Sleep Screening instructions:

Following are 2 questionnaires: Epworth and Berlin

Epworth: Answer the questions in regards to how tired you, not
if you have time to sleep during normal daytime activities.

Berlin: Answer the questions and add in your height and
weight.

Both questionnaires will be scored and reported on once
returned to Athens Sleep & Wellness Center. You can place
package in mail or bring by the lab, when returning pulse ox.

A report will be customized for ydu and your physician within 3
days, which can be mailed to you or picked up.

Pulse ox instructions:

Place the box with strap around your wrist and place clip on
finger (do not use your thumb), as you go to bed. Leave clip on
for all of your sleep that night. Remove the next morning and
return to Athens Sleep & Wellness Center.

A sleep log is included in your package: The sleep log
should be kept and not returned with questionnaires, you
continue to fill out nightly log and give to your physician when
delivering sleep screen report.
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EPWORTH SLEEPINESS SCALE is a recognized questionnaire that helps to
determine the extent of daytime sleepiness in everyday type activities.

Please answer the following guestions based on how you have behaved or
would behave in that situation using the scale listed below.

0 = would never doze off

1 = Slight chance of dozing
2 = some chance of dozing
3 = High chance of dozing

Sitting and reading

Watching Television

Sitting inactive in a public place (like the movies, etc...)

Riding in 2 car for more than one hour without a break

Lying down in the afternoon, if you had the chance

Sitting and talking fo someone

Sitting quietly after lunch without alcohol

In a car, driving, while stopped in traific or a light

TOTAL:

ACCREDITED
MEMBER CENTER



CATEGORY 1

SLEEP EVALUATION

1 Complete the following:

height age

weight maleffemale ____
2 Do you snore?

O yes

] no

a don't know

If you snore:
3 Your snoring is?
0O -slightly louder than breathing
3 as loud as talking
] louder than talking
0O very loud. Can be heard
in adjacent rooms.
4 How often do you shore?
3 nearly every day
) 3-4 times a week
O 1-2 times a week
O 1-2 times a month
O never or nearly never
5 Has your snoring ever bothered other
people?
] ves
O no
6 Has anyone noticed that you quit

breathing during your sleep?
nearly every day

3-4 times a week

1-2 times a week

1-2 times a month
never or nearly never

0ca0b0

Scoring Questions:
Scoring Categories:

erlin questionnaire

Name

Address
S 7 How often do you feel tired or fatigued'_
% after your sleep? R :
8 O nearly every day
= .
g O 3-4 times a week
O 1-2 times a week
O 1-2times a month
O never or nearly never
8 During your wake time, do you fee! tired,
fatigued or not wake up to par?
U nearly every day
O  3-4times a week
‘O 12timesaweek .
O  1-2timesamonth
O never or nearly never
g Have you ever nodded off or fallen
asleep while driving a vehicle?
. O yes Cel
O no.
if yes, how often does it occur?
O nearly every day
O 3-4 times a week
O - 1-2times a week
[ 1-2 times a month
D never or nearly never
= 10 Do you have high blood pressure?
g o =
,S... ; _

Any answer within box outline is a positive responsa.
Caiegory 1 is positive wilh 2 or more positive responses to questions 2-6 ()

(I don't know

Bl =

Category 2 is positive with 2 or more positive responses to guestions 7-8 (O
Category 3 is positive with 1 or more positive respeonses andfor a BMI>30 ()

Final Results:

2 or more posilive calegories indicates a high likelihood of sleep disorderad breathing.




FIGURE 2. Adult BMI Chart
l.ocate the height of interest in the left-most column and read across the row for that height to the weight of inferest. Follow the column of the weight up to the
{op raw that ists the BMI BMI of 18.5-24.5 is the healthy weight range, BMI of 25-29.9 is the overweight range, and BMI of 30 and above is in the obese range.

