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CHIEF COMPLAINTS

What are your child’s major complaints related to sleep and wakefulness and how long have they had them?

_______________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________

I. SLEEPINESS





  YES

   NO

1.   Is your child excessively sleepy during the day?

_______
_______

2. Does he/she fall asleep or have to fight sleep under

the following conditions?     

A.   Sitting quietly



_______
_______

B. Riding in a car



_______  
_______

C. Talking in person



_______
_______

D. Eating




_______
_______

E. Standing




_______
_______

F. Talking on the phone



_______
_______

 
3.  Does your child take scheduled naps during the day?

_______
_______


II. SYMPTOMS DURING SLEEP

1. Circle any of the following symptoms that your child currently has when sleeping or trying to sleep.

Toss and Turn


Fall out of bed

  
   Bed-wetting

Sour belches


Pain



   Legs Jerking

Night sweats


Teeth grinding


   Nightmares

Sleep walking


Sleep talking


   Irresistible urge to move legs

2. Circle any of the following that your child experiences during sleep.

Choking


Making whistling sounds
   Gasping for air

Loud snoring


Struggling to breath

   Stop breathing

Sleeping with open mouth
Waking herself/himself snoring
   Snorting

Waking with dry mouth

3. Does your child snore in all positions?______________________ 

If not, when?__________________________________________


III. SLEEP HABITS

1. What time of day does your child take a bath? _____________________________________

2. What time does your child usually go to bed? _____________________________________

3. How long does it usually take your child to fall asleep? ______________________________

4. How may times does your child awaken at night? ___________________________________

5. Why does your child awaken at night? ____________________________________________

6. Does your child have trouble returning to sleep? ____________________________________

7. What do you do to get your child back to sleep? ____________________________________

8. What time does your child usually wake up in the morning? __________________________

9. How does your child wake up in the morning? (i.e., alarm clock, etc.) __________________

10. What time does your child usually get up in the morning? ___________________________

11. Does your child usually sleep longer when he/she does not have to get up?_______________

How long? _________________________________________________________________

12. Upon awakening in the morning, does your child feel: 

Completely rested?___________________________

Partially rested? _____________________________

Not rested at all? ____________________________

13. Does anyone sleep in the same bed as your child? ___________________________________

14. Does your child sleep well somewhere? __________________________________________


IV. NARCOLEPSY

1.  As your child falls asleep or wakes up, does he/she have vivid 
YES

NO

     or lifelike visions (people in the room, etc.)?


       _________
       _________

2. When your child is angry or excited, does he/she have sudden

weakness or have any part of his/her body go limp 

(head drop, knees buckle, etc.)?



       _________        _________

3. As your child is trying to go to sleep or wake up, does

He/she ever have an inability to move?


       _________        _________


V. TREATMENT

Has your child ever been treated for sleep problems? 


       _________
       _________

Explain: _______________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________


VI. PHYCHOLOGICAL

Circle any of the following symptoms that your child has to an excessive degree:

Fatigue



Inability to concentrate


Memory impairment

Anxiety



Depression



Irritability

Suicidal thoughts

Family problems


Loss of appetite

Change in personality


VII. WEIGHT

1. What does your child weigh now? __________________________________________________

2. How long has your child weighed this amount? _______________________________________

3. What did your child weigh one year ago? ____________________________________________


VIII. MEDICAL HISTORY





YES

NO

1.  Does your child have sinus or allergy problems?



_____

_____

Is he/she seeing an allergist or ENT doctor? ___________  Which doctor?______________________

2.  Has your child ever had problems with his/her tonsils, adenoids, nose or throat?_____

______

     If so what? _________________________________________________________________________

3.  Has your child ever had surgery on his/her tonsils, adenoids, nose or throat?
______

______

     If so what? _________________________________________________________________________

4.  Does your child have a thyroid condition?




______

______

     If so what? _________________________________________________________________________

5.  Has your child had thyroid function studies?




______

______

6. List any chronic medical condition(s) that your child has.

1.  _____________________________________
4.  ____________________________________

2.  _____________________________________
5. _____________________________________

3.  _____________________________________
6.  ____________________________________

7. List any surgery or injuries that your child has had.

1.  _____________________________________
4.  ____________________________________

2.  _____________________________________
5. _____________________________________

3.  _____________________________________
6.  ____________________________________

8. List any drugs to which your child is allergic.

1.  _____________________________________
4.  ____________________________________

2.  _____________________________________
5. _____________________________________

3.  _____________________________________
6.  ____________________________________

9. List any drugs that your child takes regularly.  Include over the counter medications, hormones, birth control pills, etc.

1.  _____________________________________
4.  ____________________________________

2.  _____________________________________
5. _____________________________________

3.  _____________________________________
6.  ____________________________________

10. When was your child’s last complete physical examination? _________________________________

 
By whom? _____________________________________________________________________











YES

NO

11.  Did your child have any recent blood work done?                            

_____

_____

IX. SOCIAL AND FAMILY HISTORY  (FOR TEENAGERS ONLY)

1.  Do you smoke? ___________________________

How long? _______________________

2.  Do you drink alcohol?______________________

How long? _______________________

4. How much coffer or tea do you drink?  ______________________________________________

5. Does any family member (parent, brother, sister, child, etc) have a sleep problem or snore loudly?

_______________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________


X. REVIEW OF SYMPTOMS

Does your child have any of the following?  (Circle)

Sore throat


Dry throat


Sinus trouble

Cough



Wheezing


Chest Pain

Shortness of breath

Heartburn


Indigestion

Sour belches


Swelling of legs


Frequent urination

List any other symptoms or problems that your child may have that are not covered above.  Elaborate on any symptom indicated above if necessary.

_________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________


XI. STATE OF MIND (TEENAGERS ONLY)

Please read the entire group of statements below and read each group carefully.  Then pick out the one statement which best describes the way you feel today for each group.  Circle the number (3,2,1, or 0) besides the statement you have chosen.  If more that one statement in the group seems to apply equally well, circle each one.

Be sure to read all the statements in each group before making your choice.

A.
3
I am so sad or unhappy that I can’t stand it.


2
I am blue or sad all the time and I can’t snap out of it.


1
I feel sad or blue.


0
I do not feel sad.

B.
3
I feel that the future is hopeless and that things cannot improve.


2
I feel I have nothing to look forward to.


1
I feel discouraged about the future.


0
I am not particularly pessimistic or discouraged about the future.

C.
3
I feel I am a complete failure as a person (i.e., parent, husband, wife)


2
As I look back on my life, all I can see is a lot of failures.


1
I feel I have failed more than the average person.


0
I do not feel like a failure.

D. 
3
I am dissatisfied with everything.


2
I don’t get satisfied out of anything anymore.     


1
I don’t enjoy things the way I used to.


0
I am not particularly dissatisfied.

E.
3
I feel as though I am very bad or worthless. 


2
I feel quite guilty.


1
I feel bad or unworthy a good part of the time.


0
I don’t feel particularly guilty.

F.
3
I hate myself.


2
I am disgusted with myself.


1
I am disappointed in myself.


0
I don’t feel disappointed in myself.

G.
3
I would kill myself if I had the chance.   


2
I have definite plans about committing suicide.


1
I feel I would be better off dead.


0
I don’t have any thoughts of harming myself.

H.
3
I have lost all interest in other people and don’t care about them at all.


2
I have lost most of my interest in other people and have little feeling for them.


1
I am less interested in other people than I used to be.


0
I have not lost interest in other people.
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