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Louisiana Sleep Diagnostics 
(866) 753-3777 

WELCOME TO OUR SLEEP CENTER 
 

Our staff has developed the following guidelines to help ensure that you receive the most comfortable and 
accurate sleep study possible: 

 
Appointment and Arrival If you cannot make your appointment please call us at  (866) 753-3777.  Please 

allow a 24-hour advance notice for cancellations.  Please do not arrive before 
8:15pm for your appointment.  The technician will awaken you between 
5:00am and 5:30am. 

 
Payment To make a payment or have payment arrangements made you must contact 

our Billing Department prior to your sleep study at (866) 667-3207. 
 
Accommodation Each bedroom suite has a queen or full bed and is equipped with cable 

television for your enjoyment.  There are no shower facilities. 
 
Special Needs If you have any special needs (i.e. handicapped, prosthetics, language barrier 

etc) please make sure that our office is aware of your needs as soon as possible 
so that we may be prepared to assist in meeting your needs. 

 
Caregiver Please do not bring anyone to your sleep study.  Should you need a caregiver to 

stay with you our office MUST be made aware of this prior to your study. 
 
Medications KEEP TAKING ALL MEDICATION unless specifically ordered by your physician.  

Any medication that you need to take while you are at your study MUST be 
brought in their original container.  We are NOT permitted to store any 
medications in a refrigerator (i.e. insulin).  Please bring something to keep your 
medication cool. 

 
Day of Study Avoid taking excessive naps to insure you are able to sleep for your 

appointment.  Please have clean, dry hair, with an easily accessible scalp 
(example: no glued on wigs or bonded weaves).  Do not apply hairspray, gel, 
talcum powder or lotion.  For males, if you are usually clean-shaven, please 
shave before your sleep study. 

 
Medical Equipment Bring any medical equipment you may use other than Oxygen.  For example if 

you use a Nebulizer, please bring all equipment/medications used with it.  We 
have oxygen if required. 

 

Please note there is a $75 cancellation fee if you do not call to cancel your  
appointment 24 hours in advance. 
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What to Wear and Bring Bring your drivers license and insurance cards in order to make a copy for our 
files.  Wear comfortable pajamas to sleep in.  Two-piece pajamas that button in 
the front are the optimal sleepwear to preserve modesty and to enable the 
technician to easily apply the electrodes.  If you don’t own two-piece pajamas, 
just bring a loose fitted tee shirt and comfortable shorts or even sweats.     

 
Billing You may receive a bill from the physician reading/interpreting your sleep study.  

This is a separate bill and NOT related to us.   
 
 
 
 

Please note there is a $75 cancellation fee if you do not call to cancel your  
appointment 24 hours in advance. 

 
 
Thank you for choosing Louisiana Sleep Diagnostics.  If you have any questions please feel free to contact me at 
(866) 753-3777. 
 
 
Sincerely, 
The Scheduling Department 
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Instructions for Sleep Study 

You will need to arrive at approximately 8:30 PM for your sleep study.  Please do 

not show up any earlier than 8:15 PM.  

 

Here are a few things to help to prepare you for the sleep study: 

1. Try to maintain your normal daytime schedule.  Avoid unusual exercise and unusual meals.  
2. PLEASE DO NOT TAKE NAPS ON THE DAY OF THE STUDY. 
3. Take only your regular medications on the day of the study, unless directed differently by your 

physician.  
4. Please bring something comfortable to sleep in.  Two piece pajamas that button in the front are 

the optimal sleepwear to enable the technician to easily apply the electrodes.  If you do not own 
two-piece pajamas, just bring a loose fitted tee shirt and comfortable shorts or even sweats.  

5. Please make sure to have clean, dry hair; free of any oils, gels, sprays, etc.  (We ask this of you 
because you will be sleeping with electrodes that will be pasted close to the scalp).  For women 
who wear hair pieces or hair extensions, or if you get your hair done weekly, please schedule 
your appointment accordingly.  

