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	Hinsdale Sleep Center
Breathe Better, Hear Better, Sleep Better

908 N. Elm Street, Hinsdale, Illinois 60521

630-323-5214 Main Number, 630-323-5297 Fax


First and Last Name: ______________________________________ Date:___________

Date of Birth: _____________   Age: _________   Gender: ________  Height: ________ Weight:_______

Epworth Sleepiness Scale

The Epworth Sleepiness Scale (ESS) has 8 routine daytime situations that you rate on a scale from 0 to 3, based on your likelihood of dozing off or falling asleep in each situation.  Write the number that corresponds with your answer for each situation on the line next to “My score.”  You can then add up your score.

Sitting and reading

0 – Would never doze

1 – Slight chance of dozing

2 – Moderate chance of dozing
3 – High chance of dozing

My score__________

Watching television

0 – Would never doze

1 – Slight chance of dozing

2 – Moderate chance of dozing
3 – High chance of dozing

My score__________

Sitting inactive in a public place – for example, a theater or meeting
0 – Would never doze

1 – Slight chance of dozing

2 – Moderate chance of dozing
3 – High chance of dozing

My score__________
As a passenger in a car for an hour without a break

0 – Would never doze

1 – Slight chance of dozing

2 – Moderate chance of dozing
3 – High chance of dozing

My score__________
Lying down to rest in the afternoon

0 – would never doze

1 – Slight chance of dozing

2 – Moderate chance of dozing
3 – High chance of dozing

My score__________
Sitting and talking to someone

0 – Would never doze

1 – Slight chance of dozing

2 – Moderate chance of dozing
3 – High chance of dozing

My score__________
Sitting quietly after lunch (when you’ve had no alcohol)

0 – Would never doze

1 – Slight chance of dozing

2 – Moderate chance of dozing
3 – High chance of dozing

My score__________
In a car, while stopped in traffic

0 – Would never doze

1 – Slight chance of dozing

2 – Moderate chance of dozing
3 – High chance of dozing

My score__________








         Total score__________

Please describe any other information you feel may affect your sleep, or your treatment with us: ______________________________________________________________________________________________________________________________________________________________
What is your normal bedtime?  _________​​​​​​_________________________________

When do you normally get up for the day? _________________________________

How long does it take you to fall asleep?  __________________________________
Do you ever take any prescribed or over the counter sleep aids?  ⁯ YES    ⁯ NO


If yes, please write the name and frequency of use _______________________________________

Have you undergone upper airway or sinus surgeries?  ⁯ YES
⁯NO


If yes, please describe any surgeries performed on the nose, mouth, throat, neck or head:

__________________________________________________________________________________

Please indicate if you have, or have had, any of the following problems or medical conditions? 
⁮ Diabetes


⁮ Seizures


⁮ Attention deficit/hyperactivity 

⁮ High Blood Pressure
⁮ Stroke/TIA


⁮ Anxiety, panic attacks, claustrophobia
⁮ Arthritis


⁮ Chronic headaches

⁮ Depression
⁮ Chronic Pain

⁮ Sinus problems

⁮ HIV/AIDS

⁮ Fibromyalgia

⁮ Acid Reflux/GERD

⁮ Irregular heartbeat/arrhythmia

⁮ Tuberculosis

⁮ Thyroid disease

⁮ Irritable bowel, ulcers, stomach pain
⁮ Hepatitis


⁮ Liver Disease

⁮ Deviated septum, broken nose
⁮ Cardiac disease

⁮ Dialysis


⁮ Menopause or perimenopause

⁮ Pacemaker/Defibrillator
⁮ Multiple Sclerosis

⁮ Difficulty breathing through nose

⁮ Memory Loss

⁮ Dentures


⁮ Cancer (type)_________________
    
    
⁮ Asthma


⁮ COPD/Emphysema
 
⁮ Other _______________________
	Please check all that apply in regards to your sleep heath:

⁯ I have difficulty falling/staying asleep

⁯ I feel tired all day, I have unrefreshing sleep

⁯ I wake up numerous times during the night to use the restroom

⁯ I have unwanted behaviors while I’m sleeping 

⁯ Bed Partner/Family/Friends have complained about loud snoring or gasping 

⁯ I usually toss and turn at night and am a restless sleeper

⁯ I often get leg cramps or tension in my legs 

⁯ When I try to sleep, my mind races with thoughts

⁯ I grind or clench my teeth at night 

⁯ Other: ______________________________________________________________________________


_______________________________


____________________
Patient Signature






Date
________________________________________


____________________
Clinical Staff Signature
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