
“Company”) to:  

1. Bill my insurance provider and receive payment directly for all services rendered 
on my behalf.  Should my insurance send payment for these services to me, I will 
pay the entire payment received by me to Company. In the event my insurance 
company pays for the APAP on a “rental” basis, I agree to be responsible for 
payment of the APAP.  

2. Bill me for any amounts not paid by my insurance provider. These include, but 
not limited to, co-payments, deductibles, and non-covered services.  I understand 
that these are determined by my insurance provider and policy and authorize 
Company to charge my credit card for such amounts.  I agree to be responsible 
for all resulting balances and release Company from any liability relating to any 
such balances.  

Accepting Assignment 
I understand that Company will accept assignment for all covered services provided.  
Assignment is defined as “Reasonable and Customary Charge” for covered services.  
These are established by the insurance provider for the geographical area in which the 
service is provided.  

Liability Release 
I authorize access to all of my insurance information and medical records necessary for 
billing the related health care services.  I hereby give permission to release any medical 
information or insurance information in order to file any insurance claims.  I release 
Company from any liability claims or damages that may arise from the disclosure of 
such information and pursuit of payment.  I also assign any benefits paid on me or my 
dependent to be paid directly to the provider and payment for services in my or my 
dependents’ behalf are my sole responsibility.  I understand that a separate bill for 
interpretation may be sent from the interpreting physician.   
  
I certify that I have read and understand the above information, my responsibilities and I 
have access to a copy of this form.  
  
Print Patient Name: _____________________________________________________  
 
Signature of Patient or Responsible Representative: ___________________________ 

  
Date: ____________________________  Time: ______________________________ 
 
If a representative is signing for the patient, list the relationship and print name below.  
 
________________________________  ____________________________________  
(Relationship to patient)            (Print Name)  
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PROCEDURE CONSENT FORM 

 
I authorize a ___________________________ to be performed on ________________________      
  (List Procedure)        (Print Name of Patient) 

under the direction of Dr. Avi Ishaaya. 
 

Long term EEG monitoring and Polysomnography (Sleep Study) procedures are non-invasive multi-
channel recordings designated to record diagnostic physiologic parameters for neurological or sleep 
disorders.  Monitoring leads are attached with tape and medical crème.  Minor skin irritation associated 
with the cleaning of the application sites and tape may be a side effect of the procedure. 
 

When Continuous Positive Airway Pressure (CPAP), BiLevel pressure or oxygen is indicated by policy 
during a sleep study, it may be applied to improve cardiac or respiratory events occurring during sleep.  
Common complications of CPAP and BiLevel are dry mouth, burning sensation in the nose, and skin 
irritation.  With any procedures, there may be imponderable or unexpected side effects experienced.  
Notify the technologist of any discomfort you experience during your procedure. 
 

Technologist to check appropriate choice: 
 

Yes No/N/A 

           If collodian glue is used in the application, side effects may be sensitivity to strong odor, 

minor itching or burning as glue dries.  The remover, acetone, also has a strong odor, 
and may cause a stinging sensation.  Acetone will cause very dry skin temporarily.  

 

           I consent to the recording of pictures with a camera, still or video, before or during the 

procedure by the sleep technologist.  All photographic documentation is kept confidential 
and to be used as part of a diagnostic procedure only. 

 

Please note that all labs have monitoring cameras for the technologist to view patients.  The presence 
of a camera in the patient room does not indicate video recording. 
 

I Certify that: 
 I have read and have access to a copy of the Consent Form and the Patient’s Bill of Rights. 
 I give permission to release any medical information in order to file any insurance claims and to 

any consulting physicians in regards to my medical history. 
 I release Midway Sleep Lab, LLC, Abraham Ishaaya MD, A Professional Corporation and their 

agents from any liability claims or damages that may arise from the disclosure of such 
information and pursuit of payment. 

 The nature and purpose of the procedure, the risks involved, and the possibility of complications 
have been fully explained to me.  No guarantee or assurance has been given by anyone as to 
the results that may be attained. 

 
 

Signature of Patient or Responsible Representative:  ______________________________ 
 
Date: ____________________________ Time: ______________________________ 
 
If a representative is signing for the patient, list relationship and print name below: 

 
____________________________ ___________________________________ 
(Relationship to Patient)    (Print Name) 

 
Witness name & Signature: ________________________________________________________
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HEALTH & SLEEP HISTORY QUESTIONNAIRE 

Name: ___________________________________________________ Date: __________________ 

Birthdate: ______________ Age: _______ Occupation: ___________________________ 

Gender: _________ Height: ________ Weight: ___________ Weight Last Year: __________ 

Marital Status:       Single    Married   Divorced   Widowed 

Referring Doctor: _____________________ Primary Care Doctor: _________________________ 
 

Describe your sleep problem: _____________________________________________________________ 
(How long you’ve had it, treatments you’ve tried) 

______________________________________________________________________________________ 

 
List your expectations of this program: ______________________________________________________ 
(What results you hope to receive out of this experience) 

_____________________________________________________________________________________ 
 
What is (are) your current, main sleep complaint(s)? Check only the ones that apply. 