6. Patients will need to shampoo hair following each study, due to the use of paste for the 
electrodes. 

7. Please do not wear any make-up.  
8. You are welcome to bring your own pillow or blanket if this will make you more comfortable.   
9. Do not wear any lotions or oils on the body. 
10. PLEASE NOTIFY US AS SOON AS POSSIBLE IF YOU NEED TO RESCHEDULE YOUR APPOINTMENT.  
11. Please avoid any caffeinated beverages after 6:00 PM. 
12. Please eat dinner before your appointment.  Meals will not be served at the lab. 
13. Please bring a list of medications that you may be on or bring the bottles of medications so that 

the technician can make a list for you.   
14. Please fill out all patient information sheets and consent forms and bring them with you the 

night of the study.  **IF YOU DO NOT BRING THIS PACKET WITH YOU, YOU WILL HAVE TO 
COMPLETE ANOTHER PACKET WHEN ARRIVING AT THE LAB** 

15. If you normally take any medications during the night (ex. Tylenol, Aspirin, sleep aids, etc.), 
please bring this with you.  We do not administer any medications of any type.  

16. Please bring your driver’s license and insurance card with you the night of the study.  This 
includes Medicare and Medicaid card as well as Veteran Identification cards.   

**PLEASE NOTE THAT THERE IS A $75 CANCELLATION FEE IF YOU DO NOT 

CALL TO CANCEL YOUR APPOINTMENT ATLEAST 24 HOURS IN ADVANCE.** 
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17. You will have a private room with cable television but you are welcome to bring reading 
material, gameboys, etc., if this will make you more comfortable.  

18. If you can not get around by yourself to use the bathroom, get in and out of bed, etc., you will 
need to bring someone to assist you, as our techs can not always help lift you in and out of bed.  
If you deem this necessary, we will need to know to make arrangements for that person to have 
sleeping arrangements in the lab.     

19. If you are diabetic, and normally snack during the night, you are welcome to bring your own 
snacks.   

20. You will be awoken between 5:00 and 5:15 AM and will be released by 5:30 AM.   
21. You may receive a bill from the physician reading/interpreting your sleep study.  This is a 

separate bill and NOT related to us in any way.  
 

 

Thank you for choosing Louisiana Sleep Diagnostics. Please feel free to contact us 

with any questions or concerns pertaining to your future sleep study.   

 

 

 

 

 

 

 

 

 

 

 

 

 

 

**PLEASE NOTE THAT THERE IS A $75 CANCELLATION FEE IF YOU DO NOT 

CALL TO CANCEL YOUR APPOINTMENT ATLEAST 24 HOURS IN ADVANCE.** 
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PATIENT INFORMATION SHEET 

Name: ________________________________________________Sex: ___________________ 

Address: _____________________________________________________________________ 

City: ______________________________________State: _____________ Zip: ____________ 

Phone #s: (Home)-______________________________ (Work)-________________________ 

Phone #:  (Cell) - _________________________Emergency Contact #: __________________ 

Marital Status: _____Single   _____Married   _____Other 

DOB: _____________________________ Social Security #: ___________________________ 

Work Status:  _____Employed   _____Student   _____Retired 

Employer: ____________________________________________________________________ 

Referred By: ______________________________ 

 

INSURED INFORMATION 

Policy Holder’s Name: ______________________________________________Sex: ________ 

Relation to Patient: (circle one)       Self        Child        Husband        Wife       Other 

Address: _____________________________________________________________________ 

City: __________________________________________State: ___________ Zip: _________ 

Phone #s:  (Home)-____________________________ (Work)-__________________________ 

DOB: _________________________   Social Security #: ______________________________ 

Employer: ____________________________________________________________________ 

 

Insurance Co: ___________________________ Phone #: _____________________ 

Claims Address: ______________________________________________________ 

City: _______________________________  State: _________ Zip: _____________ 

Group #: ____________________________ Policy #: _______________________ 

Have you met your in-network deductible for the calendar year? ____Y  ____N     

How much is your in-network deductible per calendar year?__________ 

How much has been satisfied towards that amount?__________ 
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SECONDARY INSURANCE 

 

Policy Holder’s Name: __________________________________ Sex: __________________ 

Relation to Patient: (circle one)       Self        Child        Husband        Wife        Other 

Address: _____________________________________________________________________ 

City: _______________________________________State: __________ Zip: ______________ 

Phone #s: (Home)-_____________________________ (Work)-_________________________ 

SS#: __________________________________________ DOB: _________________________ 

Employer: ____________________________________________________________________ 

 

Insurance Co: ____________________________________Phone #: _____________________ 

Claims Address: _______________________________________________________________ 

City: _________________________________________ State: ____________ Zip: _________ 

Group #: ___________________________ Policy #: __________________________________ 

GUARANTOR (if other than patient) 

Name: _________________________________________________ DOB: ________________ 

Address: _____________________________________________________________________ 

City: ______________________________________ State: _______________ Zip: _________ 

Phone #s: (Home)-_____________________________ (Work)-_________________________ 

SS#: _______________________________________ 

For medical services rendered to myself or my dependent(s), I hereby authorize the 

following release of any information to obtain medical examination, treatment, and/or 

payment (assignment of benefits to be valid until revoked by me in writing).  Photocopies of 

this form are to be as valid as the original. 

