THE OROFACIAL PAIN CENTEKRK
Douglas R. Wall D.D.S.

5479 E. Abbeyfield. St # 4
Long Beach, CA 90815

Sleep Apnea Appliance Questionnaire

1. What is the main problem that brings you to our office?

2. My energy level is: (circle one) High Low Normal

3. Have you had a sleep study? Yes No
If yes:
Sleep Center name
and location

Sleep Study Date

andings / Diagnoses

4. CPAP Intolerance (Continuous positive Airway Pressure device)
If you have attempted treatment with a CPAP device but could not tolerate it, please fill in this
section. [ could not tolerate the CPAP device due to:

I Mask leaks

[ 1 was unable to get the mask to fit properly

' Discomfort caused by the straps and headgear

L Disturbed or interrupted sleep caused by the presence of the device
|- Noise from the device disturbing my sleep and/or bed partner’s sleep
i CPAP restricted movements during sleep

i CPAP does not seem to be effective

. Pressure on the upper lip causing tooth related problems

L A latex allergy

.- Claustrophobic associations

| An unconscious need to remove the CPAP apparatus at night

Other

5. What are the chief complaints for which you are seeking treatment? Please number the complaints
with #1 being the most important.

___ Frequent heavy snoring ____Morning hoarseness
___Significant daytime drowsiness ____Morning headaches

___ Difficulty falling asleep ____Nighttime teeth grinding
___ Gasping when waking up ___Jaw pain

___ Feeling unrefreshed in the morning ____Nighttime choking spells

___Ihave been told that I stop breathing” when sleeping

Patient: Date:




6. Check any of the following you experience:

OTeeth pain [JHeadache

UBack pain OEar pain

OSwelling ORinging in the ears
[CIDizziness CINumbness in hands or fingers
UDouble vision UEasily fatigued

ClJaw joint noises CILimited mouth opening

OJAches and pains all over body ~ [JPain in the back of your head

LINeck pain

CJEar stuffiness
CIHearing loss
OFacial Numbness
CIBite changes
OIDifficulty swallowing
[(dJaw locking

7. If you have or have ever had jaw joint noises, please complete the following:

a. When did the noises begin?

b. Have they changed over time? How?

c. Isthere pain associated with the jaw joint noises?

d. How do you describe the sounds in your jaw joints?

OClick CPop OGrating
8. Which of the following oral habits do you have?
CITeeth clenching OTeeth grinding OChin cupping
OUnusual sleep positions [CJHold phone to shoulder CINail biting
OPlay musical wind instruments  [1Gum chewing OScuba diving
[ClIce chewing [CJChewing cheeks or lips OOther
9. Do you have any allergies?
a. Allergiestofood Yes No
Which foods?
b. Allergy to environmental items  Yes No
Which items?
c. Allergies to medications Yes No
Which medications?
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10. Check all the following that apply to you:

Do not sleep well OPain interferes with sleep ORestless sleeper
OAwaken frequently OVivid dreams
ODon’t feel rested in the morning O Go to bed more tired than daily activities justify

11. Do you drink any of the following?

[INatural coffee cups/day ODecaffeinated coffee cups/day
ONatural tea  cups/day ODecaffeinated tea  cups/day
OCola___ glasses/day OFruitjuice __ glasses/day
OWater glasses/day OMilk ___ glasses/day

OLiquor oz./day OWine  glasses/day

OBeer cans/day

OOther

12. Do you drink any caffeine or alcohol within 2-3 hours of bedtime? Yes No

13. Do you smoke? Yes No
If yes, how much per day?

14. Any other information you want me to know?

Patient: Date:




Previous Treatment
Please use this additional sheet if necessary to fully describe previous treatments.

1. Please list the following concerning your main complaint:
a. Names and types of health care providers you’ve seen
b. The treatment prescribed and/or provided by those health care providers
¢. The dates of treatment

Patient: Date:




Medication List — Past and Present

Name of Drug Dose per day Prescribed by whom? Prescribed for what?

Patient: Date:




Epworth Sleepiness Scale

How likely are you to doze off or fall asleep in the following situations?

Check one in each row: 0 | 2 3
No chance Slight chance Moderate chance High chance
of dozing of dozing of dozing of dozing

Sitting and reading 0 0 r C

Watching TV C G O 0

Sitting inactive in a public U W] G O

place (ex. a theater ora

meeting)

As a passenger in a car o o 0 O

For an hour without a break

Lying down to rest in the r G a i

afternoon when

circumstances permit

Sitting and talking to B r N

Someone

Sitting quietly after a [l a O A

lunch without alcohol

In a car, while stopped for [ Ll B Ci

a few minutes in traffic

Total Score:
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Please check the box for any condition which you have h

Cardiovascular

OCongestive Heart Failure

OHeart Attack

OAngina Pectoris or
chest pain

OHigh Blood Pressure

OHeart Murmur

CIMitral Valve Prolapse

ORheumatic Fever

OCongenital Heart Defect

OArtificial Heart Valve
OArrhythmias

OHeart Pacemaker
OCoronary By-Pass
CCoronary Angioplasty
OHeart Transplant
OAneurysm

OOther Heart Problem

Hematologic

COBlood Transfusion

OJAnemia

OHemophilia

OLeukemia

OSickle Cell Anemia

OTendency to Bleed
Longer than Normal

Neurologic

OVision Problems
OGlaucoma
OEaraches
ORinging in the ears
OHearing Loss
[OSevere Headaches

CIFainting or Dizzy Spells

[OStroke

OEpilepsy, Seizures
OPsychiatric Treatment
OPanic Attacks
OPhobias

LEIIerdl lvicuivan Laiswue y

Gastrointestinal

[IStomach/Intestinal Ulcers

OColitis

OPersistent Diarrhea
OPersistent Constipation
OIBS

Hepatic

OLiver Disease
OCirrhosis
OYellow Jaundice
OHepatitis

Respiratory

CJAsthma
OEmphysema
CChronic Bronchitis
OTuberculosis (TB)
OHay Fever

OSinus

OAllergies
OBreathing Difficulties

Dermal/Musculoskeletal

OAllergy to latex

OSkin Rash

ODark Mole (s) (recent
change in appearance)

CINight Sweats

Orthopedic

[Osteoarthritis
OAurtificial Joints

Rheumatologic

ORheumatoid Arthritis
CISystemic Lupus
OFibromyalgia

ad in the past or have now.

Endocrine

ODiabetes
OThyroid Disease
OTaking Cortisone or
Other Steroid

Genitourinary

Urinate Frequently

OKidney, Bladder Problem

ODialysis

OKidney Transplant

CJSexually transmitted
Disease

QOther

OHIV Positive
OCancer
ORadiation Therapy
OChemotherapy

ODrug or alcohol addiction

ODisease, Problem or
Condition Not Listed
OIf Yes, List




