	CENTRE FOR SLEEP AND CHRONOBIOLOGY                                                                            THE SLEEP ASSESSMENT QUESTIONNAIRE©
	

	
	

	
	

	Patient Name:
	 
	
	  Male
	 
	

	
	
	
	 
	 
	
	
	 
	
	Female
	 
	

	Today's Date:
	 
	 
	 
	
	
	
	
	
	
	

	
	
	 Day
	 Month
	 Year
	
	 Height:
	 
	 inches
	Weight:
	 
	 lbs.

	Date of Birth:
	 
	 
	 
	
	         or
	 
	 cm
	         or 
	 
	 kg

	
	
	
	
	
	
	
	
	 
	
	
	

	PLEASE ANSWER EACH QUESTION BY CHECKING THE ONE ANSWER THAT FITS BEST
	

	Over the past month, how  often have you experienced the following……..
	

	
	
	
	
	
	Never
	Rarely
	Some     times
	Often
	Always
	Don't Know
	

	
	
	
	
	
	
	
	
	
	
	
	

	1. Difficulty falling asleep?
	 
	 
	 
	 
	 
	 
	

	
	
	
	
	
	
	
	

	2. Sleeping for less than 5 hours?
	 
	 
	 
	 
	 
	 
	

	
	
	
	
	
	
	
	

	3. Sleeping more than 9 hours?
	 
	 
	 
	 
	 
	 
	

	
	
	
	
	
	
	
	

	4. Repeated awakenings  during your sleep?
	 
	 
	 
	 
	 
	 
	

	
	
	
	
	
	
	
	

	5. Loud snoring?
	 
	 
	 
	 
	 
	 
	

	
	
	
	
	
	
	
	

	6. Interruptions to your breathing during sleep?
	 
	 
	 
	 
	 
	 
	

	
	
	
	
	
	
	
	

	7. Restlessness during your sleep                                                                    (e.g. move your legs or kick)?
	 
	 
	 
	 
	 
	 
	

	
	
	
	
	
	
	
	

	8. Nightmares or waking up frightened or crying out loud?
	 
	 
	 
	 
	 
	 
	

	
	
	
	
	
	
	
	

	9. Waking up before you want to             (i.e., getting less sleep than you need)?
	 
	 
	 
	 
	 
	 
	

	
	
	
	
	
	
	
	

	10. Waking up NOT feeling refreshed or thoroughly rested?
	 
	 
	 
	 
	 
	 
	

	
	
	
	
	
	
	
	

	11. Waking up with aches or pains or stiffness?
	 
	 
	 
	 
	 
	 
	

	
	
	
	
	
	
	
	

	12. Falling asleep while sitting                    (e.g., reading, watching t.v.)?
	 
	 
	 
	 
	 
	 
	

	
	
	
	
	
	
	
	

	13. Falling asleep while doing something (e.g., driving, talking to people)?
	 
	 
	 
	 
	 
	 
	

	
	
	
	
	
	
	
	

	14. Working shifts?
	 
	 
	 
	 
	 
	 
	

	
	
	
	
	
	
	
	

	15. Working night shifts?
	 
	 
	 
	 
	 
	 
	

	
	
	
	
	
	
	
	

	16. Irregular bed time and/or wakeup time during work or weekdays?
	 
	 
	 
	 
	 
	 
	

	
	
	
	
	
	
	
	

	17. Taking medication for sleep or nervousness?
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For further information on the Sleep Assessment Questionnaire© contact Dr. Harvey Moldofsky, Sleep Disorders Clinic, Centre for Sleep and Chronobiology, 340 College Street, Suite 580, Toronto, Ontario, Canada, MST 3A9.  Phone (416) 603-9531, FAX (416) 603-2388, website: www.sleepmed.to

