UNIVERSITY OF VIRGINIA HEALTH SYSTEM

PLACE LABEL HERE.

IF LABEL NOT AVAILABLE, WRITE IN PT NAME & MR#

PATIENT’S SLEEP HEALTH HISTORY WORKSHEET

Confidential Record: Information contained here will not be released except when you have authorized us to do so.
Last Name First Birth Date

Describe briefly your present medical symptoms:

SLEEP QUESTIONS
What time do you go to bed? How long does it take you to fall asleep?
How many times do you wake up during the night? How long do you stay awake?
Do you get up to go to the bathroom? How many times? How long do you stay awake?
Do you snore? All the time Most of the time Some of the time Rarely Never

Only on your back?
Has anyone told you that you stop breathing during sleep?
Do you jerk your legs or arms during sleep?
Do you ever wake up choking or gasping for air? snoring?
What time do you get out of bed in the morning? Do you have a headache when you wake up?
How do you feel when you get out of bed in the morning?
During the day are you sleepy? tired? fatigued? How long have you felt this way?
Do you fall asleep during the day? If yes, how many times? How long each time on average?
Do you feel better after napping? O Yes ONo
Have you fallen asleep while driving?
Have you ever awakened and found that you were completely paralyzed and couldn’t move any muscles?
When you were laughing or angry have your muscles ever given out, for example, you dropped things, or you fell to the
ground?
How much weight have you gained in the last 5 years? Lost in the last 5 years?
Can you breathe through your nose during the day? at night?
Do you still have your tonsils? your adenoids?
Have you had a serious injury to your face, head or neck?
How many cups of coffee or caffeinated beverages do you drink in a day?
Does anyone in your family have a sleeping problem such as sleep apnea or narcolepsy?

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. Use the following scale to choose the most appropriate number for each situation:
0 = would never doze 1 = slight chance of dozing 2 = moderate chance of dozing 3 = high chance of dozing
SITUATION CHANCE OF DOZING
Sitting and Reading
Watching TV
Sitting, inactive in a public place (E.G., a theater or meeting)
As a passenger in a car for an hour without a break
Lying down to rest in the afternoon when circumstances permit
Sitting and talking to someone
Sitting quietly after a lunch without alcohol
In a car, while stopped for a few minutes in traffic

Is relieved by antacid MediCatioNS? .........coiiiiiiiiie e O Yes O No
Is relieved wWith MilK OF @atING7........eiiii e e s s e e e e e e nnees O Yes O No
Occurs while eating or immediately after? ....... ..o O Yes O No
If you have had a change in bowel habit recently answer the following:
Crampy pain in the abdOmMENT ... ... e s e e s e e e e e e O Yes ONo
Alternating diarrhea and CONSHIPALIONT .....cooi i e OYes ONo
Pain during or after bOwel MOVEMENTS? .......oouiiiiii e O Yes O No
=1 oToTo T a1 { g T= 1= o o ) 2RSSR O Yes ONo
=T Q= (oo )£ TR O Yes ONo
Require use of strong laxatives Or ENEMAS?.......cooi it O Yes ONo
Have you had:
BUINING ON UMNATIONT . e e e e e e e e e e e e e nnr e e e e e annees OYes ONo
Loss of control of the DIadder?...........oo i e e e e e e e e ennee O Yes O No
=T q o[ 1=To IR T 4o T PSR O Yes O No
=1 oToTo I a1 1 aT= 01 o= PSR O Yes ONo
Trouble Starting 10 UMNAIET ... e e O Yes O No
A KIANEY STOMET ..ttt e st e e e e e e e e e e b et e e e e n b e e e e e e abe e e e e e e anr e e e e ennneee e e e nnnees O Yes ONo
Do you get up frequently at night to UrNate? ... OYes O No
Do you frequently have:
= Vo] N o Y= 11 2R O Yes O No
BT L= T =TSRRI O Yes ONo
MUSCIE WEAKNESS? ... eeeieeieiiee e e e e e e e e ettt e e e e e e e e e e sa s eeeeeeeeeeaeeeeaaaanssaeeeeeeeeeaeeeeeaananssnsennneeneeeaes O Yes ONo
Lo Y 1] o] =T 1 413 OO UT R O Yes ONo
Do you have:
SKIN ProbBIEMIS/TASNES? ..cciiiieiiiie ettt et e e et e e e e et e e e e s s aabee e e e e aasteeeessanseeeeesaanseeeenans O Yes O No
UNUSUAIL MIOIESS? e ceieiee ettt ettt e e et e e e e e ettt e e e s aas et e e e e e as e e e e e eaaneeeeeeanseeeeeeanneeeessenneeaeeennnees O Yes O No
Have you had SKIN CANCEI? .....oivii ittt e e e e e e e e e e e e e e e e e e e e e e e e e nnnnnnneeeeeeeaes O Yes ONo
= Y o1 (0111 o PP PRSPPI O Yes O No
ANEIGIES/HAY TEVEIT ...ttt e e et e e e e e e e e e e ane e e e e e e ane e e e e e enneee e e enanees O Yes ONo
F N (oY o TU [0 =Y o =TT Y=Y o SRR O Yes O No
If yes, are you receiving treatmMent? . ........eoi i O Yes ONo
Do you have any other mental health problemS? ... e O Yes ONo
If yes, please explain:
To be answered by WOMEN only:
Are you still having regular monthly PErIOAS? .......oiuiiiii i e O Yes ONo
Date of last menstrual period
Do you have regular cancer test of the CerviX? ... O Yes O No
Date of last test
How many children How many miscarriages?
To be answered by MEN only:
Have you ever had:
LOSS OF SEXUAI ACTIVITY 7.t e e e s e e e e nr e e e e s e nnr e e e e e ennees O Yes O No
If yes, for how long?
0Ty e= L= YR (o TU o) [ SRR O Yes ONo
Have you had:
N 0o Y PR O Yes ONo
N = U8 ST =Y o - USSR O Yes ONo
LC =115 o) 1= PSR O Yes O No
To Be answered by ALL:
Please add any additional information that you think might be helpful:
Thank you for taking the time to complete this history.
Completed by:
Patient/Guardian Date
Reviewed by:
Staff Name Date
40OF 4

