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SLEEP HISTORY QUESTIONAIRE 
 

TO BE COMPLETED ONLY IF YOU ARE HERE FOR EVALUATION OF A SLEEP 
PROBLEM 

 
Name: ________________________________ DOB: _______________ Today’s date: ____________ 

 
Your Occupation: ___________________________ # Hours per week __________Shift ___________ 

 
Chief Complaint: ____________________________________________________________________ 
 
Have you ever had a sleep Study?  Y  or  N  If yes where: ____________________________________ 
 
History: ___________________________________________________________________________ 
 
Sleep Patterns: 
 
Bedtime: __________ Total sleep time:  ________ Hours   What time do you fall asleep? __________ 
 
Wake up time: __________ Get up time: __________ Do you wake up with a Headache?   Y  or  N 
 
Do you feel refreshed?   Y  or N               Do you have a dry mouth?      Y  or   N 
 
Do you have a bed partner?   Y   or   N (if yes)    Do they tell you that you snore?    Y   or  N 
 
What is your sleep position?    Side      Back   Prone 
 
Do you stop snoring if you change your sleep position?    Y  or   N, if yes please explain: ___________ 
 
__________________________________________________________________________________ 
 
If you snore have you been told you can be heard in other rooms of the house?   Y  or  N 
 
Have you been told that you stop breathing while you sleep?    Y  or  N 
 
Do you have excessive daytime sleepiness?  Y or N   Do you take Naps? Y or N  if yes how many times? 
 
Per week ________ Duration ______________ Do you feel refreshed?    Y  or  N  
 
Did you have sleep problems in your youth?  ________________ 
 
While sleeping do you have any of the following? 
 
Restless legs  Y  or  N  Bad dreams   Y or  N  Night Terrors  Y  or N  Walking in your sleep  Y  or  N 
 
Talking  Y  or N       Have you ever injured yourself?    Y  or  N 



 
Patient Name:  ___________________________________   DOB: _________   Today’s date: _____________ 
 

 
Epworth Sleepiness Scale  

 
The following questionnaire will help you measure your general level of daytime sleepiness.  You are to rate the 
chance that you would doze off or fall asleep during different routine daytime situations.  Answers to the 
questions are rated on a reliable scale called the Epworth Sleepiness Scale (ESS).  Each item is rated from 0 to 3 
with 0 meaning you would never doze or fall asleep in a given situation, and 3 meaning that there is a very high 
chance that you doze or fall asleep in that situation. 
 
 
Use this scale to choose the most appropriate number for each situation: 
 
0 = would never doze   2 = moderate chance of dozing 
1 = slight chance of dozing                 3 = high chance of dozing 
 
Situation Chance of dozing (0-3) 
Sitting and reading 0   1   2   3 
Watching Television 0   1   2   3 
Sitting inactive in a public place—for example, a theater or meeting 0   1   2   3 
As a passenger in a car for an hour without a break 0   1   2   3 
Lying down to rest in the afternoon 0   1   2   3 
Sitting and talking to someone 0   1   2   3 
Sitting quietly after lunch (when you’ve not had alcohol) 0   1   2   3 
In a car, while stopped in traffic 0   1   2   3 
Total Score  
         
          Total: ________ 
 
Score:  0-10 within normal limits 
            >12 pathological sleepiness 
 
 
 
 
 
 
 
 
 
 
 
 
 
 

 
 
 
 



PLEASE READ OVER THIS INFORMATION CAREFULLY, IT IS VERY IMPORTANT!!!! 
 
This is a general form given to all patients regarding what you may be responsible to pay depending on your 
insurance for your sleep study (s).  Any Monies that are due from you will be paid the night of your sleep study; 
the techs will give you a receipt. 
 
If this is your first sleep study and this study shows that you have sleep apnea, you may be required to undergo 
a second study, so we have listed the prices for both studies.  These studies are 2 different charges so you will 
pay for EACH study. 
 
These percentages are based on the allowed amount (allowed amounts very with each insurance) for the procedure codes 
listed.  Please be advised this amount is an estimate based on verbal communication with your insurance and does not 
guarantee this is your payment in full, or that the procedures are covered under your plan. These are just estimates. All 
insurances disclose that verbal communication does not change the terms of your contract, and nothing can be 100% until 
they actually receive the claim and process it.  If you would like to call your insurance company yourself with any coverage 
questions (most insurance companies cover sleep studies, but we are not always told of exclusions on policies) or other questions you 
will need the following information:  The 1st sleep study is procedure code 95810 & the 2nd study with C-pap titration is 95811 and be 
sure to tell them the study is performed in the office setting and NOT an out-patient facility.  When we bill the place of service is 
OFFICE.   
 
FOR MEDICARE PATIENTS (normally what ever % you pay in the office is what % you will pay for your 
study(s).  IF YOU HAVE A 2ND INSURANCE THAT COVERS ALL YOUR CHARGES AFTER MEDICARE AND YOU 
NORMALLY DO NOT PAY IN THE OFFICE THEN YOU WILL NOT BE EXPECTED TO PAY AT THE TIME OF YOUR 
SLEEP STUDY(S).   We will bill both Medicare & your secondary and if there is a balance you will be billed 
accordingly.  Keep in mind if for any reason your deductible is not met, you will receive an additional billing 
for your deductible or any part of your deductible that is not met.  For the year 2010:   
 
            Allowed 
Procedure       Amount                20%               ½ of the 20%         20% of the 20% 
95810 $752.13 $150.43 $75.22 $30.07 
95811 $830.563 $166.11 $83.06 $33.22 
 
 
FOR BCBS MEMBERS  use the table below: If you have a co-pay that coverers all services performed in an office setting, not 
just an office visit charges, then you will pay the same co-pay for each sleep study that you pay in office.  If you have a deductible 
and/or co-insurance (what you pay after your deductible is met) you will be asked to pay by the following table.  If you have 
deductible that is not met we check with BCBS the morning of your sleep study to see if has been met and we base what we collect on 
what we are told that day.  If for any reason we over collect once we receive all payment in full from your insurance you will be 
refunding (normally within one week of our office receiving that payment from your insurance, please note any monies that due from 
you for other charge will be taken from that refund.)  The allowed amount is what you will pay if your deductible is not met.  
 
             Allowed    
Procedure        Amount                20%                15%                       10% 
95810 $833.02 $154.06 $110.22 $77.03 
95811 $918.00 $173.57 $130.18 $86.79 
 
 
FOR ANY OTHER INSURANCE not listed you will be called the day of your study with the amount that will be due that night.  
See above information you would like to contact your insurance company directly with any questions you may have. 
 
If you have any questions regarding the amount that will be due or if you are unable to 
pay amount due in full you may call our billing office at 742-4447 ex 207 to discuss 
options. 
  