 Loud snoring  Pauses in breathing while asleep  Awaken gasping for breath 

 Awaken from sleep still tired  Difficulty falling asleep  Difficulty staying asleep 

 Awaken too early  Excessive movement in sleep  Excessive daytime sleepiness 

 Unusual or unwanted behaviors during sleep, please explain:  _______________________________ 

___________________________________________________________________________________ 

 

Previous Sleep Evaluations & Treatment - Answer all that Apply 
(If this is your first evaluation, please skip to the next section) 

1. My last sleep evaluation was (check one): 

   _____less than 6 months ago _____less than 1 year ago  _____ years ago 

 
2. It was at (name of sleep lab where study conducted): ________________________________________ 
 
3. Study I had was a (check which study):      PSG         PSG w/CPAP          MSLT           MWT 

 

4.  I was diagnosed with: ________________________________________________________________ 

 

5.  I use a CPAP or Bi-Level device (pick one):    YES   NO 

If yes, what is your pressure setting? __________________ cmH2O 

 
6.  I have had surgery to treat a sleep disorder (pick one):  YES   NO 

If yes, what type of surgery was performed? _____________________ 

 
7.  I have been prescribed medication to treat a sleep disorder (pick one): YES  NO 

If yes, list medication. __________________________________________________________ 

 

8. I wear a mouth/bite guard during sleep due to grinding or clenching (pick one):  YES  NO 

  If yes, who diagnosed you? ________________________________________________ 
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Name: ______________________________ 

Current Medication List 
Please list all current medications you take, prescribed and OTC (Over-the-Counter) below, including 
vitamins & supplements. Attach separate page if needed. 

MEDICATION REASON FOR TAKING DOSAGE 

   

   

   

   

Do you use supplemental oxygen?    YES   NO 
 If yes, when & what amount?     PRN   24/7  at ______ l/min 

 
Allergies 
Please list known allergies:

 

Operations & Hospitalizations 
Please list any operations you have had or will have. 

f DATE HOSPITAL DOCTOR 

Tonsillectomy    

Gallbladder    

UPPP    

Other Procedures    

     

     

     

 

Patient Medical History 

Please answer all questions to the best of your ability, checking either YES or NO. 
Have you ever had any of the following medical conditions? 

Tuberculosis  YES  NO  Lung Disease  YES  NO 

Cancer  YES  NO  Asthma  YES  NO 

High Blood Pressure  YES  NO  Kidney Disease  YES  NO 

Diabetes (Blood Sugar High / Low)  YES  NO  Thyroid Disease  YES  NO 

Heart Attack   YES  NO  Stomach Disease  YES  NO 

Heart Murmur  YES  NO  Intestinal Disease  YES  NO 

Other Heart Disease  YES  NO  Peptic Ulcer  YES  NO 

Stroke  YES  NO  Liver Disease  YES  NO 

Enlarged Tonsils/Adenoids  YES  NO  Depression/Anxiety  YES  NO 

Deviated Nasal Septum / Polyps  YES  NO  Bipolar Disorder  YES  NO 

COPD (Emphysema/Chronic Bronchitis)  YES  NO  Glaucoma  YES  NO 

 



 

 

Reference #2006 Midway Sleep Lab 9 

 

 
 

Name: ______________________________ 

Patient Medical History Continued 
Please answer all questions to the best of your ability, checking either YES or NO. 

Do you currently have any of the following problems or medical conditions? 

