
Name_______________________________       Date____________________________ 

Height__________________    Weight________________ 

Do you experience any of these symptoms? 

_ Difficulty Concentrating

_ Excessive Daytime Sleepiness  ____Insomnia 

_ Fatigue   ____Hypertension 

_ Wake up not feeling refreshed  _____Diabetes 

_ Morning Headaches   _____Acid Reflux/GERD 

_ Dry Mouth or throat after waking up

_ Difficulty Losing Weight

_ Sleepiness While Driving

_ Frequent Naps

_ Snoring

_ Gasping or choking While Sleeping

_ Excessive Movement at Night

_ Waking up to Urinate

_ Grinding Teeth While Sleeping

_ Use of a sleep aid

_ CPAP intolerant

_ Use Nasal Spray daily or often
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