THE UNIVEISTTY OF TEXAS

MDANDERSON :
CANCER CENTER Sleep History
By Patient
Patient
MDA # Print Date
Sleep Center DOB FC SEX

Date: Time:

Main Sleep Complaint:

Please check any of the following which you are now experiencing or have experienced in the past:
Diabetes ONow |[OPast |ON/A Anemia ONow | OPast | ON/A
High Blood Pressure ONow |OPast |ON/A | Peptic Ulceers ONow | OPast | ON/A
Stroke ONow |[OPast |ON/A Acid Reflux (Heartburn) ONow | OPast | ON/A
Heart Disease or CHF ONow |OPast |ON/A | Kidney Disease ONow | OPast | ON/A
Heart Attack ONow |[OPast |ON/A Thyroid Disease ONow | OPast | ON/A
Angina ONow |[OPast |ON/A Arthritis ONow | OPast | ON/A
Emphysema or COPD ONow |[OPast |ON/A Back Pain ONow | OPast | ON/A
Asthma ONow |[OPast |ON/A Head Trauma ONow | OPast | ON/A
Tuberculosis ONow |OPast |ON/A | Severe Headaches ONow | OPast | ON/A
Other Lung Disease ONow |OPast |ON/A | Epilepsy (Seizures) ONow | OPast | ON/A
Nasal Allergies ONow |OPast |ON/A | Fainting ONow | OPast | ON/A
Runny or Blocked Nose ONow |[OPast |ON/A Depression ONow | OPast | ON/A
Hormonal Problem ONow |OPast |ON/A | Anxiety Disorder ONow | OPast | ON/A
Urological Problem ONow |OPast |ON/A | problems with Alcohol ONow | OPast | ON/A
Prostate Disease ONow |OPast [ON/A | Problems with Drugs ONow | OPast | ON/A
Do you smoke cigarettes? Cigars, Pipe or other?
How many per day?: Number of years: Year quit:
Marital Status: Occupation:
Previous Jobs:
Who referred you to this office?
Sleep Schedule:
What time do you go to bed on WEEKDAYS? —___ AM or PM Do you nap? [ ]ves [] No
What time do you get up on WEEKDAYS? —___AM or PM How often do you nap? times per week
What time do you go to bed on WEEKENDS? —__ AM or PM How long are the naps? minutes
What time do you get up on WEEKENDS? —__ AM or PM Do you awaken refreshed? [_] Yes [ ] No
Are you a shift worker? ] ves [ No If yes, what kind of shift do you work?

Patient Signature:

Print Name:

Date:
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Have you ever had a sleep study or been diagnosed with Sleep Apnea? Yes No

If yes, where and when did you have your study?
Do you use CPAP? Yes No If so, at what Pressure?
Do you use oxygen? Yes No If so, at what flow rate At night only?
Do you ever doze off while driving? Yes No
How long does it take you to fall asleep? Minutes
EPWORTH SLEEPINESS SCALE
How LIKELY are you to DOZE off or FALL ASLEEP in the following situations, in contrast to feeling just tired? This refers to your
usual way of life in recent times. Even if you have not done some of these things recently, try to work out how they would have
affected you. Please check one box per line.
---CHANCE OF DOZING OFF---

Never Slightly Moderate High
Sitting and reading ] ] 0 ]
Watching TV ] ] 0 ]
Sitting, inactive in a public place (i.e., a theater or a meeting) m m 0 m
As a passenger in a car for an hour without a break O O O 0
Lying down to rest in the afternoon when circumstances permit ] ] ] ]
Sitting and talking to someone ] ] 0 ]
Sitting quietly after lunch without alcohol ] ] 0 ]
In a car, while stopped for a few minutes in traffic ] ] 0 ]
Family History: (Please fill out chart below)
; Alive or Age at ; ;
Family Members Deceased Death Medical lliness / Snoring / Sleep Apnea

Mother

Father

Sister / Brother

Sister / Brother

Child (M/F)

Child (M/F)
Other Comments:

Patient Signature: Print Name: Date:
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