
	
  

	
  

          

Total Score:  ___________ 

 
Doctor’s Notes: 
______________________________________
______________________________________
______________________________________
______________________________________
________ 

	
  
	
  
Patient  Screening 
Education    
Patient  Take Home 
Date of HST___________ 
 
Device Returned   	
  	
  	
  	
  	
  	
  	
  	
  	
  	
  	
  	
  	
  	
  	
  	
  	
  	
  	
  	
  	
  	
  	
  	
  	
  	
  	
  	
  	
  	
  	
  	
  	
  	
  	
  	
  	
  	
  	
  	
  	
  	
  
Schedule for HST results 
 
Negative    Mi ld/Moderate   Severe 

	
  
	
  
	
  
	
  

Patient’s History         Yes   No 
 

Name_________________________ DOB___________Neck Size_______Age________Gender  ___M__F 
 
Height_______Weight_____Address__________________________ZipCode_______Phone__________ 
 
InsuranceCarrier_____________ID_____________________Pre-Auth #____________________________ 
 
Do you smoke__Y__N            BMI ________      Screening Date_______________          
 
If Yes, Are you ready to quit smoking? __Y __N              Patient update   1  -   2 -  3 -  4 –  5 -  6 

Internal Purposes ONLY 

Pt’s	
  Initial	
  
	
  
____________
_	
  

Pt’s	
  Initial	
  
	
  
____________	
  

Score: 0-9 Normal Range 9-12 Borderl ine 12-24 Sleepy 



	
  

	
  

 
	
  
Patient has reviewed both sides of this form and the answers are true and correct to the best of this 
knowledge information and belief. The diagnosis and treatment of sleep apnea requires interaction 
of sleep professionals who share information in order to advice a treatment plan and I authorize the 
Sleep Specialist associated with my testing and treatment to share my medical information. 
 
Print Name: 
 
 
Signature: 

Study date*       Time you fell asleep*

Typical duration of sleep*      Duration of sleep*

Current medications*

Main sleep complaint*

       Snoring

       Witnessed apnea (cessation of breath while sleeping)

       Excessive daytime sleepiness 

       Other (explain in detail)

Medical history*

*Required information

Post Sleep Questionnaire
To be completed after patient's home sleep test