NOT A CHART DOCUMENT

FORM # 090261 CAT: (ORIG 02/09) To reorder, log onto http://www.virginia.edu/uvaprint 10F4



OTHER MEDICAL PROBLEMS
List the diseases/health problems that you have now.

List other serious diseases, injuries or accidents you have had:

List the names and dates of operations you have had:

Name any drugs to which you are allergic:

Please list all medications you are taking now, how often you take them and the dose, if known. Be sure to list
prescription and non-prescription nasal sprays. Include over-the-counter medicines you take on a regular basis.

SOCIAL HISTORY

Smoking Cigarettes/Cigars - Age began Age stopped Average number of packs daily
Do you regularly drink alcohol? Amount per day

Have you ever used illegal drugs? What drugs? Last used?
Approximate date of last flu shot? Have you had the pneumonia shot?

Approximate date of last tetanus shot

What is your highest educational level? What is your job?

What hours/shifts do you work?
If retired, what did you do before retiring?
Do you get regular exercise? OYes ONo If yes, please describe

FAMILY HISTORY If Living If Deceased

Sex Age Health Age at Death Cause
Father
Mother

Brothers/Sisters (Circle Sex)

EEE RS
m|m|m|m|nm

Husband/Wife

Sons/Daughters (Circle Sex)

EEE RS
m|m|m|m|nm

Do you know of any blood relative who has or had: (check and give relationship)

0O High Blood Pressure O Diabetes O Stomach Ulcers 0O Depression

0O Stroke O Epilepsy O Colitis O Mental lliness
O Heart Attack O Tuberculosis 0O Cancer/Leukemia O Suicide

O Rheumatic Heart O Bleeding tendency O Thyroid Problems

0O Birth Defects of the Heart 0O Blood Clots 0O Hay Fever

20F 4

PLEASE CHECK ANY ITEMS THAT APPLY TO YOU:

O fever Odry mouthin AM.  Oringing in ears O double vision O sore tongue
O blurred vision O chills O stuffy nose O ear pain O bleeding gums
Ochange in hearing O change in vision O night sweats O hoarseness O problems swallowing
Do you frequently have severe headacChes? ...............ceiiiiiiiiiiiiiieeeeeeeeeeeeeeeeee e O Yes ONo
Do they cause VISUal TrOUDIE? .........coo et e e e e e e e e e e e s e annn e e e e e e e eeae s O Yes O No
Do they awaken YOU frOM SIEEPT ..o e e e e e e e e e e e e e e e e e e e e e e annreneeeeeeeeaes O Yes O No
Does aspirin relieVe theM ... e e e e e e e e e e e e e e e e e e e annreeeeeeeeeeae s O Yes O No
Have you had:
A SEIZUIE (CONVUISION)? eeeeeee e e e ettt ettt e e e et e e e s ee et e e eaeeeeeea s aaeeeeeeeeaaaeeeaaaassnssneneneaeeaeeeanaannns O Yes O No
Problems remembering thiNGS 7 ... e e e e e e e e e e e e e e eereeeeeae s O Yes ONo
[ ge] o] =Y TS o o] aTeT=T a1 =1 ] s T 1SS O Yes ONo
A STrOKE OF “MINI=STIOKE”? ..ceieee ettt e e e e e e e e e e s e e e e e e e e e e e e e eaaannnsneneeeeeeeeeeennanns O Yes O No
Spells of weakness Of @n arm OF 1807 ... e e e e e e e e e e e e e e e e e nnnenneees O Yes O No
Do you have:
YA o 0 V=] 1 1SS O Yes O No
L P T 0 T3 SRR O Yes ONo
(=TT 1 1 ) o SRR O Yes ONo
oSN 101 1Y R O Yes O No
L =To [ T=T oY W [T =1 ) S O Yes O No
E N Y o U0 (o] =Y =T Y (o T 1= Y= USSR O Yes ONo
E Y Y o U0 (o] L=Y =T ¥ A £ TN T ][ USSR O Yes ONo
Have you ever had shortness of breath? ................uuuiiiiiiiiiiiiieeeeeeeeeee e O Yes ONo
DOING YOUI USUAI WOTK? ....uveieeiieeeee e i eeeeeeeeee e e e e e e e e e e ea s ee e e e e easeeeesaaanssenreeeeaeeaesensaannnnnnnnnneneeeaans O Yes ONo
Climbing a flight Of STAIIS? .....ueeiiiiiiiiee e e e e e e e e s e e e e e e e e e e e e s ennnnnnreees O Yes O No
Which awakens YOU @t NIGNT? .......eeieiiiiee e e e e e e e e e e e e e e e e e e e s nnnnneeees O Yes O No
AV 1ol I ex= TUESTSYS Yo 10 I o RN oo 18 Lo | o O Yes ONo
Accompanied DY WHEEZING?.......ccc e iiee e e e e et e e e e e e e e e s s e e e e e e eeee e e e s s nnnnsneneeeaeeeeeeeanannns O Yes O No
Do you have a ChroniC COUGN? ......ccoe e e e e e e e e e e e e e e e e e e e eeeeeae s O Yes ONo
Do you cough Up MUCH SPULUM? ... e e e e e e e e e e e e e e re e e e e e e e e e e e s e nnnnneeeeeeeeeaes O Yes ONo
Have you ever coughed Up BIOOA?..... ...t e e e e e e e e e s e e n e e e e e e e e s O Yes ONo
Have you ever had phlebitis or inflamed [€g VEINS? .......ueueiiiiieieee e O Yes O No
(5 FEAVSRY/eTU ICIVICT N oF-To = W o] Lo Yo o [ [ o S O Yes O No
Have you ever had chest pain or tightness which begins:
When eXerting YOUISEI? ... e e e e e e e et er e e e e e e e e e e e e s ane e e e e e eeaeeeeeesnnnnnnnnnnees O Yes O No
When walking against the WINA? .......ceeeieiie i ee e e e e e e e e e e e e e e s nnnnneeees O Yes O No
When walKing UpP @ Nill7? ...t e e e e e e e e e e e e e e e e e e e e e e e ee e e s e annnnnnnees O Yes O No
WheN WalKING fAST?...ceeiiieei i e e e e e e e e e s e e e e e e e e e e eea s ansaneeeeeeeaeeeeeeasannnnnnnnnees O Yes O No
When walking in COId WEATNEIT? .......eeeieee ettt e e e e e e e e e e e e e e e e e e e e nnnnnneees O Yes O No
WhEN UPSEL OF EXCILEA? ...ttt e e e e e e e e e e s ee e e e e e e e e e eeesannsaneeeeeeeeeeeeeeanannnnnnnnnees O Yes O No
If you have chest pain, please explain
Do you also have pain dOWN the @rM? ... e e e e e e s e s e e e e e e e e e s O Yes ONo
Do you sleep on more than 0ne PIllOW? ......eeeeeeeee i e e e e e e e e e e e e e e e s O Yes ONo
Have you had:
N =Y T B U =T SRR O Yes ONo
Palpitations (intermittent fast heart DEaAL)?.......covve i O Yes O No
(I Yo I o T 1T VY o oY IR 7= 1 4] T S O Yes ONo
[ Yo T 0] o =Ll 1o | | S O Yes O No
SWEIING IN T @NKIES? .. .. et e e e e e e e e e e e e e e s s s s neeeeeeeaeeeeeeaannnnnnnnnees O Yes O No
Do you frequently have:
NP2 T EST= = =g T BNV o0 1 ] e S O Yes O No
I QTSI ] =1 o] o =Y £ (RS O Yes O No
Have you had:
N TR (= USSR O Yes O No
N =0 S g T=Y g = SRR O Yes ONo
(€113 L] 1= SRR O Yes ONo
Have you recently had pain in the stomach which: (Check)
Occurs 1-2 hours after @ MEAIT ....ceie i e e e e e e e e e e s nnneeeees O Yes ONo
Is brought on by eating fried or gassy fOOAS? ....coui i e O Yes O No
AWAKENS YOU at NMIGNT? .ttt e e e e s e e e e e st e e e e e e s asee e e e e ennneeeeeeennneeeeeennnees O Yes O No
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