BMI 19 20 21 22 23 2 | 25 26 27 28 29

Height Weight in Pounds

410" | 91 96 100 105 110 115 114 124 129 | 134 138

AN 94 59 104 105 114 e | 14 128 133 | 138 143

5 a7 102 107 iz g 123 128 133 38 143 48

5" 100 | 106 m 116 122 127 {132 137 | 743 1 148 153

5" 104 1 109 115 120 | 126 131 136 142 1 147 1 353 | 158

53" 107 13 1i8 124 130 135 141 145 152 | 138 163

59" 110 116 122 128 134 uo | 145 151 157 | 163 169

55" 114 120 | 126 | 132 138 ¢ 144 | 150 156 1 162 | 68 174

56" 118 124 130 136 142 148 '155 161 167 173 179

sl f oz | st oo | we | 153 | sl wes | w2 | we | s

sg | s f o | 8 | we | s fose | e Do | | e | 10

5'g" 128 135 142 149 155 162 168 176 182 ] 139 196

50" 1132 139 146 153 160 167 174 181 188 185 202

B 136 143 150 157 165 172 79 | .38 193 [ 200 | 208

&' 140 147 154 162 169 177 184 19 199 | 206 [ 213

61" 144 15} 159 166 174 182 | 189 157 | 204 | 22 219

62" 148 155 63 7 79 186 194 I 202 210 | 218 225

6’3 152 160 | 68 176 134 192 | 200 208 | 26| 224 | 232

Healthy Weight Overweight

Spurce: Fuidence Report of Clinica! Guidslines on the identification, Fualuation, and Treatment of Overwzighl and Ghesity in Adults, 1998. Mt/ Hational Heart, Lung, and Biood institute (NHLBI}.



Athens Sleep and Wellness
Sleep Questionnaire

How much tobacco do you smoke during a 24-hour period?

A. Packs of Cigarettes?____~~ B.Cigars?__ C. (Pipe) bowls?
Please list name and dose (in mg) of all medications you take NOW or WINTHIN THE PAST 30 DAYS
Medication Dose What is it for?
1.
2.
3.
4,
5.
P'Iease list the name of any pill for sleeping or to help you stay awake that you ha\:fe taken in the PAST.
Name of Pill Did it Help?
1. Yes [] No [J
2. Yes [ ] No [
3. Yes [ 1 No [

How many times each week do you participate in sport or partake in some form of exercise?

HEALTH HISTORY
Present Height; Present Weight

Has you weight changed recently? Yes [[] No [J

Please check any problem or iliness you have now or have had in the past;

[] Heart Disease
[] Low Blocd Pressure
[] Headaches
[[] Biack Outs

[J Hernia

(I Back Trouble
[[] Asthma

[3 Cancer

[} Eye Trouble
L] Meningitis

[} Depression
[ Tuberculosis

SURGERIES & HOSPITALIZATIONS

] High Bloed Prassure
] Fainting

] Ringing of the Ears
(] Hemophilia (Bleeder)
[] Prostate Trouble

] Gout

[} Allergies

] Kidney Trouble

[l Hearing Trouble

] Heartbumn

[7] Venereal Disease
[ Muscle Cramps

[] Heart Attack

[] Dizziness

[1 Epilepsy

1 Ulcers

] Mental Problems
[] Seizures

{1 Bronchitis

i) Bladder Trouhle
] Pneumonia

["] Impotence

[ Arthritis

Please list any prior hospitalizations and/or surgeries. PLEASE THE LATEST FIRST: Include where, what & when.

1.

2.

3.

4.

What is your personal interpretation of your particutar sleep/wake problem?

Have you ever been diagnosed with Narcolepsy in the past or have family history of Narcolepsy?
Any signs of sudden muscle weakness or family history of sudden muscle weakness?

CPAP usage: # of hours used daily;




Athens Sleep & Wellness Center
Sleep Questionnaire

BED PARTNER QUESTIONNAIRE

Name of Patient Date:

Name of Person Comgleting This Form:

Check any of the following behaviors that you have observed this person doing while asleep;

{] Light Snoring (L] Loud Snaring [ Oceasional Loud Snores
7] Choking [ Pauses in Breath [] Twiiching or Kicking of Legs During Sleep
i_] Grinding Teeth ’ ] Sleepwalking L] Twitching or Jerking of Arms During Sleep
] Bed Wetting [] Biting Tongue 7] Getting out of Bed NOT Awake
] Crying Ouwt [] Sitting up in Bed, NOT Awake 1 Mental Problems
[} Awakening with Pain ] Head Rocking or Banging ] Seizures
[} Becoming Very Rigid L[] Apparently Steeping ] Bronchitis
andfor Shaking even if he/she behaves olherwise
[ Ciher:

Please describe the sleep behaviors checked in more detail. Include a description of the activity, the time during the night
when it oceurs, frequency during the night, and whether it occurs every night.

Has this person ever fallen asleep during normal daytime activities or in dangerous situations? Yes [} No []

if yes, please explain:
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