	Indiana University Health
	Sleep Lab

	Bloomington, Indiana
	MEDICAL HISTORY QUESTIONNAIRE AND LETTER

	
	


Your physician has requested a sleep study in order to evaluate your present medical condition. There will be several small sensors placed on your scalp, face, chest, abdomen and legs. The purpose of these sensors is to monitor brain wave activity, eye movements, muscle activity, heart and respiration.

The following are a few things we ask of our patients:

1. Since the electrodes are placed on the skin and scalp we ask that all patients bathe and shampoo their hair before coming to the lab. Do not use hair spray or hair oils. Remove all makeup.

2. No alcohol, caffeine (coffee, tea, chocolate, soft drinks, etc.) should be consumed after 12 noon on the day of the study. These can affect the validity of the test.

3. Remain awake after waking in the morning on the day of the test. Do not take any naps throughout the day.

4. Eat an evening meal before reporting to the lab.

5. For your own safety smoking is not permitted within the Sleep Lab.

6. Friends and family members who accompany patients to the hospital cannot remain in the Lab during the test.

7. There will be a separate charge for the physician interpretation of your study. For more information, please call the 812-353-3504 or visit www.iuhealth.org.

8. You will be ready to leave by 6:30 AM the following morning of your test.

9. It is important that you arrive on time for your appointment. If you cannot keep your appointment, please call 48 hours in advance, as there may be a “no show” fee without prior notification.

10. Please park in the parking garage and follow the adjoining walk-way into the hospital. Then follow the signs to elevator “B”. To find the Sleep Lab, take the elevator to the second floor. Turn to the right and go around the corner. The Sleep Lab office is the first door on the right.
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We are here to be of service to you. If you have any questions, please feel free to contact us Monday through Friday from 8:30 AM to 5:00 PM at 812-353-5740.

Thank you for your cooperation.

Appointment Date ________________

Appointment Time ________________
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Please bring the following with you to the Sleep Lab:

1. Comfortable sleepwear (no silk pajamas please as they can interfere with the study)

2. Favorite pillow and/or blanket, if you choose

3. Toiletries; toothbrush/paste, comb/brush

4. Clothes to go home in

5. Medications that you will need during your study

6. Reading material, if you choose

7. Insurance card

8. Completed sleep questionnaire

9. The Sleep Lab provides sheets, blankets, pillows, and towels.

[image: image7.jpg]



184640
12/1/11
MEDICAL HISTORY QUESTIONNAIRE AND LETTER

p. 2 of 2

	Indiana University Health
	
	
	Sleep Lab

	Bloomington, Indiana
	MEDICAL HISTORY QUESTIONNAIRE

	
	

	Date ________________________
	Date of Birth  ____________________

	Name _______________________________________
	Home Phone ____________________

	Address _____________________________________
	Cell Phone ______________________

	_____________________________________
	Business Phone __________________

	Occupation ___________________________________
	Sex:
	Male
	Female
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Marital Status __________________ Number of Children ________ Ages _____________________

Health Status

1. Height _______________ inches

2. Weight _______________ pounds

	3.
	Has your weight changed in the last year?
	+ (gained) _____ lbs.
	- (lost) _____ lbs.

	4.
	Has your weight changed in the last 4 months?
	+ (gained) _____ lbs.
	- (lost) _____ lbs.

	5.
	Neck size _______________ inches
	
	
	

	6.
	Are you in good health?
	Yes
	No
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7. Give the year of your last physical examination ________________________________________

Abnormalities (if any) ____________________________________________________________

8. Please list any health problems ____________________________________________________

_____________________________________________________________________________

_____________________________________________________________________________


	Dates
	Physician, Clinic or Hospital


Surgical Operations

Allergies

(food, drug, skin, etc.)


Previous EEG’s or Sleep Recordings


	____________________________________
	 M   F   __________
	

	Patient-Last Name, First Name, Middle Initial
	Age
	

	__________________
	__________________
	___________________
	

	Admission Number
	Date
	Birth Date
	

	__________________________________________________________
	

	
	Physician Name
	
	

	
	
	____________________
	

	Patient Identification
	
	Medical Record Number
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	9.
	How much of these beverages do you consume?
	
	

	
	Coffee and Tea
	_____ Cups/day
	
	
	Cups after 6:00 PM
	____

	
	Caffeinated soda
	_____ Cups/day
	
	
	Cups after 6:00 PM
	____

	
	Beer, wine, liquor
	_____ Drinks/day
	
	Drinks after 6:00 PM
	____

	
	
	
	
	
	At Bedtime _______
	

	10.
	How many cigarettes, cigars or pipes of tobacco do you smoke? ___ /day.
	

	11.
	Do you smoke marijuana?
	Yes
	No
	If yes, how often? _________________



Please list any over-the-counter drugs or prescribed medication that use either regularly or intermittently in the table below:

	Names of Medication
	Doses
	Times
	For What Reason
	Length of
	Prescribing Physician

	
	
	Per Day
	
	Time Used
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	__________________
	__________________
	___________________

	Admission Number
	Date
	Birth Date

	__________________________________________________________

	
	Physician Name
	

	
	
	____________________
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	Medical Record Number

	184640  12/1/11
	MEDICAL HISTORY QUESTIONNAIRE


p. 2 of 5

	Indiana University Health
	Sleep Lab

	Bloomington, Indiana
	MEDICAL HISTORY QUESTIONNAIRE

	
	


Name and address of personal or family physician ________________________________________

________________________________________________________________________________

Please list any other doctor you wish to receive results of this test ____________________________

Family Health History: List anyone with sleep related disorders in your family ___________________

________________________________________________________________________________

Instructions: Check or fill in the blanks as appropriate. Circle the answer NO if the problem is very infrequent. Place an X beside any question you do not understand or cannot answer with a simple “yes or no”.

