
Patient Screening Form Date: 

M IRABELIAS'II// 

First Name: 
	

Last Name: 

Birth Date: 
	

MaIe flFemale 
	

Height: 
	

Weight: 	J Neck Collar size: 
Can Breath Through Nose flves LJN0 Do you wear Dentures? 

HEALTH QUIZ 

YES NO 

EN0 

EN0  

ENo 

EN0 

ENo 

EN0 

Do you snore? 	 flYes 

Do you gasp choke during sleep, witnessed, observed? 	 LJYes 
Do you feel sleepy, tired, fatigue, during the day? 	 [—]Yes 

Do you have high blood pressure or treated it? 	 LIJYes 
Do you have or being treated of Diabetes? 	 EYes 

Are you overweight? 	 LiVes 

Epworth Sleepiness Scale: 	  

How likely are you to doze off or fall asleep in the following situations, in contrast to just feeling tired? This 

refers to your usual way of life in recent times. Even if you haven't done some of these things recently, try to 

think about how they would have affected you. Use the following scale to choose the most appropriate number 

for each situation: 

o = Never doze 	 2 = Moderate Chance of dozing 

1 = Slight chance of dozing 3 = High Chance of dozing 

Chance of Dozing Situation: 

Score 0-3: 

Sitting and reading 

Watching TV 

Sitting, inactive in a public place (i.e. a theater or in a 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 stopping for a few minutes in traffic 

TOTAL (This is your Epworth Score!) 

SUMMARY: 

You Are At High Risk for Sleep APNEA IF? 

LiYou answer 2 or more on the health Quiz 

OR 

LiEpworth sleepiness scale is 9 or greater 

OR 
Combination 9 or more on Health Quiz and Epworth 

Sleepiness Scale. Large 

Neck size male >17in. Female >15in  

SLEEP HISTORY: 

Have you ever been diagnosed with a sleep disorder EYe5EN0 

Do you currently use a CPAP machine? Eves LiNo 

Do you use the CPAP less than 4 days a week Eves EN0  

Would you prefer an oral appliance Dyes EN0 

Do you wear a denture DYes INo 