 

I UNDERSTAND THAT HAVING INSURANCE COVERAGE DOES NOT RELEASE 

ME OF THIS LIABLITY. 

   ________________________________________________            ________________ 

                   PATIENT/GUARDIAN SIGNATURE   DATE 
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AUTHORIZATION FOR RELEASE OF CONFIDENTIAL INFORMATION 

TO: ___________________________________________________Health Care Provider 

___________________________________________________Street Address 

___________________________________________________City/State/Zip 

 

I hereby authorize and request the above named health care provider to release the complete medical 

record in their possession concerning my illness and/or treatment during the period of 

_________________________________ to: 

 

Patient: _____________________________________________________________________________ 

Address: ____________________________________________________________________________ 

 ______________________________________________________________________________ 

DOB: ___________________________________  SSN: ______________________________________ 

 

Signed: _____________________________________________________________________________ 

Witnessed: _____________________________________________________ Date: ______________ 
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Louisiana Sleep Diagnostics 
 

CONSENT FOR SLEEP STUDY 

I ______________________________________ have agreed to have a sleep study performed at 

LOUISIANA SLEEP DIAGNOSTICS.  I understand that LOUISIANA SLEEP DIAGNOSTICS will 

accept my insurance carrier’s payment as payment in full for expenses incurred during the sleep study 

minus my deductible and any co-insurance. (Insurance Assignment).  My only financial responsibility 

will be for any outstanding deductible not satisfied and co-insurance if applicable.  Once my insurance 

carrier has received billing and an explanation of benefits has been generated I will be billed for the 

remaining balance of my deductible and co-insurance which is applied to the sleep study.  I will be 

responsible for the entire balance of the bill if my insurance carrier refuses to pay for the study procedure 

due to my cancellation of the policy before the services are rendered, or if I refuse to provide information 

to my carrier that I alone must provide.   

 

I hereby authorize payment of medical benefits to LOUISIANA SLEEP DIAGNOSTICS or supplier for 

services. 

 

Patients/Guardian Signature____________________________________________ Date__________ 

 

 

Authorized Representative/Relationship ___________________________________ Date __________ 

(Name must be legible or printed) 

 

Witness ________________________________________________ Date ______________ 
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CONSENT TO TREATMENT FORM 

 

 

Your doctor will be prescribing you durable medical equipment (DME) such as a CPAP, BI Level, and/or 
supplemental Oxygen.  This prescription will be sent to a DME Company who will be contacting you 

ASAP by phone to arrange an appointment to begin your treatment.  

 
I, _____________________________________________ give consent for a DME company to contact 

me regarding the equipment I will need to begin treatment.  

 
 

 

 

 
 

________________________________________________          ______________________________ 

   PATIENT SIGNATURE       DATE 
 

 

 

 
 

 

________________________________________________         _______________________________ 
       FAMILY OR SURROGATE CARE MEMBER    DATE 
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ACKNOWLEDGEMENT OF PRIVACY RIGHTS 

 

 

 

I ___________________________________________________ hereby acknowledge that Louisiana 

Sleep Diagnostics has made available to me the Notice of Privacy Rights for review. 

 

 

 

 

 

Signature _______________________________ Relationship ________________________ 

 

 

Print Name _____________________________ Date _______________________________ 

 

 

Technician Signature _____________________________ Date _________________________ 
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LOUISIANA SLEEP DIAGNOSTICS 

2020 Pinhook Rd Ste 303 

Lafayette, LA 70508 

(337) 289-0241 

Effective Date: April 14, 2003 

THIS NOTICE DESCRIBES HOW MEDICAL INFORMATION ABOUT YOU MAY BE USED AND 

DISCLOSED AND HOW YOU CAN GET ACCESS TO THIS INFORMATION.  PLEASE REVIEW IT 

CAREFULLY. 

This Notice describes how we will use and disclose your health information in the Center.  The policies 

outlined in this Notice apply to all of your health information generated by us in the Center, whether 

recorded in your medical record, invoices, payment forms or other ways. 

OUR RESPONSIBILITIES: 

This organization is required by law to: 

 Maintain the privacy of your health information. 

