
4902 Irvine Center Drive, Suite 104, Irvine, CA 92604  
Phone: (949) 446-8990      Fax: (949) 446-8535  

PEDIATRIC SLEEP QUESTIONNAIRE 

Child’s Name: __________________________ Date of Birth: _______________ Gender:         Male          Female 

Name of person completing this questionnaire: _____________________________________________________ 

Relationship to child: _______________________________________________ Date: _______________________ 

PREGNANCY/DELIVERY 

Was the mother's pregnancy healthy?    Yes           No    (If No Please Explain) 

Length of pregnancy? ________________ (Weeks) 

Mode of delivery?    Vaginal               C-Section              Vacuum Assist 

Problems with your baby after delivery?    Yes           No    (If Yes Please Explain) 

Please tell about your child’s current sleep-related symptoms and your concerns. 

Reason for Sleep Study Referral: (check all that apply) 

   Measure breathing problems during sleep 

   Follow-up sleep study after surgery or other treatment  

   Evaluate need for extra oxygen at night 

   Evaluate need for CPAP or BiPAP  

   Evaluate nighttime choking or gasping 

   Evaluate the child’s unusual movements, behaviors, or waking’s at night  

   Evaluate excess daytime sleepiness or napping 

   Other: _____________________________________________________________________________________ 

Please write in your own words what are your child’s main sleep trouble(s) or current symptoms, what things 
you’ve tried to do to help, and what things might be causing these problems? 
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Surgery to remove tonsils?    Yes    No       If Yes, date: _______ /_______(mm/yy) 

Surgery to remove adenoids?    Yes    No If Yes, date: _______ /_______(mm/yy) 

 

CHILD’S SLEEP/WAKE SCHEDULE 

Is your child’s sleep routine regular?           Yes        No 
 

 School or Weekdays Non-School or Weekends 

Usual Bedtime   

Time When Child Really Falls Asleep   

Usual Wake Time   

 
Napping 
 
   None                 or Number of naps: _________________  Hours napping: ______________ 
 
Current Medications (list all, prescription and non-prescription) 
 

 

 

 

 
 

 

CURRENT SLEEP ENVIRONMENT AND BEHAVIOR 
 

What position does your child usually sleep in? 
 

   His/her back    Back and side or stomach 

   His/her side    All positions 

   His/her stomach    Sitting up or propped up with pillows 

   Not sure  
 
Where does your child fall sleep? 
 
   Own bed     Someone else’s bed With whom? _______________________________________  
   Own room     Someone else’s bed With whom? _______________________________________ 
 
How does your child fall asleep? 

   Parent is with child when falling asleep     Sibling is with child when falling asleep 

Any other habits when falling asleep?                               Yes                      No (If Yes Please Explain) 
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Where does your child sleep most of the night? Describe below: 

 

 

 

 
 
SLEEP AND BREATHING 
 
If snoring or noisy breathing is present, how noisy has your child usually been in the past month? 

   Does not apply       Louder than talking 

   Only slightly louder than heavy breathing    Extremely loud/can be heard through a closed door  

   About as loud as mumbling or talking     Not sure 

 

SLEEP SYMPTOMS OR PROBLEMS 
 
If the symptom or problem does not apply to your child, then check 
“Not Applicable” 
 

Usually 
(5-7/wk) 

Sometimes  
(2-4/wk) 

Rarely 
(0-1/wk) 

Not 
Applicable 

Child has trouble falling asleep at night     
Child awakes once during the night     
Child wakes more than once during the night     
Child sleeps too little     
Child sleeps too much     
Child wets the bed at night     
Child makes noises/talks during sleep     
Child is restless and moves a lot during sleep     
Child sleepwalks during the night     
Child awakens during night screaming, sweating and inconsolable     
Child grinds teeth during sleep (dentist may have told you this)     
Child moves to someone else’s bed during the night (parent, sibling, etc)     
Child reports body pains during sleep. If so, where?     
Child has noisy breathing or snoring     
Child seems to stop breathing during sleep     
Child snorts and/or gasps during sleep     
Child is very sweaty during sleep     
Child has frequent leg jerks or kicks during sleep     
Child complains of weird feelings or “growing pains” in his/her legs at night     
Child has vivid or scary dreams when falling asleep or upon waking     
Child says he/she can’t move just as he/she is falling asleep     
Child awakens alarmed by a frightening dream     
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MORNING WAKING 

