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Follow-up Questionnaire 

 
Patient Name:  ________________________ Date of Birth: _____________  Date:  ____________  

Please estimate how likely you would be to nod off or fall asleep in the following scenarios  

Rate 0-3: See instructions to the right    

______ Sitting & reading 
______ Watching television 

______ Sitting inactive in a public place (i.e. theater) 

______ Passenger in a car for an hour without a break 

______ Lying down to rest in the afternoon 

______ Sitting and talking to someone 

______ Sitting quietly after a lunch without alcohol 

______ In a car, while stopped for a few minutes in traffic 

______ Total Score 

 

Rate 0-3:    
0= No chance of dozing  

1= Slight Chance of dozing 

2= Moderate Chance of dozing  

3= High Chance of dozing 

 

 

1. How do you feel in the day?  

  Alert and energetic    Often sleepy     More fatigued than sleepy    Unable to function 

2. Do you feel adequately alert to drive safely?    Yes  Uncertain  No 

3. What is the status of your weight?   Stable  Increasing    Decreasing 

4. How much caffeine do you use?  None   1-2 per day    3-4 per day   5 or more per day 

5. Do you currently smoke tobacco?  Yes    No 

6. How much alcohol do you use?  None  A few drinks per week  1-2 per day  ≥ 3 per day 

7. On week or work days, I typically go to bed at  ______  and wake at ______ and sleep ____ hours. 

8. On weekends, I typically go to bed at  _______  and wake at ________ and sleep _______ hours. 

9. It typically takes me ___________ long to fall asleep and I typically wake  __________  times. 

10. I typically nap for  ___________________ amount of time ____________________ days per week. 

 

Do you have any changes in your medications OR new medical problems? 

__________________________________________________________________________________________ 

If applicable, How many days per week are you using PAP?  _____    How many hours per night? _____ 

What type of mask(s) do you use? Full face   Nasal Pillows   Nasal   

Home Care Company: Regional    Reliable     Lincare     Apria       J& L    FootIt    Life Supply 

Do you have any problems with your CPAP/BiPAP? 

 Skin irritation    Leakage              Mask too tight            Loose or uncomfortable headgear 

 Dry mouth          Condensation in tubing   Machine too noisy   Pressure seems excessive   

 Pressure seems too weak/not enough air           can’t exhale easily             Air too cold   

 Other ______________________________________________________________ 

 

Best Phone number: ________________Insurance: ___________________Pharmacy: _________________ 


