
WESTERN SLEEP MEDICINE, LLC   PT ID #: ______

C e nt ra l  S c he d u li ng :   4 1 6  V a ll e y V  ie  w  D ri v e, Suite 40 0, Scottsbluff, Nebraska 69361   (307)-426-4012 or (308)-633-3000     (800)-524-8923 fax   

Serving Cheyenne @  4100  Laramie Street, Cheyenne Wyoming 82001

Hello____________________________

We are looking forward to meeting you and performing your sleep study! 
Enclosed you will find a questionnaire, sleep diary and general 
instructions. You can access this on your computer, type in the 
information and print it to bring back to us the night of your study. We 
need you to bring this questionnaire and sleep diary with you the night of 
your sleep study at our sleep lab located at 4100 Laramie Street in 
Cheyenne. Please complete the medications list and bed 
partner questionnaire if applicable.  

On the day of your study please refrain from taking a nap and do try 
your best to limit your intake of caffeine. Also, please shower and wash 
your hair before coming. We will be placing six small sensors on your 
scalp and this helps us get the best readings possible. 

If you have any questions please call Central Scheduling Monday 
through Thursday between the hours of 9:00 am to 4:00 pm and Friday 

9:00 am to 12:00 pm.  
Our office telephone is (307)-426-4012 or (308)-633-3000. We will 
be happy to answer any questions you may have. We are also available 

after hours at (308)672-1124 

Thank you again for choosing Western Sleep Medicine in Cheyenne,  We 
look forward to serving You! 

Western Sleep Medicine is staffed by Registered Polysomnographers, Registered Nurses, and a Registered Respiratory Therapist. 
Revised 11/20/2020
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 Serving the Panhandle of Western Nebraska and Eastern Wyoming 
416 Valley View Drive, Suite 400, Northern Heights Professional Plaza, Scottsbluff 

PATIENT’S NAME:_______________________________________________   

APPOINTMENT DATE:____________________________________________ 

APPOINTMENT TIME:____________________________________________ 

SLEEP LAB CANCELLATION POLICY 

While we realize appointments cannot always be kept, we kindly request that you 
make every effort to keep your scheduled appointment. A sleep technician has 
been scheduled to conduct your sleep study and a room has been reserved for you. 
In order to best serve all of our patients, it is extremely important that appointment 
cancellations are kept to a minimum.  

If you must cancel/reschedule your appointment, we kindly ask that 
you notify us by 10:00 a.m. the day PRIOR to your scheduled appointment. 
If it is after business hours or during the weekend, please call our on-call number at 
(308) 672-1124. Failure to provide proper notification may result in a $250.00
cancellation fee.

If you need to reschedule or cancel your study, please call:   308-633-3000 

Thank You, 

Mark Schultz, RPSGT 
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SLEEP STUDY INSTRUCTIONS

PATIENT NAME: _______ _________________________________________________ 

Your nighttime sleep study is scheduled for:    __________________________________ 

. 

It is very important for you to read the following information and 
complete the questionnaires before coming to the Sleep Lab.

THINGS TO REMEMBER
● Day of study, do not take a nap, try to keep busy.
● Day of study, please limit your caffeine intake, also no consumption of caffeine

products after 12 noon (coffee, sodas and chocolate).
● Arrive at Cheyenne Western Sleep Medicine - 4100  Laramie Street, Cheyenne Wyoming 82001, 

at __ p.m.
● Please shower, wash your hair and refrain from using any hair care products.  If you normally 

shave then please do so the day of your test.
● Please be aware that during your study you will not be allowed to have the following with you in 

your room:  pagers, personal phones or watches as they interfere with the test results.  If a phone 
or pager must be brought in with you, then the technician in charge of your testing will be more 
than happy to keep it in the observation room in case of emergencies.

PLEASE BRING WITH YOU
● Toiletry items: Combs/hair brush, toothbrush/toothpaste, shampoo, and shaving kit.
● Clothes: Loose fitting nightclothes and a change of clothes for the next day.
● Medications: Please bring a current list of your medications.

