
 

How to use the Sleep Breathing Disorders Intake Form 

 

Thank you for requesting this powerful screening form developed for Wellness Health Care.  

The intake form is in 3 parts on one easy to use sheet of paper.  The top of the form is the usual name address 

and personal data with one exception.  There are a few questions about sleep apnea history.  The questions 

about if they own an oral sleep appliance or a CPAP but are not wearing it is something that we believe is an 

automatic referral to a dentist if the patient agrees, because a dentist can help those who are intolerant to a 

CPAP.  The dentist can also help with an alternative style of oral appliance for a patient who cannot get along 

with the style they presently have.  In addition to that, oral appliances made by a dentist can be used with a 

CPAP to help lower the pressure of the air flow and make it more comfortable to wear. 

The second section is a standard Epworth Score questionnaire and the questions are tallied according to how 

likely a person is going to feel sleepy in each of 7 situations.  On this section any total score of 4 or more would 

indicate to you that further screening questions are needed and you can then use a form called a “Sleep 

Apnea Checklist” or pulse ox monitor.  We can show you how to do that. 

The last section is the Sleep, Spine, Dental and Health questions section.  In this section any item that is 

checked with a yes is automatically given a score of 4.  This also automatically means that you should use the 

next screening and more in depth questionnaire.  

As you can see, if you have a score of 4 or more on the first, second or third section, you should refer to a 

dentist or MD who is trained well in sleep apnea.  If you are a well trained dentist or MD, then proceed to 

getting a diagnosis and Rx for treatment. In all three sections you should do a more in depth examination and 

refer to a qualified dentist or MD if you do not treat this condition yourself.  You might also chose to 

administer a pulse ox overnight monitor or HST to the patient for further screening.  It is your choice to do 

either.  If you do not want to proceed any further, just send the Intake form to the dentist or MD you work 

with.  You can also send the Checklist and the Intake form to the dentist. It does not matter because in either 

case you are just following up to make sure they are getting more evaluations concerning their health.  There 

are many dental pathologies caused by obstructive sleep apnea and this is another reason to send.  

You also have the option of ordering an actual home sleep test (HST) with advanced information that can then 

be interpreted, and diagnosed by our board certified MD at DCC.  Only an MD can diagnose the case for the 

dentist or chiropractor but DCC has the ability to support all members with this service.  We can also train you 

on interpretation of these tests. 

We believe that if you begin to screen and begin treating the forward head posture, TMJ issues, ENT issues, 

allergies, morning headaches, heart disease, depression, ADHD and weight gain problems caused or made 

worse by obstructive sleep apnea and also start referring patients to dentists, and other appropriate  health 

professionals you will develop a powerful reciprocity attraction for professional cross referral relationships 

which will benefit patients and create a new paradigm of wellness care never before seen in chiropractic care, 

dental care and wellness coaching for the health of our nation.  
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We, as an team can transform health care.  

The training that you will get from DCC is uniquely tailored to chiropractors, wellness centers and dentists and 

is going to reach the over 40 million undiagnosed sleep apnea patients in this country and beyond.  

Chiropractors and wellness centers are largely untapped key players in screening and finding undiagnosed 

patients who need this life saving care.  The elevation of the standard of care and the image of our professions 

will be greatly enhanced.  

Thanks for requesting this screening form that can be so powerful yet so easily added to your care for 

patients.  Please do contact us with any questions for additional support that you want.  

 

Sincerely, 

 

Richard D. Downs, DDS  

www.dentalchirocollaborative.com 
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DCC 

     Sleep Breathing Disorders Intake Screening 

1.  Patient Information 

Name : ________________________________________  Date:_____________  Date of Birth:_________________ 

Height:________ Weight:____________ Neck Size:__________  BMI:______   Age _______          M/F 

Do you have insomnia?  Yes      No     While sleeping, been observed to stop breathing, coughing or gasping? Yes    No 

Have you had a sleep study? ______   Date:________   Do you awake multiple times per night?   Yes    No  

Have you been diagnosed with sleep apnea? ____   Do you own a CPAP?______   Do you use it?  Yes    No   

Do you have an oral sleep apnea device? ____   Do you use it?  Yes   No    Do you visit your dentist regularly?  Yes  No  

________________________________________________________________________________________________ 

2. Epworth Sleepiness Scale (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 

Sitting and reading 0 1 2 3 

Sitting inactive in a public place 0 1 2 3 

As a passenger in a car for an hour with no break 0 1 2 3 

Lying down to rest in the afternoon when permitted 0 1 2 3 Epworth Score 

Sitting and talking to someone* 0 1 2 3 _________ 

In a car while stopped for a few minutes 0 1 2 3 

Watching TV 0 1 2 3 

3. Sleep, Spine, Dental and Health Questions 

Do you snore or has anyone ever told you that you snore while sleeping? No = 0   Yes = 4 

Do you awake with morning headaches or jaw or neck pain?   No= 0   Yes = 4 

Do you grind your teeth?  No= 0   Yes = 4 

Do you have high blood, pressure, heart disease, diabetes, thyroid disorder or had a stroke? No= 0   Yes = 4 

Signature of patient or guardian:__________________________________          Total Score  _____ * 

*Total scores of 4 or more in any section should consider a, pulse ox, sleep study or referral. 
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