
Advanced Patient Sleep Screening Form v. 1.0

Daily  Often  Infreq  Never
____  ____  ____    ____
____  ____  ____    ____
____  ____  ____    ____

Daily  Often  Infreq  Never
____  ____  ____    ____
____  ____  ____    ____

Daily  Often  Infreq  Never
____  ____  ____    ____
____  ____  ____    ____
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11.  Does a small amount of alcohol give you a headache?       Y / N
12.  Do you suffer from memory loss?                      Y / N
13.  Do you experience depression?                       Y / N
14.  Do you have pain or clicking/popping in your jaw?          Y / N
                   If yes, please describe: 
____________________________________________________________________
________________________________________________________________________________________________________________________________________
____________________________________________________________________
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