****No Medication will be administered by our Staff**** 
● Diabetic Supplies: Please bring your glucometer and supplies.
● Reading Material: Something to help relax in your room before your test. NO electronics 
please!
● Insurance: Please bring your insurance card(s) so we can get a copy for your chart.

If you become ill or cannot make your scheduled appointment, 
please call our office at 308-633-3000 before 1:00pm 

or call 308-672-1124 after business hours 
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PATIENT SLEEP STUDY INFORMATION 

What is a Polysomnogram? 
A Polysomnogram is a procedure that reads and registers body functions during sleep.  Some of 
these measurements include: 

● Brain waves [Electrodes placed on patient’s scalp]
● Heart beats
● Eye Movements [Electrodes placed by the patient’s eyes]
● Leg movements [Electrodes placed on the patient’s legs]
● Airflow Breathing [Sensor placed under the patient’s nose]
● Chest/Abdominal Breathing [Sensors placed on the patient’s chest and abdomen]
● Blood Oxygen Levels [Sensor attached to the patient’s finger]

Why Record This Information? 
During sleep, the body functions differently than while awake.  Recording these readings will 
help the doctors better diagnose and treat your sleep problem. 

How Can I Sleep With All Of These Things On Me? 
Surprisingly, most people sleep reasonably well.  The sensors are applied so that you can turn 
and move during sleep.  Our staff will try to make your environment as comfortable as possible. 

Will The Sensor Devices Hurt? 
No.  Although sometimes in rubbing the skin or putting on the electrodes there will be mild and 
temporary discomfort and skin irritations. 

Will I Be Given A Drug To Help Me Sleep? 
No, unless these have been prescribed by your doctor.  PLEASE, DO NOT STOP ANY OF YOUR 
MEDICATIONS WITHOUT FIRST CONSULTING YOUR PERSONAL PHYSICIAN! 

What Should I Bring? 
Your own pillow (only if you prefer), bed clothes [Preferably two piece pajamas or gym shorts 
and T-shirt], and a book or something to work on while waiting.             

What Happens To The Polysomnogram? 
Sleep studies are reviewed the following day by Trish Frerichs, RPSGT and forwarded to 
Dr. Norman Imes or Dr. Brittany Meyer both of whom are experts in the field of sleep medicine. 
Generally it takes less than 5 days for the study to be scored and a medical report to be returned 
to your doctor. Your primary care physician will contact you for a follow-up visit to review your 
results with you.
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INSTRUCTIONS FOR COMPLETING QUESTIONNAIRES

While an extensive sleep history will be taken by the Sleep Technician the night of your study, 
answering these questionnaires will aid in the diagnostic process. Enclosed are the 
following questionnaires:  PLEASE USE BLUE OR BLACK INK or FILL IN ON 
COMPUTER AND PRINT 

1. MEDICATIONS LIST
- It is IMPORTANT that you provide the Sleep Technician with a complete list of

your current medications with the dosage and daily intake clearly stated.

2. SLEEP LOG/SLEEP HISTORY
- Please begin this as soon as you receive the questionnaire packet.

3. QUESTIONS ABOUT YOUR SLEEP AND WAKE BEHAVIOR
- please be as thorough as possible

4. BED PARTNER QUESTIONNAIRES
- If you have a bed partner who has recently observed your sleep please have them

complete this questionnaire.

5. EPWORTH SLEEPINESS SCALE
- This is a standard medical assessment that is scored by the registered sleep

technologist and aids in your diagnosis.

