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Sleep Complaint and Symptom Questionnaire 

Name:  Height: ________     Weight:  Date: 

In order to better understand your sleep problem, please accurately answer the following 

questions 

I am having a sleep study performed because of: 

 Disruptive Snoring

 Disturbed, Restless Sleep

 Non-restorative Sleep  (Wake up Tired)

 Excessive Daytime Sleepiness

 None of the above

Do you have, or been told that you have, any of the following symptoms?

 Witnessed Apnea Events  

(Stop Breathing while Sleeping)

 Choking During Sleep

 Gasping While Sleeping

 Frequent, Unexplained Arousals from

Sleep 

 Nocturia (Waking to use Bathroom)

 Hypertension

 Decreased sexual libido

 Trouble with memory

 Trouble concentrating

 Irritability

 Insomnia  (Trouble Falling or staying

asleep)

 Morning Headaches

 Depression

 Anxiety

 GERD (Acid Reflux)

What has been the duration of symptoms? (please specify weeks, months, years):  ___________ 

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     Chance of Dozing 

1.  Sitting and reading .................................................................................. 

2.  Watching T.V. ........................................................................................  

3.  Sitting inactive in a public place (e.g. a theatre or meeting) ...........….. 

4.  As a passenger in a car for an hour without a break .....................…... 

5.  Lying down to rest in the afternoon when circumstance permit ....….. 

6.  Sitting and talking to someone ............................................................. 

7.  Sitting quietly after a lunch without alcohol.. ...................................... 

8.  In a car, while stopped for a few minutes in the traffic....................... 

On a scale of 1 to 5 (with 5 being the most problematic) how much does sleepiness affect your: 

Driving performance? 1 2 3 4 5   Work performance? 1 2 3 4 5 



Do you have trouble keeping your legs still at night or need to move them to feel comfortable?   Yes   No 

Do you kick your legs frequently in your sleep? Yes No 

Is a bed partner unable to sleep with you? Yes No 

The following is a list of symptoms that may be experienced by people with sleep problems.  

Please mark those symptoms that you have experienced:     

____ Nightmares 

____ Night Terrors (Awake screaming/inconsolable)  

____ Act out your dreams 

____ Experience sudden body weakness or buckling of the knees brought on by strong emotions 

____ See or hear things when falling asleep or waking up (hallucinations) 

____ Feeling paralyzed when waking up 

____ Nighttime panic attacks 

____ Sleep Walking 

____ Bed Wetting 

____ Grind your teeth while sleeping 

____ Sweat during the night     

Do you use nasal oxygen to sleep?   Yes No 

Are you currently using any opiate medications? Yes No        

Do you have a history of any of the following conditions? 

Heart Disease Yes No 

Stroke  Yes No 

Congestive Heart Failure  Yes No 

Chronic Obstructive Pulmonary Disease Yes No 

Oxygen dependent Yes No 

Neuromuscular weakness  Yes No 

Neurodegenerative disorder Yes No 

Pulmonary Hypertension  Yes No 

Have you has any previous evaluations, examinations, or treatment for your sleep complaint?   Yes    No 

If yes, please specify where and when:  ____________________________________ 
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