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Mid-Michigan Sleep Center

CPAP FOLLOW-UP QUESTIONAIRE

Name: Date:

Physician treating your sleep problem:

1. How long have you been on CPAP therapy?
< 3 months 3-6 months 6-12 months > 1 year

2. How sleepy do you feel on a regular basis?
active and vital; alert; wide awake
functioning at a high level, but not at peak; able to concentrate
relaxed; awake; not at full alertness; unresponsive
a little foggy; not at peak; let down
foggy; beginning to lose interest in remaining awake
sleepy; prefer to be lying down; fighting sleep; woozy
almost in a trance; sleep onset soon; losing struggle to remain awake

3. Please rank the overall treatment success on the following scale: ( Circle one )
1 2 3 4 5 6 7 8 9 10
not successful extremely
at all successful

4. How many nights per week do you wear CPAP?

<3 4-5 6-7

5. How many hours on average do you wear CPAP?

<4 4-5 6-7 >7

6. Have you had difficulty using CPAP? (Circle one) Yes No



10.

11.

12.

13.

Do you still snore? (Circle one) Yes No

What is the main problem you find in using CPAP?

Whom do you contact when you have problems with CPAP? (Circle one)
Sleep lab Home Healthcare Company Physician

Who is your treating physician?

Who is your Home Healthcare Company? (Circle one)

Sleep Solutions Visiting Nurses H-Care Wright & Filippis  Senior
Mitchell Sheldon Other

Are you satisfied with their service? (Circle one)  Yes No
How often is your CPAP machine checked and serviced? (Circle one)
Every 6 months Yearly Never

Do you have any suggestions or ideas to improve our services?