Frequent or Severe Headaches  YES  NO  Frequent Cough  YES  NO 

Difficulty Breathing Through Nose  YES  NO  Dentures  YES  NO 

Painful Sinuses  YES  NO  Shortness of Breath  YES  NO 

Allergies/Hay Fever  YES  NO  Asthma or Wheezing  YES  NO 

Chronic Nasal Discharge  YES  NO  COPD   YES  NO 

Smothering Spells at Night  YES  NO  Edema / Swollen Legs  YES  NO 

Irregular Heart Beat  YES  NO  Heart Enlargement  YES  NO 

Chest Pain During/After Exercise  YES  NO  Heartburn  YES  NO 

Difficulty Swallowing  YES  NO  Hiatal Hernia  YES  NO 

Voice Change/Hoarseness  YES  NO  Do you sleep on > 1 Pillow  YES  NO 

Parkinson’s Disease  YES  NO  Fibromyalgia  YES  NO 

Hearing Impairment  YES  NO  Head Injury  YES  NO 

Seizure Disorder or Epilepsy  YES  NO  Sinusitis/Congestion  YES  NO 

Chronic Muscular Pain  YES  NO  Pain in Joints  YES  NO 

Localized Muscle Weakness  YES  NO  Arthritis   YES  NO 

Goiter or Thyroid Enlargement  YES  NO  High Blood Sugar  YES  NO 

Unexplained Rapid Weight Loss  YES  NO  Low Blood Sugar  YES  NO 

Unexplained Rapid Weight Gain  YES  NO  Anemia  YES  NO 

Low Blood Pressure  YES  NO  HIV or AIDS  YES  NO 

Abnormal Glucose Tolerance Test  YES  NO  Hepatitis Strain _______   YES  NO 

Sudden Paralysis Attacks  YES  NO  Personality Changes  YES  NO 

Difficulty Controlling Parts of Body  YES  NO  Memory Loss  YES  NO 

Tremors/Shakes in Arms or Legs  YES  NO  Difficulty Sleeping  YES  NO 

Other Medical Problems Which May Impair Sleep:  

  

 
Briefly describe all YES & “other” answers from Patient Medical History above:
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Name: ______________________________ 

Epworth Sleepiness Scale 
How likely are you to doze off or fall asleep in the following situations, in contrast to just feeling tired?  
Even if you have not done some of these activities recently, try to think how you would react.  
Use the following scale to choose the most appropriate number rating for each situation. 

0 = would NEVER doze 
1 = SLIGHT chance of dozing 
2 = MODERATE chance of dozing 
3 = HIGH chance of dozing 

1. Sitting and reading  

2. Watching TV  

3. Sitting, inactive in a public place  

4. As a passenger in a car for an hour without a break  

5. Lying down to rest in the afternoon when circumstances permit  

6. Sitting and talking to someone  

7. Sitting quietly after lunch (without alcohol)  

8. In a car, while stopped for a few minutes in traffic 

 
 

Berlin Questionnaire 
Please check the box that best answers each question for all three Categories. 

1. Do you snore? 
  Yes  No  Don’t know   
2. How loud is your snoring? 

  As loud as breathing  As loud as talking  Louder than talking  Can be heard in next room 

3. How frequently do you snore? 

  Almost daily  3-4 times/wk  1-2 times/wk  1-2 times/mo  Rarely or Never 

4. Does your snoring bother other people? 

  Yes  No  Don’t know   

5. Has anyone ever noticed you stop breathing in your sleep? 

  Almost daily  3-4 times/wk  1-2 times/wk  1-2 times/mo  Rarely or Never 
 

6. How often do you feel tired after sleeping? 

  Almost daily  3-4 times/wk  1-2 times/wk  1-2 times/mo  Rarely or Never 

7. Do you feel tired during your waking time? 

  Almost daily  3-4 times/wk  1-2 times/wk  1-2 times/mo  Rarely or Never 

8. How often do you nod off or fall asleep while driving? 

  Almost daily  3-4 times/wk  1-2 times/wk  1-2 times/mo  Rarely or Never 
 

9. Do you have high blood pressure? 

  Yes  No  Don’t know 

10. Is your BMI (Body Mass Index) over 30? 

  Yes  No  Don’t know 
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Category I  Category III  

Category II   ___ High | ___ Low 
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     Name: ______________________________ 
Sleep Patterns & Environment 
1. Please circle the days of the week which you currently work below: 

 
MON  TUE  WED  THUR  FRI  SAT  SUN 
 

2. What time do you wake up for work __________; what time does your shift start? _____________ 

3. Do you feel refreshed when you wake up? _________ 

4. How many hours sleep does it take for you to feel rested? ________ 

5. How long does it typically take to fully awaken in the morning? ________ 

6. Does it take you more than 30 minutes to fall asleep? ______ Does it take more than 60 min? _______ 

7. Please answer the following questions for both work days and non-work days: 

 WORK 
DAYS 

OFF DAYS & 
HOLIDAYS 

What is your typical bedtime?   

How long does it take you to fall asleep?   

Average number of hours slept (exclude time in bed spent awake).   

Average number of awakenings per night.   

Number of trips to the bathroom.   

Number of naps during the day.   

Number of nights per week that alcohol was used before bed.   

Number of nights per week a sleeping aid (Rx or OTC) was used before bed.   

