
CONSULTATION

Date: _____/_____/_____
Your Name: _______________________   DOB:     Age: ______   Height:  ______Weight:_______
Primary Physician:  __________________________   Referring Physician: ____________________________

Check _ if appropriate:
_ Daytime sleepiness _ High blood pressure
_ Daily fatigue or tiredness _ Morning Headaches
_ Nap during the day _ Depression
_ Become drowsy or  _ Fall asleep while driving _ Increased irritability
_ Become drowsy or  _ Fall asleep at work _ Memory loss/Difficulty Concentrating
_ Become drowsy or  _ Fall asleep in meetings _ Decreased Sex Drive
_ Become drowsy or  _ Fall asleep in church _ Weight gain in the past 5 years____lbs.
_ Become drowsy or  _ Fall asleep while talking with people _ Broken jaw
_ Become drowsy or  _ Fall asleep while watching television _ Sinus problems
_ Become drowsy or  _ Fall asleep while reading _ Sinus surgery
_ Restless sleep _ Wake up with dry mouth
_ Snoring _ Tonsillectomy
_ Wake up with snort or choking/gasping for breath _ Thyroid Disease
_ Told that you stop breathing when you sleep
_ History of Narcolepsy
_ Fall asleep despite efforts to stay awake (sleep attacks)
_ When laughing, crying, surprised or angry body feels limp
_ Vivid dream- like images or nightmares upon falling asleep or waking up
_ Unable to move when falling asleep or waking up
_ Legs jerking at night
_ Told that you kick at night
_ Leg discomfort at night
_ Cannot keep legs still at night; have urge to move them
_ Aching or crawling sensation in my legs while in bed
_ Difficulty falling asleep
_ Awake for 15 minutes or more before falling asleep
_ Thoughts race through mind making it difficult to fall asleep
_ Worried about things and unable to relax
_ Wake up during the night and unable to fall back to sleep
_ Wake up earlier in the morning than I prefer

What is your occupation? ___________________________ Do you work shifts? ______________________
What time do you normally go to bed? ________________  How long does it take you to fall asleep? ______
What time do you normally get up? ___________________ On weekends? ___________________________
How many times do you usually awaken at night? Do you awaken tired? ______________________
Have you worn braces or had oral-facial surgery?
Do you currently use oxygen? __________________________
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List all medications:
__________________________________________________________________________________________
__________________________________________________________________________________________
__________________________________________________________________________________________

Medication Allergies:  ______________________________________________________________________

DO YOU HAVE OR HAVE YOU HAD:
_ Asthma              _ Hypertension    _ Seizures/Epilepsy      _ Gastritis   _ Fibromyalgia     _ Diabetes
_ Bronchitis          _ Stroke                                                      _ Colitis      _ Arthritis             _ Cancer
_ Lung Disease        
_ COPD

_ Heart Disease: _____________________
_ Other: ____________________________

YOUR SURGICAL HISTORY
_ Back
_ Gallbladder
_ Heart
_ Lung

_ Oral
_ Sinus
_ Stomach
_ Tonsillectomy

_ Tracheostomy
_ Other _________________

SOCIAL HISTORY
_ Single
_ Married

_ Separated
_ Divorced

_ Widowed
_ Child(ren) // How many?___

_ Caffeine use // What? ____________ // How much? ________ // How long? _______
_ Nicotine use // What? ____________ // How much? __________ // How long? _______
_ Illegal drug abuse // What? ____________ // How much? _______ // How long? ______
_ Alcohol Consumption // What? ________ // How much? _______ // How long? _______
_ Exercise // How minutes per day? ________ // How many times per week? __________
_ Good sleeping habits

FAMILY HISTORY
_ Asthma _ Diabetes _ Lung Problems _ Thyroid Disease
_ Arthritis _ Heart Problems _ Obesity
_ Cancer _ High Blood Pressure _ Sleep Apnea
_ Depression _ Liver Problems _ Stroke

REVIEW OF SYSTEMS
_ Dizziness _ Stiffness _ Heart palpitations _ Leg cramps
_ Anxiety _ Neck pain _ Heartburn
_ Chills _ Chest symptoms _ Epigastric pain
_ Fever _ Cough _ Abdominal pain
_ Malaise _ Wheezing  _ Diarrhea
_ Flu-like symptoms _ Shortness of breath  _ Constipation                        
_ Nausea and vomiting _ Dyspnea on exertion _ Back pain