PLEASE BRING THESE COMPLETED QUESTIONNAIRES WITH YOU 
TO THE SLEEP LAB FOR EVALUATION 

THE NIGHT OF YOUR STUDY
Revised 11/20/2020 
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PATIENT INFORMATION 

PATIENTS NAME: _______________________________________________________________________________________________ 
      First     Middle   Last 

ADDRESS:_____________________________________________________________________________ 

CITY: ___________________________      STATE: _________________ POSTAL CODE: ____________ 

HOME PHONE: __________________  WORK PHONE: ___________________  CELL PHONE: _________________

DATE OF BIRTH: ________/  ________/ __________  SOCIAL SECURITY NUMBER: _________-_____-__________ 

AGE: ______________ HEIGHT: ______________ WEIGHT: _______________  SEX:  FEMALE MALE 

MARITAL STATUS (Please Circle One) SINGLE MARRIED DIVORCED WIDOWED OTHER 

PATIENT RELATIONSHIP TO THE RESPONSIBLE PARTY: (Please Circle One)  SELF   SPOUSE   CHILD OTHER 

PRIMARY CARE PHYSICIAN:____________________________________ REFERRED BY: ___________________________________________ 

PATIENT’S EMPLOYER INFORMATION:    COMPANY: __________________________________________ 

EMERGENCY CONTACT: ________________________ Ph. #:______________    EMAIL ADDRESS:________________________________________ 

RESPONSIBLE  (OR INSURED) PARTY INFORMATION 

RESONSIBLE PARTY NAME: ___________________________________________________________________________________________________ 
If Same as Above Please Write   Same First Middle Last 

ADDRESS: _____________________________________________________________________________ 

CITY: ________________      STATE: ______________   POSTAL CODE: _________     SEX:    FEMALE     MALE 

DATE OF BIRTH: ________/  ________/ __________  SOCIAL SECURITY NUMBER: _________-_____-_______ 

HOME PHONE: __________________  WORK PHONE: ___________________  CELL PHONE: ______________      
RESPONSIBLE PARTY’S EMPLOYER: ____________________________________________   WORK PHONE: _______________________________ 

INSURANCE INFORMATION 

PRIMARY INSURANCE COMPANY: _____________________________________________________________________________________________ 

ADDRESS: ________________________________________________________ PHONE: _______________ 

GROUP NAME: ______________________________ GROUP NUMBER:_______________________ CONTRACT (ID) NUMER: ___________

SUBSCRIBERS NAME: ______________   SUBSCRIBER DATE OF BIRTH ________/  ________/ __________ 
PATIENT RELATIONSHIP TO SUBSCRIBER:     Please Circle One SELF   SPOUSE    CHILD   OTHER 

SECONDARY INSURANCE COMPANY/ MEDICARE SUPPLEMENT: _________________________________________________________________ 

ADDRESS: ________________________________________________________ PHONE: _______________ 

GROUP NAME: ______________________________ GROUP NUMBER:_______________________ CONTRACT (ID) NUMER: ___________

SUBSCRIBERS NAME: ______________   SUBSCRIBER DATE OF BIRTH ________/  ________/ __________ 
PATIENT RELATIONSHIP TO SUBSCRIBER:     SELF              SPOUSE              CHILD             OTHER 



WESTERN SLEEP MEDICINE, LLC   PT ID #: ______

Sleep Medicine Questionnaire 

Patient Name:____________________________________ Date:______________ 

Date of Birth:____________ ______ Sex: (Circle one)  M   F     Height:__________ 

Weight:__________ 

Referring Physician:__________________________  Primary Care Physician:______________________ 

Welcome to our sleep clinic.  The following questions will help us understand more about you and your possible 

symptoms.  Please answer the questions as frankly and accurately as possible as they relate to the last 12 

months.  Do not leave any questions unanswered. 

