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Sleepiness Questionnaire 

 

Name: ____________________________ Date of Birth: ________________ Referring Doctor: ___________________ 

What is your bedtime?________ What is your wake time? ________ How many hours do you sleep per night? _________  

How long does it take to fall asleep? ____________________________  Do you awaken at night? ___________________ 

What do you think awakens you? __________________________ How many times do you awaken at night? __________ 

Do you awaken with a dry mouth? ___________ Do you snore? _________________  

Have you been told that you stop breathing during sleep? ____________________  

How do you feel upon waking?  TIRED   REFRESHED  Do you awaken with a headache? ________________________ 

Do you awaken at night with a sensation of choking or gasping? _____________ Do you talk in your sleep?___________ 

Do your arms or legs jerk in your sleep? ____________________ Do you walk in your sleep? ______________________ 

Do you take naps? _________________ If so, for how long? ____________________ 

When you fall asleep OR wake up, do you have hallucinations? __________________ 

When you fall asleep OR wake up, do you feel paralyzed? ______________________ 

Do you have a family history of sleep apnea? _______________ If so, whom? __________________________________ 

Have you ever had a car accident from sleepiness? _____________________________ 

Does your sleepiness interfere with your work performance? _____________________ 

Has sleepiness interfered with social activities with friends/family? ________________ 

What medical conditions do you suffer from? _____________________________________________________________ 

__________________________________________________________________________________________________ 

What surgeries have you had in the past? ________________________________________________________________ 

List allergies to medications: __________________________________________________________________________ 

List current medications: _____________________________________________________________________________ 

__________________________________________________________________________________________________ 

Do you smoke? _________________ If so, how many per day? _________________ 

Do you drink alcohol? ____________ How many per week? ___________________ 

How many caffeinated drinks per day? _____________________________________ 

What is your occupation? __________________________ What are your working hours? _________________________ 

 

Epworth Sleepiness Scale: 

Please rate how likely you would be to actually doze off each situation. Even if you haven’t done some of these activities 

recently, try to recall how they would affect you and answer accordingly. 

0 = would never doze 1= slight chance of dozing 2 = moderate chance of dozing      3 = high chance of dozing 

Situation: 

1. Sitting and reading       0 1 2 3 

2. Watching television       0 1 2 3 

3. Sitting inactive in a public place (eg in a meeting)   0 1 2 3 

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

5. Lying down to rest in the afternoon     0 1 2 3 

6. Sitting and talking to someone      0 1 2 3 

7. Sitting quietly after lunch (when you’ve had no alcohol)   0 1 2 3 

8. In a car, while stopped in traffic      0 1 2 3 

 

Total Score: ______________________ 