Number of days per week you feel sleepy, tired or fatigued.   

8. Please list any sleep aids (Rx or OTC) you are currently using, or have used: 
Name: _______________________________________________  Dosage: ________________ 
Name: _______________________________________________  Dosage: ________________ 

9. Please check all sleep disturbances that apply to you 
  Pain   Anxiety   Spouse   Snoring   Pets   Children 

  Breathing   Coughing   Worrying   Restless Legs   Temperature   Other 
10. Is your room conducive to sleep? (cool, quiet, comfortable mattress, dark): ______________________ 

__________________________________________________________________________________ 

Sleep & Breathing 

1. Do you snore?  Never  Sometimes  Always 
2. Does your snoring wake you up?  Never  Sometimes  Always 
3. Is your snoring broken by hesitations, gasps and snorts?  Never  Sometimes  Always 
4. Are the hesitations long enough to frighten your sleep partner?  Never  Sometimes  Always 
5. Has your snoring driven your bed partner from the bedroom?  Never  Sometimes  Always 
6. Do you awaken with a dry mouth?  Never  Sometimes  Always 
7. Do you awaken with headaches?  Never  Sometimes  Always 
8. Do you awaken choking or gasping for air?  Never  Sometimes  Always 
9. Have you ever fallen asleep while driving or stopped in traffic?  Never  Sometimes  Always 
10. When you wake, are your sinuses stuffed or clogged up?  Never  Sometimes  Always 
11. Do you take naps during the day?  Never  Sometimes  Always 
12. Do you wake up feeling your heart pounding or racing?  Never  Sometimes  Always 
 

Insomnia 

13. Do you have trouble falling asleep?  Never  Sometimes  Always 
14. Do you have trouble staying asleep?  Never  Sometimes  Always 
15. Do you worry about being able to fall asleep on time?  Never  Sometimes  Always 
16. Do you feel sleepy prior to getting into bed?  Never  Sometimes  Always 
17. Does your mind race with thoughts when lying awake?  Never  Sometimes  Always 
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18. Do daytime worries keep you awake at night?  Never  Sometimes  Always 
19. Does pain disturb your sleep?  Never  Sometimes  Always 
20. Does heat, cold, hunger or thirst disturb your sleep?  Never  Sometimes  Always 
21. Do you ever feel sad, depressed or anxious at bedtime?  Never  Sometimes  Always 
22. Do you rely on a sleeping medication?  Never  Sometimes  Always 
23. Do you watch TV, read or work in bed?  Never  Sometimes  Always 
24. Do you frequently travel across 2 or more time zones?  Never  Sometimes  Always 
 

Sleep Disturbances 

25. Do you experience unpleasant leg sensations at bedtime?  Never  Sometimes  Always 
26. Do you kick or jerk your legs and/or arms during sleep?  Never  Sometimes  Always 
27. Do you have sweats or awaken from sleep feeling flushed?  Never  Sometimes  Always 
28. Do you awaken with a bitter or acid taste in your mouth?  Never  Sometimes  Always 
29. Do you frequently have nightmares or vivid dreams?  Never  Sometimes  Always 
30. Do you grind your teeth or have bitten your cheek during sleep?  Never  Sometimes  Always 
31. Have you ever walked or talked in your sleep?  Never  Sometimes  Always 
32. Have you ever felt unable to move after awakening?  Never  Sometimes  Always 
33. Have you ever seen or felt things from your dreams after awakening?  Never  Sometimes  Always 
34. Have you ever experienced weakness when laughing or angry?  Never  Sometimes  Always 
35. Have you ever had unusual movements or behaviors during sleep?  Never  Sometimes  Always 

Please describe:   

36. Outside of childhood, have you ever wet the bed?  Never  Sometimes  Always 
37. Do you sleep with the TV on? 

 If yes, do you use a sleep timer? 

 Never 
 Never 

 Sometimes 
 Sometimes 

 Always 
 Always 

38. Is your sleep disturbed by a household member?  Never  Sometimes  Always 
 

Social Habits 
1. Do you use tobacco (now or past)? (circle type)   Smoking   or  Chewing  YES  NO 

a) If yes now, how many per day and for how many years:  

b) If yes now, what time of day did you last smoke:  

c) If quit, when did you quit:  

d) If quit, how many per day and for how long:  

2. Do you drink alcohol (includes beer, wine & liquor)?  YES  NO 

a) If yes, how many drinks - per (circle frequency): ______ per:   day      week        month 

b) If yes, when was your last drink (date & time):  

c) If quit, when did you quit:  

