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Barbiturates

(for pain relief or sleeping)
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Mitral Valve Prolapse

Gastroesophageal Reflux (GERD)
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HeadacHe Questionnaire 
1. How long have you been having headaches? Please be specific in terms of months and

years__________________________________________________________________________________________________
2. What time of day (or night) do you feel the pain? (Mornings, toward the end of the day, mid to late

evening, all day long, needs to be triggered, combination of above, etc.) Please be
specific_______________________________________________________________________________________________

3. What side of the head does the pain usually occur? On one side only, or both sides? Front and/or back of
your head? Does it alternate? ____________________________________________________

4. How often does the pain occur? (Once or more a week, once a month, etc. Please be
specific.)______________________________________________________________________________________________

5. How long does the pain last? (Minutes, hours, or days? Please be specific.) ___________________
_________________________________________________________________________________________________________

6. Where does the pain begin?  Is this a repeated location(s)?______________________________________
7. Does the pain move around your head? Does it start one place then move? Please be

specific________________________________________________________________________________________________
8. Is the pain deep to the touch, or is it near the surface of the skin?_______________________________
9. On a scale of 1 to 10, where one is not noticeable pain and ten being the most intense pain, how would

you rate your headache pain? _________________________________________________________
10. How often does it get to that intensity?____________________________________________________________
11. What type of pain is it? (dull ache, sharp stabbing, boring, numbness, emptiness, tight band around the

head, pressure, tingling, intense)______________________________________________________
12. Do you experience altered vision or difficulty seeing related to the headache? ________________
13. Do you experience bloating, gas, constipation or diarrhea after meals?_________________________
14. What can bring on a headache?: certain foods, alcohol, caffeine, tiredness, menstrual cycle, emotional

upset, physical activity, poor sleep, elevation change, or pain in other parts of the
body.__________________________________________________________________________________________________

15. What can decrease the pain? Sleep, rest, foods, exercise, menstrual cycle, vomiting, caffeine, medication,
or healthy conversation._______________________________________________________________

16. Are there any other parts of your body that also hurt? (Neck, back, jaw, etc.)Please be
specific._______________________________________________________________________________________________

17. What else do you notice when you have the pain? (Ringing in the ears, dizziness, loss of balance, jaw 
noises, sensitivity to: light, sounds or smells, pain in other parts of the body,
nausea/vomiting).___________________________________________________________________________________

18. Please list previous treatments have you had for this condition? Which, if any, have helped?
_________________________________________________________________________________________________________

19. What is currently being done to treat the headaches? ____________________________________________
20. Is it related in any way to a life event, accident, trauma or dental experience? ________________

______________________________________________________________________________________________________
21. What do you think is the cause of the pain? _______________________________________________________
22. Are there family members with Headaches? Who? _______________________________________________
23. What brings you to treatment at this time? _____________________________________________________





 

SLEEP QUESTIONNAIRE 

Please complete all information to aid your Doctor in evaluating your Sleep. 

Last Name                                                                    First Name                                                M.I._______ 

D.O.B.____\____\____ Age____ Height______ Weight__________ 

Gender   M/F      Smoker  Y/N     Alcohol  Y/N     Recreational Drugs  Y/N     Prescription Drugs  Y/N 

Referring Doctor  _________________________________ Phone Number (_____)__________________ 

Address_________________________________ City____________________ State_____ ZIP__________ 
 
Please answer the following questions as it relates to your sleeping patterns. 
1) How long does it take for you to fall asleep?________(minutes) 
2) How many times do you awaken at night?____________(# of times) 
3) How long does it take you to fall back asleep?________(minutes) 
4) What wakes you? (pain, bathroom, thoughts racing in mind,  gasping, etc.)_________________________  
5) Do you take nap(s) in the day time?________ 
6) Do you ever need a sleeping aid to get to sleep?______________(Sleeping pill, music, alcohol, etc) 
7) If so, what, how much, and how often? _____________________________________________________  
8) Do you prefer to have noise or light on in the evening (i.e TV, etc) __________ 
9) Of the time spent in your bed, what proportion do you estimate you spend on your:   
 back_______ side_______ stomach_______   (Be sure that these total 100% please). 
 
 

Epworth Sleepiness Scale 
 

How likely are you to doze off or fall asleep in the following situations, in contrast to feeling just tired? 
Use the following scale to choose the most appropriate number for each situation: 
 
   0 = no chance of dozing 
   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 (e.g. a theater or a meeting) ………………………………___ 
As a passenger in a car for an hour without a break…………………………………………___ 
Lying down to rest in the afternoon when circumstances permit……………………………___ 
Sitting and talking to someone ………………………………………………………………___ 
Sitting quietly after lunch without alcohol…………………………………………………...___ 
In a car, while stopped for a few minutes in traffic………………………………………….___ 
 
          Total score …………___ 



�   1    I have been told that I snore.  �   23.   When I am angry or surprised, I feel like my 
�   2.  I have been told that I hold my breath muscles are going limp. 

when I sleep.  �   24.   I have fallen asleep while driving. 
�   3. I have high blood pressure/Hypertension . �   25.   I often feel like I am in a daze. 
�   4.    My friends and family say that I’m �   26.   I have experienced vivid dreamlike scenes 

  grumpy and irritable.   upon falling asleep or awakening. 
�   4A. I have depression and/or anxiety.  
�   5.   I wish I had more energy. �   27.   I have fallen asleep in social settings such 
�   6.   I sweat excessively during the night. as at the movies or at a party. 
�   7.    I have noticed my heart pounding or �   28.   I have trouble at work because of sleepiness. 

 beating irregularly during the night. �   29.   I have dreams soon after falling asleep or  
�   8.    I get morning headaches during naps. 