A. Describe your sleep/wake complaint.

1. What is wrong? _________________________________________________________

2. What would make it right? _________________________________________________

B. The following questions are about complaints and problems associated with sleep at night:

	1.
	What time do you usually go to bed?
	_________________
	AM
	PM

	2.
	What time do you usually get out of bed?
	_________________
	AM
	PM

	3.
	Do you feel that you get too little sleep at night?
	YES
	NO

	4.
	Do you feel that you get too much sleep at night?
	YES
	NO

	5.
	Do you have a problem with falling asleep at night?
	YES
	NO

	6.
	Do you have a problem because of waking up during the night?
	YES
	NO

	7.
	Have you ever been told that your legs twitch during the night?
	YES
	NO

	8.
	Are you aware of any breathing abnormalities or problems with
	YES
	NO

	
	breathing associated with your sleep?
	
	
	

	9.
	Have you ever been told you snore?
	
	YES
	NO

	10.
	Do you sometimes wake up feeling like you are choking or gasping
	YES
	NO

	
	for breath?
	
	
	

	11.
	Do you feel paralyzed when falling asleep or as you are waking up?
	YES
	NO

	12.
	Do you drink alcoholic beverages regularly?
	
	YES
	NO

	13.
	Is your sleep satisfactory when you drink alcoholic beverages
	YES
	NO

	14.
	Do you take sedatives regularly?
	
	YES
	NO

	15.
	Do you take some other drug at night?
	
	YES
	NO

	16.
	Do you have an occupation which involves shift-work, night- work,
	YES
	NO

	
	or travel across time zones?
	
	
	


17. List anything else (not yet covered) which especially interferes with your sleep.

_____________________________________________________________________

	18. Have you ever been told you sleep walk?
	YESNO



	____________________________________
	 M   F   __________

	Patient-Last Name, First Name, Middle Initial
	Age

	__________________
	_________________
	___________________

	Admission Number
	Date
	Birth Date

	__________________________________________________________

	
	Physician Name
	

	
	
	____________________

	Patient Identification
	
	Medical Record Number
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	CHECK LIST OF WAKE COMPLAINTS


C. The following questions are about daytime complaints or problems which may be associated with sleep:

	1.
	Do you sleep a lot or take many naps during the day?
	YES
	NO

	2.
	Do you feel extremely drowsy or sleepy during the day?
	YES
	NO

	3.
	Do you have to drink a lot of coffee in order to stay awake during the day?
	YES
	NO

	4.
	Do you feel extremely tired or fatigued during the day even when you are
	YES
	NO

	
	not sleepy?
	
	

	5.
	Do you feel distracted and unable to concentrate during the day?
	YES
	NO

	6.
	Do you have uncontrollable urges to fall asleep during the day, or find
	YES
	NO

	
	yourself falling asleep when you do not want to?
	
	

	7.
	Have you had accidents or near accidents when driving a car because you
	YES
	NO

	
	felt extremely sleepy or were having trouble concentrating?
	
	



8. Have you ever been in unusual, or embarrassing situations because you felt [image: image1.jpg]
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 NO extremely sleepy or were having trouble concentrating?


	9.
	Would you like to be able to nap at particular times of the day?
	YES
	NO

	10. Do you often feel depressed, sad, or “blue” during the day?
	YES
	NO

	11.
	Have you ever “come to” and discovered that you had performed some
	YES
	NO

	
	complex activity (e.g. driving a car) without remembering it?
	
	

	12.
	Do you have attacks of sudden physical weakness or paralysis during the
	YES
	NO

	
	day when laughing, angry or in other emotional situations?
	
	

	13.
	Do you have high blood pressure?
	YES
	NO



List things that make daytime or night time symptoms and complaints better:

________________________________________________________________________________

________________________________________________________________________________

________________________________________________________________________________

________________________________________________________________________________

________________________________________________________________________________

	____________________________________
	 M   F   __________

	Patient-Last Name, First Name, Middle Initial
	Age

	__________________
	_________________
	___________________

	Admission Number
	Date
	Birth Date

	__________________________________________________________

	
	Physician Name
	

	
	
	____________________

	Patient Identification
	
	Medical Record Number
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	THE EPWORTH SLEEPINESS SCALE


With regard to your recent usual way of life, how likely are you to doze off or fall asleep in the following situations, in contrast to feeling just tired? Even 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
	= no chance of dozing
	
	
	
	
	
	

	
	1
	= slight chance of dozing
	
	
	
	
	
	

	
	2
	= moderate chance of dozing
	
	
	
	
	
	

	
	3
	= high chance of dozing
	
	
	
	
	
	

	
	
	
	
	
	

	
	
	Situation
	
	Chance of Dozing
	

	Sitting and reading
	
	
	
	0
	1
	2
	3

	Watching TV
	
	
	
	0
	1
	2
	3

	Sitting inactive in a public place (e.g. a theater or a meeting)
	
	0
	1
	2
	3

	As a passenger in a car for an hour without a break
	
	0
	1
	2
	3

	Lying down to rest in the afternoon when circumstances permit
	
	0
	1
	2
	3

	Sitting and talking to someone
	
	0
	1
	2
	3

	Sitting quietly after a lunch without alcohol
	
	0
	1
	2
	3

	In a car, while stopped for a few minutes in traffic
	
	0
	1
	2
	3

	
	
	
	
	TOTAL
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