3. Do you drink/take caffeine (includes caffeine pills, energy drinks, coffee, tea & soda)?  YES  NO 

a) How many caffeinated beverages/pills per day:  

4. What are your living arrangements? If not alone, what are your sleeping  Not Alone  Alone 

arrangements:  Separate Rooms  Same Room, Separate Beds  Same Room, Same Bed 

5. Occupation: ______________________  Employed  Unemployed  Retired  Student 

6. How frequently do you exercise?  Rarely/Never  1-3 x/week  3-5 x/week  5-7 x/week 

7. Do you use illicit/recreational drugs?  YES  NO 

a) Marijuana  YES  NO If yes, how often ________; last used ________ 

b) Cocaine/Crack/Amphetamine  YES  NO If yes, how often ________; last used ________ 

c) Heroin/Morphine/Methadone  YES  NO If yes, how often ________; last used ________ 

d) LSD/Mushrooms/PCP  YES  NO If yes, how often ________; last used ________ 

e) Other Uppers/Downers  YES  NO If yes, how often ________; last used ________ 
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        Name: ______________________________ 
 

Family Medical & Sleep Disorder History 
Please check box of diagnosed sleep disorder had by a family member. If they have other sleep disorder  
or medical condition known to be hereditary, please write condition in space provided. 

Mother  Sleep Apnea  Insomnia  Narcolepsy  Snoring  Other _____________________ 

Father  Sleep Apnea  Insomnia  Narcolepsy  Snoring  Other _____________________ 

Brother(s)  Sleep Apnea  Insomnia  Narcolepsy  Snoring  Other _____________________ 

Sister(s)  Sleep Apnea  Insomnia  Narcolepsy  Snoring  Other _____________________ 

 

Bed Partner Questionnaire 

Please have your bed partner fill out this section. If you do not have a bed partner, please leave this 
section blank and skip to the next section. 
1. What is your relationship to the patient? _______________________________________________ 

2. How often do you see the patient sleeping? ____________________________________________ 

3. Have you observed any of the following behaviors during sleep? Please check all boxes that apply. 

 Light Snoring  Grinding Teeth 

 Heavy Snoring  Sleep Walking / Sleep Eating 

 Choking / Gasping for Air  Bedwetting 

 Sleep Talking / Crying Out While Asleep  Sitting Up While Sleeping / Acting Out Dreams 

 Pause / Stop Breathing  Biting Tongue 

 Moving / Twitching of Arms or Legs  Awakens Complaining of Pain 

 Head Rocking / Banging  Personality Change / Depression / Anxiety 

4. Have you seen patient fall asleep during day or evening activities or in a dangerous situation? ______ 

5. Please explain:
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PRE-SLEEP STUDY QUESTIONNAIRE 
 
Patient Name: _____________________________________________   Date: _____________ 

Please wait to fill out this page until the night of your sleep study. Most of the questions refer 

to what you have experienced the night before and the night of your sleep study; please check the most 
applicable or appropriate answer for you. 
 

1. On a scale from 1 to 10 how do feel right now? (Circle One: 1 = Wide Awake; 10 = Extremely Sleepy) 
 

1 2 3 4 5 6 7 8 9 10 
 

2. What time did you attempt to go to sleep?  How much sleep did you get last night? 
_______ AM / PM  _______ hours ______ minutes 

3. Did you feel rested when you got up today?  YES  NO 

4. Did you feel tired or sleepy today? 
 
   YES  NO 

 
If YES, what time and what were you doing? 

 

5. At what time did you last eat? _______ AM / PM 
Was it a light or heavy meal?

 
(Circle One)   HEAVY  LIGHT 

 

6. Did you take any naps today?   YES  NO
 

If YES, what time of day and for how long? 
 

7. Did you have any alcohol today?   YES  NO 
If YES, what time of day and how much? 

 

8. Did you have any caffeine today?   YES  NO 
If YES, what kind, when and how much? (Coke, Tea, Coffee, Pills, etc.) 

 

9. Was today more physically difficult?   YES  NO 
If YES, please explain. 

 

10. Was today more emotionally hard?   YES  NO 
If YES, please explain. 

 

11. Have you felt ill today? YES  NO   Do you feel ill now?  YES  NO  
If YES, please explain. 

 

12. Have you taken any medication(s) to help you sleep in the past 2 weeks?  YES  NO 
If YES, please explain. 

 

13. Have you taken any medication(s) to help you stay awake in the last 2 weeks?       YES  NO 
If YES, please explain. 

 

14. Have you taken any medication(s) and or substance (Rx or OTC) not listed in your medication list on page 7? 

Please list name, amount and time taken:  _____________________________________________________ 