�   8A.    I have migraines. �   30.   I have “sleep attacks” during the day no matter 
�   8B    I have a Jaw problem (pain, clicking).  how hard I try to stay awake. 
�   9.    I suddenly wake gasping for breath. 
�   10. I am overweight more than 10lbs. 
�   10A.  I have to drink several cups of coffee or tea 

to stay alert throughout the day. �   31.   I have had episodes of feeling paralyzed during        
my sleep. 

�   11.  I seem to be losing my sex drive. 
�   12.  I often feel sleepy and struggle to �   32.   I wake up at night with an acid/sour taste in my 

 remain alert.  
�   12A.  I have noticed memory loss. �   33. I wake up night coughing or wheezing.         

�   13.   I frequently up wake with a dry mouth. �   34. I have frequent sore throats. 
�   14.   I have difficulty falling asleep.  �   34A. I feel nauseous in the morning and/or at night. 
�   15. Thoughts race through my mind  �   35. During the night I suddenly wake up feeling 

and prevent me from sleeping.  like I am choking. 
�   16. I anticipate a problem with sleep 

several times a week.  �   36. Other than when exercising, I still experience 
�   17. I wake up and cannot go back to sleep. muscle tension in my legs. 
�   18. I worry about things and have trouble �   37. I have noticed (or others have commented) that 

relaxing. parts of my body jerk during sleep. 
�   19.  I wake up earlier in the morning �   38. I have been told that I kick at night. 

than I would like to. �   39. When trying to go to sleep, I experience an 
�   20. I lie awake for half and hour or more aching or crawling sensation in my legs. 

before I fall asleep. �   40. I experience leg pain or cramps at night.  
�   21. I often feel sad and depressed at night. �   41.  Sometimes I can’t keep my legs still at night, 
�   22. I have trouble concentrating at work I just have to move them to feel comfortable. 

or school or in conversation. �   42. Even though I slept during the night, I feel 
sleepy during the day. 

Scoring: 

Questions 1-13: If you marked three or more boxes, you show symptoms of a Sleep Disordered Breathing problem 
such as Sleep Apnea – a potentially serious disorder that causes you to stop breathing repeatedly during sleep, 
lowering your blood oxygen levels and disturbing rest. 

Questions 14-21: If you marked three or more boxes, you show symptoms of Insomnia – a persistent inability to fall 
asleep or stay asleep, possibly due to a sleep disordered breathing problem. 

Questions 22-31: If you marked three or more boxes, you show symptoms of Narcolepsy or Cataplexy – a disorder 
characterized by uncontrollable sleep attacks during the day. 

Questions 32-35: If you marked two or more boxes, you show symptoms of Gastroesophageal Reflux- a disorder 
caused by acid “backing up” into the esophagus during sleep, possibly due to a sleep disordered breathing problem. 

Questions 36-42: If you marked three or more boxes, you show symptoms of Periodic Limb Movement Disorder- 
uncontrollable leg or arm jerks during sleep or Restless Leg Syndrome – uncomfortable feelings in the legs at night. 
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Conejo	Valley	–	Thousand	Oaks	Office	
555	Marin	Street	#108	

Thousand	Oaks,	CA	91360	
	

	
	

Driving	Directions:	
	

From	the	101	Freeway	North	
1. Take	the	Moorpark	Rd.	Exit	
2. Turn	Right	onto	S.	Moorpark	Rd.	
3. Turn	Left	onto	W	Hillcrest	Dr.	
4. Turn	Right	onto	Marin	St.	

	

From	the	101	Freeway	South	
1. Take	the	Moorpark	Rd.	Exit	
2. Turn	Left	onto	Moorpark	Rd.	
3. Turn	Left	onto	Hillcrest	Dr.	
4. Turn	Right	onto	Marin	St.	
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Los	Angeles	–	Brentwood	Office	

11980	San	Vincente	Blvd.	#619	

Los	Angeles,	CA	90049	
	

	
	

Driving	Directions:	
	

From	the	I-405	N/San	Diego	Fwy	
1. Take	Exit	for	I-10	W/I-10	E	toward	

Santa	Monica/Los	Angeles	

2. Keep	Left	at	the	Fork	and	Merge	

onto	I-10	W/Santa	Monica	

3. Take	Exit	Toward	Bundy	Drive	N	

and	Merge	onto	Bundy	Dr.	

4. Turn	Left	to	Stay	on	Bundy	Dr.	

5. Turn	Right	onto	San	Vicente	Blvd.	

6. Destination	is	on	the	Right	

From	the	I-405	S/San	Diego	Fwy	
1. Take	the	Sunset	Blvd.	Exit	

2. Turn	Left	onto	N	Church	Ln.	

3. Turn	right	onto	Sunset	Blvd.	

4. Turn	Left	onto	S	Kenter	Ave.	

5. Continue	onto	Bundy	Dr.	

6. Use	the	Middle	Lane	&	Turn	Left	

onto	San	Vincente	Blvd.	

7. Destination	is	on	the	Right	

	