 Provide you with this notice as to our legal duties and privacy practices with respect to 
information we collect and maintain about you. 

 Abide by the terms of this notice. 

 Notify you if we are unable to agree to a requested restriction. 
 Accommodate reasonable requests you may have to communicate health information by 

alternative means or at alternative locations. 

We reserve the right to change our practices and to make new provisions effective for all protected health 

information we maintain.  Any changes to this Notice will be posted at the Center, and will be available 

from us upon request.  We will not use or disclose you health information without your written 

authorization, except as described in this Notice. 
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YOUR HEALTH INFORMATION RIGHTS: 

Although your health record is the physical property of the facility that compiled it, the information 

belongs to you.  You have the right to: 

 Request that we not use or disclose your health information for a particular reason related to 

treatment, payment or our general health care operations and/or to a particular family member, 

other relative or close personal friend. We are not required to agree to your request. If we do 
agree to a restriction, we will abide by that restriction unless you are in need of emergency 

treatment and the restricted information is needed to provide that emergency treatment. To 

request a restriction, submit a written request to the Privacy Officer listed on the final page of this 
Notice. 

 To obtain a paper copy of the “Privacy Notice” upon request. 

  To inspect and obtain a copy of your health record. To arrange for access submit a written 
request to the Privacy Officer listed on the last page of this Notice. If you request copies, we will 

charge you a reasonable fee for copying and mailing the requested information. 

 To amend your health record if you believe that any health information in your record is incorrect 

or if you believe that important information is missing please contact the Privacy Officer to 
request a form for such an amendment. 

 To obtain an accounting of disclosures of your health information made by our Center during the 

time period for which you request (not to exceed 6 years) submit a request to our Privacy Officer. 
The following disclosures will not be accounted for: 1) disclosures made for the purpose of 

carrying our treatment, payment or healthcare operations 2) disclosures made to you 3) 

disclosures of information maintained in our patient directory, or disclosures made to persons 
involved in your care, or for the purpose of notifying your family or friends about your  

whereabouts 4) disclosures for national security or intelligence purposes 5) disclosures to 

correctional institutions or law enforcement officials who had you in custody at the time of 

disclosure 6) disclosures that occurred prior to April 14, 2003. 7) disclosures made pursuant to an 
authorization signed by you 8) disclosures that are part of a limited data set 9) disclosures that are 

incident to another permissible use or disclosure, or 10) disclosures made to a health oversight 

agency or law enforcement official, but only if the agency or official asks us not to account to you 
for such disclosures and only for the limited period of time covered by the request. The 

accounting will include the date of each disclosure, the name of the entity or person who received 

the information and that persons address (if known) and a brief description of the information 

disclosed and the purpose of the disclosure. 
 Receive confidential communications of your health information by alternative means or at 

alternative locations upon request. This means that you may, for example, designate that we 

contact you at work rather that home. To request communications via alternate means or alternate 
locations, you must submit a written request to the Privacy Officer. All reasonable requests will 

be granted. 

 Revoke your authorization to use or disclose health information except to the extent that action 
has already been taken in reliance on your prior authorization. Such request must be made in 

writing to the Privacy Officer.    
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EXAMPLES OF HOW WE MAY USE OR DISCLOSE YOUR HEALTH INFORMATION:  

In some circumstances we are permitted or required to use or disclose your health information without 

obtaining your prior authorization and except as noted below, without offering you the opportunity to 

object. These circumstances include: 

 Treatment: We will use your health information for the purpose of providing, or allowing others 
to provide, treatment to you or any other individual. For example, your protected health 

information may be provided to a physician to whom you have been referred to ensure that the 

physician who assumes your care has the necessary information to diagnose or treat you. In 

addition, we may disclose your health information from time to time to another physician or 
healthcare provider who, at the request of your physician, becomes involved in your care. We 

may also contact you to provide appointment reminders. 

 Payment: We will use your health information for the purpose of allowing us, as well as other 
entities, to secure payment for healthcare services provided to you. For example: A bill may be 

sent to you or a third-party payer, including Medicare and Medicaid. The information in or 

accompanying the bill may include information that identifies you, as well as your diagnosis, 
procedures and supplies used. 

 Regular Healthcare Operations: We may use or disclose your health information in order to 

support the business activities of this laboratory. These activities include, but are not limited to, 

quality assessment activities, employee review activities, training of technicians, licensing and 
conducting or arranging for other business activities. For example, we may use a sign-in sheet 

and we may also call you by name when your technician is ready for you. 