_______________________________________________________________________________________ 

15. Have you discontinued (stopped) and medications, which you took regularly, prescribed by a physician within 

the past two weeks? Please list name, dosage and date discontinued:   ______________________________ 

_______________________________________________________________________________________ 

16. Is there anything the Technician or Staff should know about you and/or your complaint?  __________ 

_______________________________________________________________________________________ 


	Appointment Date: 
	Appointment time: 
	Print Patient Name: 
	Date: 
	Time: 
	Relationship to patient: 
	Print Name: 
	Date_2: 
	Time_2: 
	Relationship to Patient: 
	Print Name_2: 
	Date_3: 
	Birthdate: 
	Age: 
	Occupation: 
	Gender: 
	Height: 
	Weight: 
	Weight Last Year: 
	Single: Off
	Married: Off
	Divorced: Off
	Widowed: Off
	Referring Doctor: 
	Primary Care Doctor: 
	Describe your sleep problem: 
	How long youve had it treatments youve tried: 
	List your expectations of this program: 
	What results you hope to receive out of this experience: 
	Loud snoring: Off
	Awaken from sleep still tired: Off
	Awaken too early: Off
	Unusual or unwanted behaviors during sleep please explain: Off
	Pauses in breathing while asleep: Off
	Difficulty falling asleep: Off
	Excessive movement in sleep: Off
	Awaken gasping for breath: Off
	Difficulty staying asleep: Off
	Excessive daytime sleepiness: Off
	If yes list medication: 
	If yes who diagnosed you: 
	MEDICATIONRow1: 
	REASON FOR TAKINGRow1: 
	DOSAGERow1: 
	MEDICATIONRow2: 
	REASON FOR TAKINGRow2: 
	DOSAGERow2: 
	MEDICATIONRow3: 
	REASON FOR TAKINGRow3: 
	DOSAGERow3: 
	MEDICATIONRow4: 
	REASON FOR TAKINGRow4: 
	DOSAGERow4: 
	PRN: Off
	247: Off
	Please list known allergies 1: 
	Gallbladder: 
	UPPP: 
	Other Procedures: 
	Hepatitis Strain: 
	1 Do you snore: Off
	4 Does your snoring bother other people: Off
	9 Do you have high blood pressure: Off
	Category I: 
	Category III: 
	10 Is your BMI Body Mass Index over 30: Off
	Category II: 
	What time do you wake up for work: 
	what time does your shift start: 
	Do you feel refreshed when you wake up: 
	How many hours sleep does it take for you to feel rested: 
	How long does it typically take to fully awaken in the morning: 
	Does it take you more than 30 minutes to fall asleep: 
	Does it take more than 60 min: 
	WORK DAYSWhat is your typical bedtime: 
	OFF DAYS  HOLIDAYSWhat is your typical bedtime: 
	WORK DAYSHow long does it take you to fall asleep: 
	OFF DAYS  HOLIDAYSHow long does it take you to fall asleep: 
	WORK DAYSAverage number of hours slept exclude time in bed spent awake: 
	OFF DAYS  HOLIDAYSAverage number of hours slept exclude time in bed spent awake: 
	WORK DAYSAverage number of awakenings per night: 
	OFF DAYS  HOLIDAYSAverage number of awakenings per night: 
	WORK DAYSNumber of trips to the bathroom: 
	OFF DAYS  HOLIDAYSNumber of trips to the bathroom: 
	WORK DAYSNumber of naps during the day: 
	OFF DAYS  HOLIDAYSNumber of naps during the day: 
	WORK DAYSNumber of nights per week that alcohol was used before bed: 
	OFF DAYS  HOLIDAYSNumber of nights per week that alcohol was used before bed: 
	WORK DAYSNumber of nights per week a sleeping aid Rx or OTC was used before bed: 
	OFF DAYS  HOLIDAYSNumber of nights per week a sleeping aid Rx or OTC was used before bed: 
	WORK DAYSNumber of days per week you feel sleepy tired or fatigued: 
	OFF DAYS  HOLIDAYSNumber of days per week you feel sleepy tired or fatigued: 
	Dosage: 
	Dosage_2: 
	Pain: Off
	Anxiety: Off
	Spouse: Off
	Snoring: Off
	Pets: Off
	Children: Off
	Breathing: Off
	Coughing: Off
	Worrying: Off
	Restless Legs: Off
	Temperature: Off
	Other: Off
