Appendix 
Sleep questionnaire
1) General Information
Name and surname: 
Age (years): 
Weight (kg): 
Height (cm):

2) Background
Ever your physician has told you that you have had or have any of the following problems? 

	
	Yes
	No

	Asthma 
	(
	(

	Emphysema or chronic bronchitis 
	(
	(

	COPD (chronic obstructive pulmonary disease) 
	(
	(

	Angina pectoris (coronary insufficiency)
	(
	(

	Coronary artery disease 
	(
	(

	Heart attack (infarction) 
	(
	(

	Hypertension (high blood pressure) 
	(
	(

	Cardiac arrhythmias 
	(
	(

	Stroke or cerebral hemorrhage
	(
	(

	Diabetes or high blood glucose 
	(
	(

	Metabolic syndrome or insulin resistance 
	(
	(

	Hypothyroidism 
	(
	(

	Rhinitis or nasal congestion 
	(
	(

	Scoliosis, kyphoscoliosis, spinal deformity 
	(
	(

	Pulmonary fibrosis or other lung diseases 
	(
	(

	Pulmonary tuberculosis sequelae 
	(
	(

	Neuromuscular diseases (myasthenia gravis, amyotrophic lateral sclerosis, other)
	(
	(

	Heart failure 
	(
	(

	Pulmonary hypertension 
	(
	(

	Bronchiectasis 
	(
	(

	Narcolepsy 
	(
	(

	Restless Legs 
	(
	(

	Insomnia 
	(
	(

	Acidity, warmth or burning sensation in the chest (Gastroesophageal reflux) 
	(
	(

	Menopause (women only)
	(
	(


3) Other diseases or problems:
4) Please list the medications you are taking:
5) Berlin questionnaire

Height (cm) ________ Weight (kg)________ Age______ Male / Female

Please choose the correct response to each question.

Category 1                                                             

1. Do you snore? 
_a. Yes 
_b. No 
_c. Do not know 
If you snore: 
2. Your snoring is:

_ a. Slightly louder than breathing 
_ b. As loud as talking 
_ c. Louder than talking 
_ d. Very loud (can be heard in adjacent rooms) 
3. How often do you snore? 
_ a. Almost every day

_ b. 3-4 times a week 
_ c. 1-2 times a week 
_ d. 1-2 times a month 
_ e. Never or almost never 
4. Does your snoring bother other people? 
_ a. Yes 
_ b. No 
_ c. Do not know 
5. Has anyone noticed that you quit breathing during your sleep? 
_ a. Almost every day 
_ b. 3-4 times a week 
_ c. 1-2 times a week 
_ d. 1-2 times a month 
_ e. Never or almost never 
Category 2

6. How often do you feel tired after your sleep?

_ a. Almost every day

_ b. 3-4 times a week

_ c. 1-2 times a week

_ d. 1-2 times a month

_ e. Never or almost never

7. How often do you feel tired during your waking time?

_ a. Almost every day

_ b. 3-4 times a week

_ c. 1-2 times a week

_ d. 1-2 times a month

_ e. Never or almost never

8. Have you ever fallen asleep while driving a vehicle?

_ a. Yes

_ b. No

If yes:

9. How often does this occur?

_ a. Almost every day

_ b. 3-4 times a week

_ c. 1-2 times a week

_ d. 1-2 times a month

_ e. Never or almost never

Category 3

10. Do you have high blood pressure?

_ Yes

_ No

_ Don’t know
6) Other problems of sleep and wakefulness 

1. How often do you have the following problems during sleep?

0 = Never 

1 = Rarely (once a month) 

2 = Sometimes (2-4 times a month) 

3 = Frequently (5-15 times a month) 

4 = Almost always (16-30 times per month)
	Difficulty falling asleep 
	0
	1
	2
	3
	4

	Waking while you are sleeping and delay in returning to sleep
	0
	1
	2
	3
	4

	Waking several times during sleep
	0
	1
	2
	3
	4

	Waking more than once at night to urinate
	0
	1
	2
	3
	4

	Nightmares and bad dreams 
	0
	1
	2
	3
	4

	Sweating a lot while sleeping
	0
	1
	2
	3
	4

	A lot of difficulty getting up in the morning
	0
	1
	2
	3
	4


2. In the last months, have you noticed? 

Difficulty concentrating: Yes / no

Memory has decreased: Yes / No

Has to make more effort to keep the attention: Yes / No
3. How often do you wake up in the morning with headache?

Never 

Rarely (only few times) 

Sometimes (a few nights a month) 

Frequently (1-3 times a week) 

Very frequently (more than 3 times a week)

4. When you are in bed before falling asleep, do you feel unpleasant discomfort in your legs? Yes / No

If you answered "Yes" to the question above:                                                                 
4a-Do you move your legs in bed to calm these discomforts? Yes / No

4b-Do you get up and walk to ease the discomfort in your legs? Yes / No
8. When you laugh, is happy or excited, or in other circumstances, have you noticed any of these symptoms?             
	Symptoms
	Never
	1-5 times in life
	Monthly
	Weekly
	Almost every day

	The knees are loosened or bent 
	
	
	
	
	

	The mouth opens 
	
	
	
	
	

	The head falls forward or loosens
	
	
	
	
	

	Sudden loss of muscle strength
	
	
	
	
	


7) Evaluation of sleepiness                                                                                                                                              

	
	
	
	

	Using the rating scale below, rate each of the following statements as it best applies to you:

	
	Would never doze
	Slight chance
of dozing
	Moderate chance
of dozing
	High chance
of dozing

	Sitting and reading
	0
	1
	2
	3

	Watching TV
	0
	1
	2
	3

	Sitting inactive in a public place (e.g. cinema or in a meeting)
	0
	1
	2
	3

	Being in a car for an hour as a passenger (without a break)
	0
	1
	2
	3

	Lying down to rest in the afternoon (when possible)
	0
	1
	2
	3

	Sitting and chatting to someone
	0
	1
	2
	3

	Sitting quietly after lunch (not having had alcohol)
	0
	1
	2
	3

	In a car when you stop in traffic for a few minutes
	0
	1
	2
	3

	Total score
	


