Sleep Health Questionnaire

OwmOF / /
Patient Name Gender DOB
Address, City, State Zip
Cell Phone Alt. Phone Email
Medical Insurance Company ID# Group#
Primary Care Physician's Name Physician's Phone

e
ad

Patient Sleepiness Scale (Risk Factors): Please check all that apply. Additional comments below:

1. | have been told | stop breathing while asleep 1 8

2. | have fallen asleep or nodded off while driving 1] 6 I

3. I’'ve woken up with shortness of breath / gasping or my heartracing [ | 6 5

4. | feel excessively sleepy or fatigued during the day 1 4 é

5. I snore or have been told that | snore 1] 4 E

6. | have had weight gain and found it difficult to lose 1 4

7. I have been diagnosed with high blood pressure 1 4

8. It takes me less than 10 minutes to fall asleep 1 4

9. I wake up more than 1 time per night 1 4

10. I wake up with headaches 1 4

Total points from above Check your Risk Level Score: O Low:0-7 [ 8-11 [OHigh:12-15 [0 Severe: 16+

Patient Health History (Signs & Symptoms): Please check all that apply. *Ask your doctor to complete below
Loud Snoring Diabetes 1 BMI > 30 (see reverse) -
Depression/Anxiety History of Stroke/Heart Disease Acid [ Narrow upper arch e
Unrefreshed Sleep Upon Waking Reflux/GERD [ Visual airway obstruction ©
Memory Loss Hypertension [ Large/scalloped tongue =
Irritability/Moodiness Witnessed Choking/Gasping/Apnea O Neck size: Male = 16.5” or Female = 16” i
Wake Up with Dry Mouth Family History of Sleep Apnea - - m
Sinus/Allergy Issues Deviated Septum ! u Ibs
Have CPAP Machine/Previous Dx of OSA Grind Teeth/Bruxism - -

Height Weight BMI
Patient Signature Date inches e
Neck Size Blood Pressure Heart Rate

I authorize this practice and EZ Sleep to have and release my medical information for the purpose of the coordination of care.

. g . P Certain Insurance payers require a Risk Level Score of High
Prescri pthI‘I / Statement of Medical NeceSSIty' andyor least two (2) Signs & Symptoms sometimes up to four (4).

Home Sleep stu dy (G47.33 to be used to rule out OSA, unless stated differently. If other, please specify):

m
\/ Baseline (up to three-night home sleep test will be administered based upon ordering provider or payer) S
. . o
[ Follow Up / Assessment of oral appliance efficacy bl
NPI#: a
State Lic#: m
o c
Office Contact: ]
Dr. Signature: Date: Phone:
| certify that above home sleep test is medically indicated and is reasonable and necessary
with reference to the standards of medical practice and treatment of this patient’s condition. Code: EZ-18
EZSLEEP Fax: 888-999-1887 « OrderEntry@EzSleepTest.com « Phone: 888-240-7735

Please fax or email completed form with copies of ID & medical insurance cards
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Mallampati Score
& BMI Chart

Visual Obstruction and Body Mass Index

Reference Sheet
CLAss Il CLASS IV
Normal Overweigh Obese Extreme Obesity
t
BMI19202122232425262728293031323334
(kg/m2)
Height
(inches)

60 97 1102|107 ) 112 ) 118 | 123 | 128 | 133 | 136 | 143 | 148 | 153 | 158 | 163 | 168 | 174
61 100 1 106 | 111 | 116 | 122 | 127 [ 132 | 137 | 143 | 148 | 153 | 158 | 164 | 169 | 174 | 180
62 1041 109 115 120 ) 126 | 131 | 136 | 142 | 147 | 153 | 158 | 164 | 169 | 175 | 180 | 186
63 107 M3 | 118 ) 124 1 130 | 135 | 141 | 146 | 152 | 158 | 163 | 169 | 175 | 180 | 186 | 191
64 10| 116 | 122 | 128 | 134 | 140 | 145 | 151 | 157 | 163 | 169 | 174 | 180 | 186 | 192 | 197
65 114 | 120 | 126 | 132 | 138 | 144 | 150 | 156 | 162 | 168 | 174 | 180 | 186 | 192 | 198 | 204
66 118 | 124 | 130 | 136 | 142 | 148 | 155 | 161 | 167 | 173 | 179 | 186 | 192 | 198 | 204 | 210
67 1241 127 | 134 | 140 | 146 | 153 | 159 | 166 | 172 | 178 | 185 | 191 | 198 | 204 | 211 | 217

68 1251 131 | 138 | 144 | 151 | 158 | 164 | 171 | 177 | 184 | 190 | 197 | 203 | 210 | 216 | 223
69 1281 135 142 | 149 155 | 162 | 169 | 176 | 162 | 189 | 196 | 203 | 209 | 216 | 223 | 230
70 132 1 139 | 146 | 153 | 160 | 167 | 174 | 181 | 168 | 195 | 202 | 209 | 216 | 222 | 229 | 236
71 136 | 143 | 150 | 157 | 165 | 172 | 179 | 186 | 193 | 200 | 208 | 215 | 222 | 229 | 236 | 243
12 140 | 147 | 154 | 162 | 169 | 177 | 184 | 191 | 199 | 206 | 213 | 221 | 228 | 235 | 242 | 250

73 144 1 151 | 159 | 166 | 174 | 182 | 189 | 197 | 204 | 212 | 219 | 227 | 235 | 242 | 250
74 148 1 155 163 | 171 | 179 | 186 | 194 | 202 | 210 | 218 | 225 | 233 | 241 | 249 | 256

75 152 | 160 | 168 | 176 | 184 | 192 | 200 | 208 | 216 | 224 | 232 | 240 | 248 | 256 | 264 | 272
76 156 | 164 | 172 | 180 | 189 | 197 [ 205 | 213 | 221 | 230 | 238 | 246 | 254 | 263 | 271 | 279

EzZSLEEP Fax: 888-999-1887 « OrderEntry@EzSleepTest.com « Phone: 888-240-7735
Z2555N Fax or email completed frontside form with copies of ID & medical insurance cards
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