




Name: ________________________________________ 
DOB: __________________________ 
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Previous Sleep Evaluation and Treatment 
 
 I previously have had a sleep study.  When?:  ____________________ Where?: ____________________________ 
 I am currently or have used titration therapy for home use.                               Pressure (if known)___________________ cm H20 
 I have had surgical treatment for a sleep disorder. When? ____________________ 
 I am currently or have previously taken prescription sleep medication. 
 I am currently or have previously taken over-the-counter sleep medication. 
 I use oxygen. Number of liters (if known) _______________  All day  Only at night  

 
List any recent surgeries (including year) 


