Patient History

Patient Name: Date:
Referring Physician: Gender: O Male 0 Female Age:
[DEE Height: Weight:

Briefly describe your sleep problem:

Please, list all medications you are currently|Please list all current/past medical conditions:
taking:
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| Please list your surgical histdijv and year: ] F‘Iease'list family rnéciical conditions:
\example: _spinal fusion (2006) example: acid veflux (mother)
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How much of the following do you consume per day? What is your normal bedtime:
Caffeinated drinks, : What time do you awaken:
Tobacco Products: Doyounap: O Yes O No
Alcohol: If yes, how often:

Have you had a sleep study before? 0 Yes 00 No
If yes, when and where?
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Parasomnias:
1. Please check any of the following 2. When excited, have you experienced the following:
that you have experienced: (Check if yes)

O Frequent Nightmares O Sudden muscle weakness
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