 Notifications and communications with family: Unless you notify us that you object, we may use 
or disclose information to assist in notifying a family member or other person responsible for 

your care, your location, general condition or information that is directly related to that person’s 

involvement in your care or payment related to your care. 

 Research: We may disclose information to researchers when their research has been approved by 
an institutional review board that has reviews the research proposal and established protocols to 

ensure the privacy of your health information. 

 Organ procurement organizations: If you are an organ donor, we may disclose your health 
information to an organ procurement organization.  

 Worker’s compensation: We may disclose your health information as authorized by laws relating 

to Worker’s compensation or similar programs. 
 Public safety: We may use or disclose your health information to prevent or lessen a serious 

threat to the health or safety of another person or to the public. 

 Law Enforcement: We may disclose your health information in the course of certain judicial or 

administrative proceedings. We may also disclose information for the military, national security, 
intelligence activities, criminal corrections or public benefit purposes. 

 Health oversight activities: We may disclose your health information to health agencies for 

activities authorized by law, including audits, inspections, licensure or civil, administrative or 
criminal investigations. 

 

You have the right to complain to us and/ or the United States Department of Health and Human Services. 

You will not be penalized for filing a complaint. If you file a complaint with Department of Health and 
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Human Services, their address is: U.S. Department of Health and Human Services, Atlanta Federal 

Center, Suite 3B70 61 Forsyth Street SW, Atlanta, GA 30303-8909. To complain to us please contact: 

 

Louisiana Sleep Diagnostics, LLC  

Attn: Steve Savarese 

Privacy Officer 

2020 Pinhook Rd. 

Ste. 303 

Lafayette, LA 70508 

225-235-0695 

THIS NOTICE IS EFFECTIVE AS OF APRIL 14,  2003       
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HIPAA Privacy Authorization Form 
Authorization for Use or Disclosure of Protected Health Information 

(Required by the Health Insurance Portability and Accountability Act – 45 CFR Parts 160 and 164) 

 

If you would like some person other than yourself to have access to your medical records and 

information, and allow Louisiana Sleep Diagnostics to release such information to that person, 

you must authorize the release of the information by completing the below: 
 

I,          authorize Louisiana Sleep 

Diagnostics to discuss my medical records and information with the following 

family members: 

              

              

              

 

I understand that I have the right to revoke this authorization, in writing, at any time. I 

understand that a revocation is not effective to the extent that any person or entity has already 

acted in reliance on my authorization or if my authorization was obtained as a condition of 

obtaining insurance coverage and the insurer has a legal right to contest a claim. 
 

              
Signature of Patient or Personal Representative   Date 

 

              

Print Name of Patient or Personal Representative    Relationship to Patient 
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Patient’s Name:______________________________________________________________________________ 

Patient’s Height: ________________________Weight: _______________________   Age: ________________ 

Neck Size:__________________________   Date of Birth: __________________________________________ 

SIGNS & SYMPTOMS  ( Circle yes or no on each ) 

Snoring interrupted by silence and absence of breath       Yes       No 

Loss of Energy            Yes        No Forgetfulness                     Yes      No 

Irritability / Short Temper   Yes       No Mood / Behavior Changes    Yes      No 

Anxiety / Depression          Yes        No  Decreased interest in Sex    Yes      No 

Trouble Concentrating        Yes       No Heavy Snoring                 Yes      No 

Do you have pain?  Yes    No 

If so, please rate your pain from 1-5 (1 being very little pain, 5 being excruciating pain) _________ 

  Quality of Pain ______Ex:: Sharp, Dull, Achy 

Location ____________________________        Frequency ______________ (How often) 

1.  Are you sleepy during the day  Yes   No 

2.  Do you fall asleep easily under the following conditions? 

A.  Sitting quietly   Yes   No 

  B.  Driving   Yes   No 

  C.  Talking   Yes   No 

  D.  Eating   Yes   No 

  E.  Standing   Yes   No 
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List any medications you take regularly including over the counter medications, hormones, birth 

control, herbs, vitamins, etc. 

