
Patient Name______________________________________________   Date____________________________________ 

Airway Questionnaire 

Daytime Symptoms:                                                                                     Upper Airway:           

___ ___ Are you frequently sick (Ex: colds, flu)___________________           ___ ___ Claustrophobia___________________________ 
 
___ ___ Fatigue____________________________________________          ___ ___ Heightened gag reflex______________________ 
 
___ ___ Morning Headaches__________________________________         ___ ___ Encumbered airway, subjectively_____________ 
 
___ ___ Myalgia-Muscle aches, pains, soreness___________________         ___ ___ Small nasal openings_______________________ 
 
___ ___ Difficulty concentrating_______________________________          ___ ___ Enlarged turbinates_______________________ 
 
___ ___ Need caffeine throughout the day______________________           ___ ___ Frequent sore throat (pharyngitis)____________ 
 
___ ___ Frequent neck soreness_______________________________          ___ ___ Deviated septum_________________________ 
 
___ ___ TMD pain__________________________________________           ___ ___ Post nasal drip___________________________ 
 
___ ___ Forgetfulness_______________________________________          ___ ___ Chronic sinus/nasal congestion______________ 
                            
                                                                                                                                        ___ ___ Sinusitis (frequent)________________________ 

Sleep Disturbances                                                                                
 
___ ___ Sleep Position: Back, Stomach, Side,___________________               ___ ___ Chronic cough or throat clearing_____________ 
                       Combo, Unknown 

___ ___ Regular use of sleep aids____________________________             ___ ___ Sinus migraines__________________________ 

 
___ ___ Frequent nightly awakenings_________________________               ___ ___ Nasal Polyps_____________________________ 
 
___ ___ Difficulty initiating sleep_____________________________               ___ ___ Halitosis (bad breath)_____________________ 
 
___ ___ Insomnia-difficulty maintaining sleep___________________              ___ ___ Frequent nosebleeds_____________________ 
 
___ ___ Nighttime bathroom trips____________________________               ___ ___ BMI – High/low_________________________ 
 
___ ___ Bruxism, teeth grinding, clenching_____________________                ___ ___ Neck Size (male>17/female>16)____________ 
 
___ ___ Restless Leg Syndrome______________________________                ___ ___ Altered smell___________________________ 
 
___ ___ Unrefreshed sleep__________________________________               ___ ___ Asthma________________________________ 
 
___ ___ GERDS/acid reflux__________________________________                ___ ___ Lip/chin strain to close mouth______________ 
 
___ ___ Snoring___________________________________________               ___ ___ Rhinitis (frequent)_______________________ 
 
___ ___ Light sleeper_______________________________________              ___ ___ Nasal Obstruction________________________ 
 
___ ___ Dry Mouth at night or awakening______________________               ___ ___ Breathing pattern: Nasal Open/Mouth_______            
                                                                                                                                                         (Over breathing) 
___ ___ Chapped lips_______________________________________              ___ ___  Noted Hyper nasality____________________ 
 
 
 
 



Functional Somatic Syndrome:                                                                   Orthodontic History:     

                                             
___ ___ Depression________________________________________             ___ ___ When treated (Ex:TMD, cosmetic, crowding) 
 
___ ___ Chronic Fatigue Syndrome____________________________            ___ ___ Retreats/Why____________________________ 
 
___ ___ Irritable Bowel Syndrome_____________________________           ___ ___ Teeth Extracted?_________________________ 
 
___ ___ Fibromyalgia_______________________________________           ___ ___ History of headgear_______________________ 
 
___ ___ Polysomatic Disorder________________________________            ___ ___ History of palatal expansion_________________ 
 
___ ___ Mood Swings/irritability______________________________           ___ ___ History of functional appliances______________ 
 
___ ___ Anxiety/Panic Attacks________________________________  
 
 

Autonomic Nervous System:                                                                      Neurologic:   
                                                                                                                                                                                                                                                                       
___ ___ Hypotension (low blood pressure)______________________           ___ ___ Balance/Tripping__________________________ 
 
___ ___ Orthostasis-light headed when standing up_______________          ___ ___ Constipation_____________________________ 
 
___ ___ Cold hands and feet__________________________________         ____  ___ Tingling in hands_________________________ 
 
___ ___ Unexplained shaking at night__________________________           ____ ___ Pill rolling______________________________ 
 
___ ___ History of latent bed wetting__________________________            ____ ___ Hand/Arm hanging while walking___________ 
 
___ ___ Night sweats_______________________________________            ____ ___ Night time drooling______________________ 
 
                                                                                                                                         ____ ___ Eczema 

Dentition:                                                                                                                
                                                                                                                                         ____ ___ OCD (Obsessive Compulsive Disorder)_______ 
___ ___ Deep Overbite_____________________________________                     
                                                                                                                                          ____ ___ Ferratin Levels (Menses)_________________ 
___ ___ Several tooth/restoration fracture history_______________ 
 
___ ___ Mortal-pestal dished out wear pattern 2nd molars_________ 
 
___ ___ Lower molar cusp lesions / acid erosion_________________ 
 
___ ___ Excessive anterior crowding mand/max teeth____________ 
 
___ ___ Excessive anterior attrition/wear______________________ 
 
___ ___ c/o sensitivity/pain to percussion anterior teeth__________ 
 
___ ___ Constricted envelope of function______________________ 
 

___ ___ Accelerated generalized tooth wear ___________________                                                1.  = Baseline 

                                                                                                                                                                           2.  = Improvement 
___ ___ Cervical abfraction lesions/recession___________________                                                  
 
___ ___ Non-carious sensitivity______________________________ 