ALL INFORMATION WILL BE KEPT STRICTLY CONFIDENTIAL 

Main Sleep Complaint (Please describe): _______________________________________________________ 

Are you on a Medicare or Medicare insurance program? Yes___ No___ 

Are you on Medicaid as your primary insurance coverage?  Yes___ No___ 

How long have you had this sleep problem?  About ______ years 

Have you ever had a sleep study before?  Yes___ No___ 

If yes, when and where: _________________________________________________ 

Do you have a history of sleep apnea?  Yes___ No___ 

Do you have a CPAP or BiPAP machine?  Yes___ No___ how much do you use the machine? __________________ 

Type of machine and settings (if known)_____________________________________________________________ 

Do you use O2 at home?  Yes___ No___     Night Time O2 use only:  Yes___ No___ 

What is your normal bedtime? (When you try to go to sleep, even if you may not actually fall asleep until later) _______ 

How long does it usually take for you to fall asleep?  ___________________________________________________ 

Do you watch TV in bed?  Yes___ No___       Do you read in bed?  Yes___ No___ 

Do you awaken during the night?  Yes___ No___     How many times?  _____ 

If yes, why? ___________________________________________________________________________________ 

What time do you usually get up in the morning?  __________  Do you feel refreshed on arising?  Yes___ No___ 

Do you work different shifts?  Yes___ No___      What shift?  _____________ 

Circle the appropriate responses 

I have high blood pressure  

I have an irregular heartbeat: 

I have had a stroke: 

I have history of congestive heart failure: 

I have had a heart attack:  

I have had a TIA: 

I have diabetes:  

I have asthma:   

I have heartburn at night: 

I have seizures:  

I have COPD: 

I had had nose or throat surgery 

(Including tonsillectomy)  

 Type of surgery: ______________________ 

 YES     NO YES     NO
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Sleep Medicine Questionnaire cont.…

Please answer the following questions using this scale (consult bed partner): 

0 = Never    1 = Rarely    2 = Sometimes    3 = Often    4 = Frequently    5 = Always 

_____I have been told that I snore.

_____Others cannot sleep in the same room because I snore loudly.

_____I have been told that I stop breathing while asleep.

_____I do not feel refreshed when I awaken.

_____I take naps during the day.

_____I will doze off if I sit quietly during the day.

_____I have problems with my performance at work because of fatigue and tiredness. 
_____I sometimes fall asleep at inappropriate times.

_____I fall asleep at work.

_____I fall asleep at meetings.

_____I have fallen asleep while driving.

_____I awaken with headaches.

_____I sweat at night.

_____I have awakened during the night choking.

_____I have awakened at night with panic attacks.

_____I have to get up to urinate at night.   How many times? ___

_____I have bed wetting at night.

_____I have trouble getting to sleep at night.

_____I have trouble staying asleep at night.

_____I have been told I kick during my sleep.

_____I have an aching or crawling sensation in my legs in the evening.

_____The aching or crawling sensation in my legs worsens if I keep my legs still.

_____The unpleasant sensations in my legs improve with activity.

_____I eat in my sleep.   I do not remember eating in my sleep:  Yes___   No___

_____I do not remember eating in my sleep.

_____I have been told I walk in my sleep.

_____I have been told I talk in my sleep.

_____When I laugh or get angry, I feel like I am going limp. (Getting weak)

_____When I am falling asleep or awakening, I am paralyzed and unable to move. (For

example, I awaken, but am unable to move for a few seconds) 

_____I have vivid dreams or hallucinations as I go to sleep or wake up.

_____I have been told I act out my dreams.

   What time does this normally occur? ___________ 

   Are the dreams violent or threatening?  Yes___  No___ 

   Have you injured yourself or a bed partner during one of these dreams?  Yes___   No___    

What age were you when they started?  __________ 

    I have nightmares. 

Do you drink caffeine in the afternoon?  Yes___  No___ 

Do you drink alcohol in the evening?  Yes___  No___     If yes, how much?  ______________________________
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General Health 

Serious Medical Problems, Illnesses and Surgeries: 

Problem/Illness/Surgery Date Problem/Illness/Surgery Date 

List all medications you are currently using: 

Name of 
Medication 

Dose & 
Frequency 

Reason for 
taking 

medication? 

Name of 
Medication 

Dose & 
Frequency 

Reason for 
taking 

medication? 