____________________________________________________________________________________ 

_____________________________________________________________________________________ 

_____________________________________________________________________________________ 

_____________________________________________________________________________________ 

List any drugs in which you have an allergic reaction: 

_____________________________________________________________________________________________ 

_____________________________________________________________________________________________ 

_____________________________________________________________________________________ 

1. Please circle any of these symptoms you experience either when sleeping or trying to fall asleep:  

Yes     No      Heartburn   Yes     No       Sour Belches  Yes     No       Sore Throat 

Yes     No      Night Sweats  Yes     No       Leg Jerking   Yes     No       Bed Wetting 

Yes     No      Dry Throat  Yes     No       Leg Swelling   Yes     No       Fall out of bed 

Yes     No       Irresistible urge to move legs 

2.  What time do you normally go to bed? ________________ 

3.  How long does it normally take you to fall asleep? _____________________ 

4.  How many times do you wake up at night? _______________________ 

5.  What time do you usually wake up in the morning? _________________ 

6.  What time do you usually get up in the morning? _________________ 

7.  Do you normally sleep longer when you do not have to get up?   Yes        No 

     How much longer? __________________ 

8.  Upon waking up in the morning, how do you feel?   (Please circle) 

COMPLETELY RESTED  PARTIALLY RESTED  NOT RESTED AT ALL 
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9. Do you frequently wake up in the morning with a headache?  Yes No 

10. As you fall asleep or wake up do you have vivid / lifelike dreams, or nightmares?      Yes     No 

11. When you get angry / excited do you have sudden weakness or does any part of your body go       

limp?    Yes        No 

12. As you are trying to fall asleep or wake up do you ever have an inability to move?       Yes       No 

13. Have you ever driven / traveled somewhere and did not remember how you got there?  Yes    No 

14. What is your current weight?   __________________________________ 

15. How long have you weighed this amount? _____________________________ 

16. What is the most that you have ever weighted? _________________________ 

17. When did you weigh this amount? ___________________________________ 

Please list any surgeries that you have had.  

_____________________________________________________________________________________ 

_____________________________________________________________________________________ 

_____________________________________________________________________________________ 

_____________________________________________________________________________________ 

_____________________________________________________________________________________ 

Do you smoke?                       Yes       No          If yes,   how long? _____________________ 

Did you previously smoke?    Yes       No               If yes,   how long? _____________________ 

Do you drink alcohol?            Yes       No              If yes,   how frequently? ________________ 

Do you have any family members who have a sleep disorder?    Yes            No 

 Please explain: ____________________________________________________________ 

List any other problems or symptoms that you may have that are not listed above: 

_____________________________________________________________________________________

_____________________________________________________________________________________ 

_____________________________________________________________________________________ 
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IMPORTANT HEALTH INFORMATION 

Have you had any health problems in any of these areas? 

PLEASE CIRCLE ALL THAT APPLY: 

Yes        No   Deviated Septum / Broken nose 

Yes        No   Sinuses 

Yes        No   Allergies 

Yes        No   Heart   Please explain: 

____________________________________________________________________________________ 

Yes        No   High blood pressure 

Yes        No   Asthma 

Yes        No   Other Respiratory Problems       Please explain: 

_____________________________________________________________________________________ 

Yes        No     Indigestion 

Yes        No    Kidney trouble     Please explain: 

_____________________________________________________________________________________ 

Yes        No               Sexual Dysfunction 

Yes        No   Cancer      Please explain: 

_____________________________________________________________________________________ 

Yes        No   Diabetes 

Yes        No   Hormone Imbalance 

Yes   No   Seizures / Epilepsy Please explain: 

_____________________________________________________________________________________ 

Yes        No   Thyroid Disease 

Yes        No   Bullous Lung Disease 

Yes        No   Cerebral Spinal Fluid Leaks (CSF) 

Yes        No    Cribriform Palate Abnormalities 

Yes        No   History of head trauma      Please explain: 

_____________________________________________________________________________________ 
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The Epworth Sleepiness Scale 

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

to feeling just tired?  This refers to your usual way of life in recent times.  Even if 

you have not done some of these things recently, try to work out how they would 

have affected you.  Use the following scale to choose the most appropriate number 

for each situation: 
                          0 = Never doze 

                          1 = Slight chance of dozing 

                          2 = Moderate chance of dozing 

                          3 = High chance of dozing 

 

Situation Chance of Dozing 

Sitting and Reading _____________________ 

Watching TV _____________________ 

Sitting inactive, in a public place 

(a movie theater or a meeting) 

_____________________ 

Passenger in a car for an hour without a break _____________________ 

Lying down to rest in the afternoon when circumstances 

permit 

_____________________ 

Sitting and Talking with someone _____________________ 

Sitting quietly after lunch without alcohol _____________________ 

In a car, while stopped for a few minutes in the traffic _____________________ 

 

 


