G.S. Gill, MD,FCCP,FAASM  A. Gupta, MD
Susan Gill, FNP-BC, PMHNP, CPNP
Pt. Name:………………………………………………………
Sex…………Age……….. DOB:…………... Wt:………......

Ht:……….Neck size……….Smoking:   Y     N     Quit …… 
Occupation……………………………………………………….

 Chief Complaint (s):………………………………………..
………………………………………………………………….
Referred by:………………………….…….………………
Primary MD:…………………………………………………
PLEASE  CIRCLE:   
1.Cough …………… …………………………….Y………...N
2. Difficulty Breathing ( Rest )……………………Y………. N
3. Difficulty Breathing walking up and Down …  Y………. N
4. Post Nasal Drip-Tickle Back of Throat……… Y………. N
5. Sneezing –Runny Nose……………………….Y………. N
6. Lump in throat..…………………………………Y………. N
7. Wheezing  ………………………………………Y………. N
8. Chest tightness.. ……………………………….Y………. N
9. Chest Pain………………………………………Y………. N
10. REFLUX / GAS ………………………………Y………. N
11. Night Sweats………………………………….Y………. N
12.Headache………………………………….Y………. N
  

13.Nasal Congestion…..………………………...Y………. N
14. Bad  Breath.……..……………………………Y………. N
15. Dry  Mouth………..…………………………..Y………. N
 16. Itchy Eyes……………………………………Y………. N
PAST  MEDICAL  HISTORY

1. Asthma / Allergies…………………………….Y………. N                  
2. Seasonal  Bronchitis …………………………Y………..N                      

3. Pneumonia ……………..................................Y……….N
4. High  BP …………….............................Y………. N
5. Diabetes …………………………………..Y……….N
6. Heart Disease …………………………….Y……….N
7. Memory  …OK……..Could be better
8. Anxiety –Depression…………………….Y………. N
9. Sexual dysfunction………………………Y………. N 10.Cancer………………………………………..Y………. N
Allergies:  Drugs……………………………..………………….
Food……………………Environment……………………….…….
Bed Room:  Carpet,  Feather  Pillow , Down Comf, Cat, Dog 
GARDEN  CITY  SLEEP  CENTER    

------------------------------------------------------------------------------
WT:  UP    Down    Same    Exercise:…..Y…….N………..
SURGERY: ……………………………………………………
MEDS:………………………………………………………….        
…………………………………………………………………….

FAMILY HISTORY:   Asthma,  COPD, Snoring,  High  BP,  Heart  disease,  Anxiety,  Depression,  Cancer. ………………………………………..
SLEEP QUESTIONS
1. SNORING ………………………………Y………. .N
2. Gasping or Choking…………………….Y………. N
3.  Worsen with Alcohol……………………Y………. N
4. Tired,  Fatigue……………………………Y………. N
5. Using  CPAP, BiPAP, AUTO…………..Y………. .N
6. RESTLESS LEGS………………………Y………. .N
7. Restless Arm, Abdomen………………..Y………. N
8. Urge to move legs………………………...Y………..N
9. Back Pain..   ………………………………Y……….N
10. Anemia..………………………………..Y……….N
11. INSOMNIA, Trouble falling sleep ….. Y……….N
12. Trouble staying sleep …………………Y……….N                                    
13. Anxiety-Mind Racing……………….….Y………..N
14. Mood Changes.…………………….…...Y………..N
15. Depressed   Mood……………….……..Y………..N

16. Sadness at bed time…………….……..Y………..N
       

17. Work Overnight……….………….……..Y………..N
18. Frequent travel………………….……..Y………..N
19. NARCOLEPSY: Sleep Paralysis… ...Y………..N
20. Day time Paralysis Attacks ……….. ..Y………..N      

21. Hallucinations……………………….….Y………...N
    If YES to any of  questions 11 to 16 , Please  fill   Beck’s Anxiety-Depression Inventory 
Epworth Sleepiness Scale (ESS) to assess day time tiredness:    Chances  of  Dozing,   0 ( No ) --  3( High )
1. Sitting   -   Reading……. 0…….1………2……3
2. Watching   TV          …….0……1………2……3
3. During Movie  or Meeting  …….0…….1…….2…….3
4. Passenger  in the Car…..0…….1….…2…….3
5. Afternoon  lying down    …….0……1…….2…….3
6. Sitting – Talking              …….0…...1……2…….3
7. Sitting  after  lunch      …….0…...1……2…….3
8. In Car at  long  Red light    …..0…...1……2…….3
                
