	First name:

	

	Family name:
	


a. Do you have trouble with your sleeping (on at least 3 nights per week) such that it interferes with your activities the following day (eg unrefreshed in the morning, fatigued, poor concentration or irritability). 
(  No






(  Yes
If you answered yes to question a   Is this something with which you would like help?

· No






· Yes but not today

· Yes

Ai. If you sleep well is this with the help of sleep medication? 

(  No
go to Question b.





(  Yes

Aii. If Yes, you do use a sleep medication what is the name of this medication __________________
b. If you have problems with sleep then answer the following questions,
 if you don’t have sleep problems skip to page 3 -main sleep questionnaire.  Page 3.

c. Are you a shift worker?





Office only
(  No






(  Yes 
( consider referral
c. i.  How long have you had this sleep problem?________________________
ii.  If yes has something happened to you to cause this problem? When did it happen? (please write)

…………………………………………………………………………………………………………………………………………………………

Please answer the following questions

d. During the past month have you often been bothered by feeling down depressed or hopeless? 


e.   
(  No






(  Yes

e. During the past month have you often been bothered by having little interest or pleasure in doing things 

(  No






(  Yes

If you answered yes to either d or e, is this something with which you would like help? 
· No






· Yes but not today

· Yes    





f. During the past month have you been worrying a lot about every day problems? 
(  No




(  Yes ( 
is this something with which you would like help? 
· No






· Yes but not today

· Yes

g. Do you snore very loudly at night

(  No






(  Yes  

(  Don’t know

Do you find yourself falling asleep during the day i.e in waiting rooms or as a passenger in a vehicle?
(  No






(  Yes
h. When you can choose do you go to bed late at night i.e after midnight

(  No






(  Yes
When you can choose (i.e weekends) do you sleep late in to the morning i,e after 10 am 

(  No






(  Yes
i. Do you do anything unusual when you are asleep i.e sleep walking/talking or restless legs or grinding your teeth?
(  No






(  Yes
j. Do you have any significant health problems such as pain or breathing difficulty or acid reflux or night cough that affects your ability to sleep well?
(  No






(  Yes
k. Do you ever feel the need to cut down on your drinking alcohol?

(tick no if you do not drink alcohol OR do not feel the need to cut down)

(  No






(  Yes
L. In the last year, have you ever drunk more alcohol than you meant to 



(  No




( yes
If you answered yes to either K or L,  is this something with which you would like help? 
· No






· Yes but not today

· Yes    









M. Do you ever feel the need to cut down on your non-prescription or recreational drug use?

(tick no if you do not use other drugs OR do not feel the need to cut down)

(  No






(  Yes
N. In the last year, have you ever used non prescription or recreational drugs more than you meant to?

(  No






(  Yes
If you answered yes to either M or N,  Is this something with which you would like help?

· No






· Yes but not today

· Yes

