
Questionnaire for Sleep Patients 

Patient Name:   DOB:  

 

Section 1: Epworth Sleepiness Scale 

Please place how you would score in the adjacent box pertaining to the activity 

0= would NEVER doze  1= SLIGHT chance of dozing  
 
2= MODERATE chance of dozing  3= HIGH chance of dozing 
 

Sitting and reading  

Watching T.V.  

Sitting inactive in a public place  

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 lunch without alcohol  

In a car while stopped for a few minutes in traffic  

 

Section 2: Underlying Medical History  

Please circle all that apply 

Obesity  Heart Problems  Stroke  Diabetes  

Mood Disorder  Frequent Urination  Insomnia  High Blood Pressure  
 

Section 3: Berlin Questionnaire 

1. Height:   Age:   Weight:  lbs  Male  /  Female 

           

2. Do you Snore? Y  /  N 

3. If yes… Slightly louder than breathing Louder than talking    

 As loud as talking Very loud, can be heard in adjacent rooms 

4. How often do you snore?     

 Nearly everyday 3-4 times a wk 1-2 times a wk 1-2 times a mth Never  

5. Has your snoring ever bothered other people?     Y  /  N 

6. Has anyone noticed that you stop breathing in your sleep? 

 Nearly everyday 3-4 times a wk 1-2 times a wk 1-2 times a mth Never  

 



 

7. How often do you feel fatigued? 

 Nearly everyday 3-4 times a wk 1-2 times a wk 1-2 times a mth Never  

8. During your wake time, do you ever feel tired, fatigued, or not wake up to par? 

 Nearly everyday 3-4 times a wk 1-2 times a wk 1-2 times a mth Never  
 

9. Have you ever nodded off or fallen asleep while driving a vehicle? 

 Nearly everyday 3-4 times a wk 1-2 times a wk 1-2 times a mth Never  
 

 

Section 4: STOP and BANG Questions  

S (Snore) Have you ever been told you snore?    Y  /  N 

T (Tired) Are you often tired during the day?     Y  /  N 

O (Obstruction) Do you stop breathing or has anyone witnessed you stop breathing while asleep?     Y  /  N 

P (Pressure) Do you have high blood pressure?      Y  /  N 
 

B (BMI) Is your body mass index greater than 28?     Y  /  N 

A (Age) Are you 50 years or older?     Y  /  N 

N (Neck) Are you a male with a circumference greater than 17 inches or female greater than 16 inches?     Y  /  N 

G (Gender) Are you a male?      Y  /  N 

 

 

   

Patient Signature  Date 

 