	10 Is your room conducive to sleep cool quiet comfortable mattress dark: 
	Please describe: 
	a If yes now how many per day and for how many years 1: 
	a If yes now how many per day and for how many years 2: 
	a If yes now how many per day and for how many years 3: 
	a If yes now how many per day and for how many years 4: 
	per: 
	Occupation_2: 
	Employed: Off
	Unemployed: Off
	Retired: Off
	Student: Off
	If yes how often: 
	last used: 
	If yes how often_2: 
	last used_2: 
	If yes how often_3: 
	last used_3: 
	If yes how often_4: 
	last used_4: 
	If yes how often_5: 
	last used_5: 
	or medical condition known to be hereditary please write condition in space provided: Off
	Sleep Apnea: Off
	Insomnia: Off
	Narcolepsy: Off
	Snoring_2: Off
	Other_2: 
	Sleep Apnea_2: Off
	Insomnia_2: Off
	Narcolepsy_2: Off
	Snoring_3: Off
	undefined_12: Off
	Other_3: 
	Sleep Apnea_3: Off
	Insomnia_3: Off
	Narcolepsy_3: Off
	Snoring_4: Off
	undefined_13: Off
	Other_4: 
	Sleep Apnea_4: Off
	Insomnia_4: Off
	Narcolepsy_4: Off
	Snoring_5: Off
	undefined_14: Off
	Other_5: 
	What is your relationship to the patient: 
	How often do you see the patient sleeping: 
	Light Snoring: Off
	Heavy Snoring: Off
	Choking  Gasping for Air: Off
	Sleep Talking  Crying Out While Asleep: Off
	Pause  Stop Breathing: Off
	Moving  Twitching of Arms or Legs: Off
	Head Rocking  Banging: Off
	Grinding Teeth: Off
	Sleep Walking  Sleep Eating: Off
	Bedwetting: Off
	Sitting Up While Sleeping  Acting Out Dreams: Off
	Biting Tongue: Off
	Awakens Complaining of Pain: Off
	Personality Change  Depression  Anxiety: Off
	Have you seen patient fall asleep during day or evening activities or in a dangerous situation: 
	Please explain 1: 
	Date_4: 
	What time did you attempt to go to sleep  How much sleep did you get last night: 
	hours: 
	minutes: 
	If YES what time and what were you doing: 
	14 Have you taken any medications and or substance Rx: 
	Please list name amount and time taken: 
	15 Have you discontinued stopped and medications which you took regularly prescribed by a physician within: 
	the past two weeks Please list name dosage and date discontinued: 
	undefined_15: 
	16 Is there anything the Technician or Staff should know about you andor your complaint: 
	procedure: 
	procedure date: 
	Collodian glue: Off
	Pictures?: Off
	Sleep behaviors line1: 
	Last Sleep Evaluation: Off
	Previous Sleep Lab: 
	diagnosed: 
	your pressure setting: 
	type of surgery: 
	PSG: Off
	PSG with CPAP: Off
	MSLT: Off
	MWT: Off
	Already use a CPAP/BiPAP: Off
	Sleep Surgery: Off
	Been Prescribed: Off
	mouth guard: Off
	Oxygen: Off
	l/min: 
	Tonsillectomy: 
	Tonsillectomy Hospital: 
	Other Hospital: 
	Tonsillectomy Doctor: 
	Gallbladder Hospital: 
	UPPP Hospital: 
	Gallbladder Doctor: 
	UPPP Doctor: 
	Other Doctor: 
	Other 1: 
	Other 3: 
	Other 2: 
	Tuberculosis: Off
	Cancer: Off
	Blood Pressure: Off
	Diabetes: Off
	Heart Attack: Off
	Heart Murmur: Off
	Other Heart Disease: Off
	Stroke: Off
	Tonsils: Off
	Septum: Off
	COPD: Off
	Lung Disease: Off
	Asthma: Off
	Kidney: Off
	Thyroid: Off
	Stomach: Off
	Intestinal: Off
	Bipolar: Off
	Glaucoma: Off
	Patient Name: 
	Other Medical Problems Which May Impair Sleep: 
	Frequent or Severe Headaches: Off
	Difficulty Breathing Through Nose: Off
	Painful Sinuses: Off
	Allergies/Hay Fever: Off
	Chronic Nasal Discharge: Off
	Smothering Spells at Night: Off
	Irregular Heart Beat: Off
	Chest Pain Exercise: Off
	Difficulty Swallowing: Off
	Voice Change: Off
	Hearing Impairment: Off
	Parkinsons Disease: Off
	Seizure Disorder or Epilepsy: Off
	Chronic Muscular Pain: Off
	Localized Muscle Weakness: Off
	Goiter or Thyroid: Off
	Unexplained Rapid Weight Loss: Off
	Unexplained Rapid Weight Gain: Off
	Low Blood Pressure: Off
