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	MOBILE SLEEP SERVICES, INC.

8668 West Glasgow Place

Littleton, CO  80128

Phone: (303) 932-2243             FAX: (303) 932-6422

www.mobilesleepservices.com
	Last Name:  ______________________________

First Name:  ______________________________

Date of Study: _____/_____/_____             


MORNING QUESTIONNAIRE

Please answer the following questions regarding your sleep last night.

	SLEEP QUALITY

	Approximately, how long did it take you to fall asleep after the lights were turned out last night?         ______Hour(s )     ______ Minutes

	How does this compare with the length of time it usually takes you to fall asleep at home (check one)?

                                                                   ____Much Longer        ____Longer        ____Same        ____Shorter        ____ Much Shorter

	How many times do you remember waking up last night?     _________Times

	Do you feel any physical complaints this morning?    ____No    ____Yes     If yes, please describe: 

	How was last night’s sleep compared to your usual night’s sleep (check one)?              ____Worse            ____Same            ____Better

	Do you remember dreaming last night?        ____Yes        ____No                        
	Do you usually remember dreaming?          ____Yes         ____No

	What woke you up this morning (check one)?         __Noise    __Discomfort    __Technician    __Spontaneous    __Pain    __Don’t Know

	THERAPY

	At any time during the night were you started on therapy?   ___No    ___Yes (___PAP  ___Oxygen   ___Other___________________)

	If therapy was used, during which part of the sleep study do you feel you slept better?          
                                                                                            ____Baseline        ____Oxygen Therapy        ____PAP Therapy        ____N/A

	If prescribed, would you use:      PAP Therapy?    ____Yes      ____No             Oxygen Therapy?       ____Yes      ____No        ____N/A

	DRIVING

	If you do NOT feel rested enough to drive, please call someone to pick you up.  You may also sleep until daylight if your test was ended early.  Falling asleep at the wheel while driving is being treated the same as driving while intoxicated; both impair your ability to properly maintain control of your motor vehicle.
PLEASE INFORM THE TECHNICIAN BEFORE LEAVING IF YOU FEEL THAT YOU ARE TOO TIRED TO DRIVE THIS MORNING.

	Are you driving this morning?      ____Yes      ____No
	Technician Initials:  
	Time:

	Do you feel that you are rested enough to drive this morning?  ___Yes  ____No
	Technician Initials:
	Time:

	Technician Comments:


Additional Comments:  _________________________________________________________________

SATISFACTION SURVEY

Mobile Sleep Services, Inc. is dedicated to providing the best patient care.  Your help will ensure that we are providing the best quality patient care possible.  Please let us know what we are doing right or where we need to improve our service.  Only by knowing where we need to improve, can we improve.  Thank you for your candor.  Please feel free to call Mobile Sleep Services, Inc. with any concerns or suggestions.  Our toll free number is 1-877-932-2243

	PLEASE RATE OUR SERVICE

	Were you told what to expect the night of the sleep study by the person who initially called to make your appointment?     __Yes    __No

	Did the technician give you a good overview as to what to expect during the sleep study?    ____Yes    ____No

	Did the technician explain the reason for PAP therapy and/or supplemental oxygen therapy?    ____Yes    ____No

	How was your room?     ____Poor     ____Adequate     ____Good
	How was your bed?        ____Poor     ____Adequate     ____Good

	Were your questions answered to your satisfaction, keeping in mind that the technician may only answer your questions in general and cannot give you specific answers about your condition?      ____Yes      ____No

	How were you treated by the technician?        ____Disrespect/Indifference        ____Dignity/Respect

	Overall, how would you classify the care you received?      ____Poor       ____Average      ____Above Average

	Was there any addition information we could have provided that would have been helpful to you?    ____Yes    ____No

     If yes, please elaborate:


Additional Comments:  _______________________________________________________________________________________
Please make an appointment with the physician that ordered your sleep study to discuss the results.

Patient/Guardian Signature: _______________________________________  Date: ____/____/____  Template Revised: 08/15/15