EPWORTH SLEEPINESS SCALE 

How likely are you to fall asleep or doze in the circumstances listed below?  When rating these situations, give the 

highest consideration to recent events.  If you have never experienced one of these situations, estimate how you 

might have reacted. 

  0  =  no chance 

  1  =  slight chance 

  2  =  moderate chance 

  3  =  high chance 

Situation: 

Sitting and reading _____ 

Watching television _____ 

Sitting inactive in a public place (i.e. theater or 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 quietly to someone _____ 

Sitting quietly after lunch without alcohol  _____ 

In a car while stopped for a few minutes in traffic _____ 

   TOTAL:_____ 
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Sleep Diary

WEEK #1 

Date you went to bed: 

Time you went to bed: 

Time you fell asleep: 

Time you woke up for 
the day: 

Time you got out of 
bed for the day: 

Total number of hours 
slept: 

I woke up feeling: 
(refreshed, sleepy, 

etc.…) 

How many times did 
you wake up during 

the night? 

How many naps did 
you take during the 

day? 

How long did the naps 
last? 

WEEK #2 

Date you went to bed: 

Time you went to bed: 

Time you fell asleep: 

Time you woke up for 
the day: 

Time you got out of 
bed for the day: 

Total number of hours 
slept: 

I woke up feeling: 
(refreshed, sleepy, 

etc.…) 

How many times did 
you wake up during 

the night? 

How many naps did 
you take during the 

day? 

How long did the naps 
last? 

(Please print and fill out)
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BED PARTNER QUESTIONNAIRE 

NAME OF PATIENT:________________________________________     DATE: ____________________ 

NAME OF PERSON FILLING OUT FORM:____________________________________________________ 

I HAVE OBSERVED THIS PERSON SLEEP: 

ONCE OR TWICE FREQUENTLY EVERY NIGHT 

PLEASE CHECK ANY OF THE FOLLOWING BEHAVIORS OBSERVED WHILE THIS PERSON WAS SLEEPING 

Light Snoring Loud Snoring Occasional loud snorts Choking 

Grinding teeth Leg movement Pauses in breathing Crying out 

Awakening in pain Becoming ridged Sitting in bed not awake 

Other:______________________________________________________________________ 

Please describe any additional comments you have about the sleep disorders above.  Might want to 

include activity, the time during the night in which it happens, frequency during the night, and whether 

it occurs every night. 

_____________________________________________________________________________________

_____________________________________________________________________________________

_____________________________________________________________________________________

_____________________________________________________________________________________

_____________________________________________________________________________________

_____________________________________________________________________________________

_____________________________________________________________________________________ 

Has this person ever fallen asleep during normal daytime activities or in potentially dangerous situations? 

Yes  No 

If yes, please explain: 

_____________________________________________________________________________________

_____________________________________________________________________________________

_____________________________________________________________________________________

_____________________________________________________________________________________

_____________________________________________________________________________________ 
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INSTRUCTIONS FOR COMPLETING QUESTIONAIRES

While an extensive sleep history will be taken by the Sleep Technician the night of your study, 
answering these questionnaires will aid in the diagnostic process. Enclosed are the following 
questionnaires: 

1. MEDICATIONS LIST
- It is IMPORTANT that you provide the Sleep Technician with a complete list of

your current medications with the dosage and daily intake clearly stated.

2. SLEEP LOG/SLEEP HISTORY
- Please begin this as soon as you receive the questionnaire packet.

3. QUESTIONS ABOUT YOUR SLEEP AND WAKE BEHAVIOR
- please be as thorough as possible

4. BED PARTNER QUESTIONNAIRES
- If you have a bed partner who has recently observed your sleep please have them

complete this questionnaire.

5. EPWORTH SLEEPINESS SCALE
- This is a standard medical assessment that is scored by the registered sleep

technologist and aids in your diagnosis.

PLEASE BRING THESE COMPLETED QUESTIONNAIRES WITH YOU 
TO THE SLEEP LAB FOR EVALUATION 

THE NIGHT OF YOUR STUDY
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