CENTRAL OHIO EAR, NOSE AND THROAT, INC.

41 COMMERCE PARK DR.

6860 PERIMETER DR. SUITE A

WESTERVILLE, OH 43082

DUBLIN, OH  43016

SNORING/SLEEP APNEA QUESTIONNAIRE

NAME___________________________________ DATE______________AGE_______

PLEASE CHECK THE ANSWER THAT BEST DESCRIBES YOUR EXPERIENCES OR FILL IN THE INFORMATION WHERE REQUESTED.

YES
NO

___
___
1) Do you snore?

___
___
2) Do you snore loudly?

___
___
3) Does your spouse or significant other often leave the room because of 
                your snoring?

___
___
4) Is your snoring related to the position in which you sleep?

___
___
5) Do you often hold your breath while asleep between episodes of 
    snoring?

___
___
6) Do you wake up at times gasping for breath?

___
___
7) Are you a restless sleeper?

___
___
8) Have you gained weight since you were 18 years old?




a. Weight at 18 years old     _____




b. Weight now                      _____

___
___
9) Do you feel rested when you wake in the morning?

___
___
10) Do you often have a headache when you wake in the morning?

___
___
11) Do you experience headaches often during the day?

___
___
12) Do you often feel tired during the day?

___
___
13) Do you fall asleep at work?

___
___
14) Do you fall asleep early in the evening?

___
___
15) Do you ever fall asleep when driving?

___
___
16) Did you ever have your tonsils removed?
SNORING/SLEEP APNEA QUESTIONNAIRE                                                           Pg. 2

YES
NO

___
___
17) Did you ever have your adenoids removed?

___
___
18) Do you have nasal congestion often?




When:   1) AM
      _____





 2) PM        _____





 3) At night _____

___
___
19) Which nasal passage?





 1) Right        _____





 2) Left           _____





 3) Both          _____





 4) Alternates _____

___
___
20) Do you have nasal allergies?

___
___
21) Do you or have you ever had low thyroid function (hypothyroidism)?

___
___
22) Do you have high blood pressure?

___
___
23) Do you have a heart condition?

___
___
24) Do you have asthma?

___
___
25) Do you have emphysema?

___
___
26) Do you take medicine to help you sleep?

___
___
27) Do you drink alcohol regularly later in the day?

___
___
28) Are you a smoker?   
How much per day? ____________________________ 


29) What type of work do you do? _______________________________