	Abnormal Glucose Tolerance Test: Off
	Sudden Paralysis Attacks: Off
	Difficulting Controling Body Parts: Off
	Tremors/Shakes in Arms or Legs: Off
	Frequent Cough: Off
	Dentures: Off
	Shortness of Breath: Off
	Asthma or Wheezing: Off
	Edema: Off
	Heart Enlargement: Off
	Describe Medical History: 
	Heartburn: Off
	Hiatal Hernia: Off
	More pillows: Off
	Fibromyalgia: Off
	Head injury: Off
	Sinusitis/Congestion: Off
	Pain in Joints: Off
	Arthritis: Off
	High Blood Sugar: Off
	Low Blood Sugar: Off
	Anemia: Off
	HIV: Off
	Hep: Off
	Personality Changes: Off
	Memory Loss: Off
	Difficulty Sleeping: Off
	Sit and Read: 
	Watching TV: 
	Sitting in public: 
	Car Passenger: 
	Lying Down: 
	Sitting and Talking: 
	Sitting after lunch: 
	Car Stopped: 
	How loud is your snoring?: Off
	How frequently do you snore?: Off
	Anyone noticed you stop breathing?: Off
	How often do you feel tired after sleeping?: Off
	Do you feel tired during your waking time?: Off
	How often do you nod off or fall asleep while driving?: Off
	Mon: Off
	Tue: Off
	Wed: Off
	Thur: Off
	Fri: Off
	Sat: Off
	Sun: Off
	Sleep aid 1: 
	Sleep aid 2: 
	Conductive to Sleep 2: 
	Snore?: Off
	Does Your Snoring Wake You Up: Off
	Snoring broken by Gasps and Snorts: Off
	Gasps fighten sleep partner?: Off
	Snoring drive partner from bedroom: Off
	Do you awaken with dry mouth?: Off
	Awaken with headaches: Off
	Awaken choking and gasping for air: Off
	Fallen Asleep while driving or in traffic: Off
	Sinuses clogged when you wake: Off
	Naps during the day: Off
	Wake up with heart pounding: Off
	Trouble falling asleep: Off
	Trouble staying asleep: Off
	Worry about falling asleep on time: Off
	Sleepy prior to bed: Off
	Mind race when lying awake: Off
	Daytime worries keep you awake at night: Off
	Does Pain distrub your sleep?: Off
	Heat cold hunger thirst distrub sleep: Off
	Ever feel sad, depressed, or anxious at bedtime?: Off
	Rely on sleeping medication?: Off
	Watch TV read or work in bed: Off
	Frequently travel across 2 or more time zones: Off
	Experience Unpleasant Leg sesnsations at bedtime: Off
	Do you kick or jerk your legs and/or arms during sleep?: Off
	Sweats or awaken from sleep feeling flushed: Off
	Awaken with bitter or acid taste in your mouth: Off
	Frequently have nightmares or vivid dreams: Off
	Walked or talked in your sleep: Off
	Grind teeth or bitten cheek: Off
	Felt unable to move after awakening: Off
	Seen or felt things from dreams after waking up: Off
	Experienced weakness when laughing or angry: Off
	Unusual movements or behaviors during sleep: Off
	Outside of childhood, have you wet the bed: Off
	Do you sleep with TV on: Off
	If yes, do you use a sleep timer: Off
	Is your sleep disturbed by a household member: Off
	Use tobacco: Off
	Do you drink alcohol: Off
	How many drinks per: Off
	Your Last Drink: 
	When did you quit: 
	Do you drink/take caffeine: Off
	How many caffeine per day: 
	Living Arrangements: Off
	What Living Arrangements if not alone: Off
	Exercise frequency: Off
	Illicit/recreational drugs: Off
	Marijuana: Off
	Cocaine: Off
	Heroin: Off
	LSD: Off
	Other Uppers and Downers: Off
	How do you feel: Off
	Do you feel rested today: Off
	Do you feel tired or sleepy: Off
	Last Meal: Off
	Any Naps today?: Off
	What were you doing tired: 
	Alcohol today: Off
	What time naps and how long: 
	Caffeine Today: Off
	What time alcohol today: 
	More physically difficult: Off
	How much caffeine: 
	More emotionally hard: Off
	Explain physical difficulty: 
	Felt ill today: Off
	Feel ill now: Off
	Explain emotional difficulty: 
	Any medications in past 2 weeks to sleep: Off
	Explain illness: 
	Meds to stay awake: Off
	Explain medications taken: 
	Explain meds to stay awake: 
	DepressionAnxiety: Off
	Liver Disease: Off
	Peptic: Off
	High: 
	Low: 


