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General Sleep Information  

 Yes No 

Is there a regular bedtime routine? Ç Ç 

Does the child have his / her own bedroom? Ç Ç 

Does the child have his / her own bed? Ç Ç 

Is there a parent present when your child falls asleep? Ç Ç 

Does the child resist going to bed? Ç Ç 

Does the child have difficulty falling asleep? Ç Ç 
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Childõs Medical History (check all that apply) 
 

Ç Frequent nasal congestion   Ç Trouble breathing through his / her nose 
Ç Sinus problems   Ç Chronic bronchitis or cough 
Ç Environmental allergies   Ç Asthma 
Ç Frequent colds or flu   Ç Frequent ear infections 
Ç Difficulty swallowing   Ç Acid reflux (gastroesophageal reflux) 
Ç Poor or delayed growth   Ç Excessive weight 
Ç Hearing problems   Ç Speech problems 
Ç Vision problems   Ç Seizures / Epilepsy 
Ç Morning headaches   Ç Cerebral palsy 
Ç Heart disease   Ç High blood pressure 
Ç Sickle cell disease   Ç Genetic disease 
Ç Chromosome problems (e.g., Down’s)   Ç Skeletal problems (e.g., dwarfism) 
Ç Craniofacial disorder (e.g., Pierre-Robin)   Ç Thyroid problems 
Ç Eczema (itchy skin)   Ç Pain 
 
Past Surgical History 
 

Has your child ever had his / her tonsils removed?      Ç  Yes Ç  No 

Has your child ever had his / her adenoids removed?      Ç  Yes Ç  No 

Has your child ever had ear tubes?       Ç  Yes Ç  No 

What other surgeries has your child had (include age when surgery was performed)? _______________________________________ 

___________________________________________________________________________________________________________

___________________________________________________________________________________________________________

___________________________________________________________________________________________________________ 

 
Medications (attach a separate page, if necessary) 
 

Name of Medication Dose Reason 

   

   

   

   

   

   

   

 
Medication Allergies: __________________________________________________________________________________________ 

Environmental Allergies: _______________________________________________________________________________________ 

 

 

 


