SLEEP MEDICINE FOLLOW-UP [image: ]QUESTIONNAIRE
Patient Name: ___________________________________
DOB: _______________ Date: _______________
1. SLEEP & TREATMENT UPDATE
Since your last visit, how is your sleep?
☐ Better ☐ Same ☐ Worse
Current treatment: ☐ CPAP/BiPAP/ASV ☐ Oral appliance ☐ Medication ☐ Other: __________
Are you using your prescribed treatment regularly? ☐ Yes ☐ No ☐ Not applicable
If using PAP, average use per night: ______ hours
2. EPWORTH SLEEPINESS SCALE (ESS)
How likely are you to doze off or fall asleep, rather than simply feel tired, in the following situations?
0 = Would never doze
1 = Slight chance of dozing
2 = Moderate chance of dozing
3 = High chance of dozing
	Situation
	Score (0–3)

	1. Sitting and reading
	____

	2. Watching television
	____

	3. Sitting inactive in a public place
	____

	4. Passenger in a car for one hour without a break
	____

	5. Lying down to rest in the afternoon when circumstances permit
	____

	6. Sitting and talking to someone
	____

	7. Sitting quietly after lunch without alcohol
	____

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


TOTAL ESS SCORE: _____ / 24
3. STOP-BANG QUESTIONNAIRE
Check Yes or No for each question.
	Question
	Yes
	No

	S – Do you snore loudly?
	☐
	☐

	T – Do you often feel tired, fatigued, or sleepy during the daytime?
	☐
	☐

	O – Has anyone observed you stop breathing during sleep?
	☐
	☐

	P – Do you have high blood pressure or take medication for it?
	☐
	☐

	B – Is your BMI greater than 35 kg/m²?
	☐
	☐

	A – Are you older than 50 years?
	☐
	☐

	N – Is your neck circumference greater than 40 cm (approximately 16 inches)?
	☐
	☐

	G – Is your sex assigned at birth male?
	☐
	☐


TOTAL STOP-BANG SCORE: _____ / 8
4. PATIENT UPDATE
Average sleep duration: ______ hours/night
Sleep quality: ☐ Good ☐ Fair ☐ Poor
Any new or worsening symptoms? ☐ No ☐ Yes: ______________________
Any problems with your current sleep treatment? ☐ No ☐ Yes: __________
What would you most like to address at today's visit?
Current concerns (check all that apply):
☐ Daytime sleepiness ☐ Snoring ☐ Witnessed pauses in breathing
☐ Insomnia ☐ Frequent awakenings ☐ Morning headaches
☐ Mask leak/discomfort ☐ Difficulty tolerating PAP ☐ Fatigue
☐ Restless legs ☐ Other: __________________________
Since your last visit, have medications or medical conditions changed? ☐ No ☐ Yes: 
Patient Signature: ___________________ Date: _______________
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