
IF 2 OR MORE GREY BOXES ARE TICKED THEN FAX TO THE SLEEP SERVICE 0113 2065945 

Nursing Assessment for referral to the Sleep Service 
 

(AFFIX STICKER HERE)UNIT No..............................     GP…………………………………….  
NAME................................................................  GP Address…………………………. 
ADDRESS.........................................................  ………………………………………… 
..........................................................................  ………………………………………… 
POSTCODE............................. DoB...../...../.....  GP Postcode   ……………………… 
 

Patient Phone No………………………………… 

Weight………kg      Height………….m  BMI………..  

Body Mass Index  <20  20-25     25-30   >30     

Neck size in cms  <35  35-40   40-44  >44    

High blood pressure or    
on antihypertensives? no       yes    
 
Patient to complete:  EPWORTH SLEEPINESS SCORE 
How likely are you to doze off or to fall asleep in the following situations. in contrast to just 
feeling tired? Even if you have not done some of these things recently try to work out how 
they would affect you.  
Use the following scale to choose the most appropriate number for each situation. 
0 = Would never doze    1 = Slight chance of dozing 
2 = Moderate chance of dozing   3 = High chance of dozing 
SITUATION         CHANCE OF DOZING 

Sitting and reading         .......... 

Watching TV          .......... 

Sitting, inactive in a public place (e.g. Theatre or meeting)   .......... 

As a passenger in a car for an hour without a break    .......... 

Lying down for a rest in the afternoon when circumstances permit  .......... 

Sitting and talking to someone       .......... 

Sitting quietly after lunch without alcohol     .......... 

In a car, while stopped for a few minutes in traffic    .......... 

Total Epworth sleepiness score  ………/24     0-12            13-24  

Please tick. You may want to ask your bed partner to help you with these questions 

How would you rate your snoring? 

Up to as loud as talking     Louder than talking  Extremely loud  

Have you experienced choking episodes during sleep? 

Less than once a month  1-8 times a month    more than 3 times a week  

Has you bed partner ever noticed you stopping breathing during sleep? 

Less than once a month  1-8 times a month    more than 3 times a week  

 