 

 Usually 
(5-7/wk) 

Sometimes  
(2-4/wk) 

Rarely 
(0-1/wk) 

Not 
Applicable 

Child has difficulty getting out of bed in the morning     

Child takes a long time to become alert in the morning     

Child says he/she can’t move when first waking in the morning     

Child is tardy for school or is missing school because of sleepiness     
 
 

DAYTIME SYMPTOMS 

 

 Usually 
(5-7/wk) 

Sometimes  
(2-4/wk) 

Rarely 
(0-1/wk) 

Not 
Applicable 

Problem 

Yes No 

Child naps during the day       

Child suddenly falls asleep in the middle of active 
behavior       

Child acts sleepy or seems overtired a lot       
Child falls down, loses muscle tone, gets weak in the 
knees or jaw, when laughing or with strong emotions.       

Child reports dreams, sometimes scary, during 
daytime       

 
 

ACTIVITIES 

 
During the past month, in which of the following 
activities has your child appeared very sleepy or fallen 
asleep? 

Very 
sleepy 

Falls 
Asleep 

No 
Problem 

Not 
Applicable 

Problem 

Yes No 

Playing alone       
Playing with others       
Watching TV       
Playing a video game       
Riding in car       
Eating meals       
Getting dressed       
Going to the bathroom       
In school (if applicable)       
After school (if applicable)       
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MEDICAL HISTORY 

 
Have you ever been told by a teacher, school official, doctor, nurse or other 
health professional that your child has any of the following conditions? 
 

No Yes Not sure 

Asthma    
Chronic lung or breathing trouble (NOT ASTHMA)    
Tracheostomy (surgical hole in the neck)    
Trouble breathing through the nose    
Chronic allergies or sinus problems    
Frequent ear infections    
Frequent throat infections    
Craniofacial problems (e.g. – small face or jaw, Pierre-Robin)    
Cerebral palsy    
Epilepsy (seizure disorder)    
Spina bifida (problem with spinal cord and lower brain)    
Muscle weakness (for example, muscular dystrophy)    
Migraine headaches    
Hearing impairment or deafness    
Vision impairment or blindness    
Chronic arthritis or rheumatic disease    
Chronic orthopedic bone or joint problems    
Skeletal problems (dwarfism, achondroplasia)    
Obesity    
Diabetes    
Genetic problems (for example, Down’s syndrome)    
Heart problem (for example, hole in the heart, murmur)    
Swallowing problems    
Gastro-esophageal reflux    
Poor weight gain    
Sickle cell disease    
Hormone problems    
Eczema (skin allergies)    
Allergies to medicines or foods    
Pain    
Learning problems    
ADHD (Attention deficit or hyperactivity disorder)    
Developmental delay or Intellectual Disability    
Autism Spectrum Disorder    
Anxiety problems    
Behavioral or emotional problems    
Obsessive compulsive disorder    
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MEDICAL HISTORY Continued No Yes Not sure 

Depression    
Suicide attempts    
Drug abuse    
Admissions to hospital for psychiatric (mental health) problems    

SCHOOL HISTORY - (If your child is too young for school, skip this page.) 

School Placement: Current grade level: _______________(If summertime, then enter the grade level for upcoming fall.) 

   Regular classroom    Severe behavior problem classroom 

   Home schooling    Multiple handicapped classroom 

   Learning disabilities class/resource room    Other: (please describe) 

No Yes Not sure 

Current concerns about your child’s school performance?    

Current concerns about your child’s behavior at school?    

Has your child ever repeated a grade?  If YES, what grade (s) ____________    

Has your child ever been expelled or suspended?    

Has your child's teacher discussed with you any concerns about academic 
performance, behavior, or social relationships?    

If your child is in school, how are his/her grades? (Mark box below) 

Child’s grades Excellent Good Average Poor Failing Not sure 

Current year       
Last year       

Current academic performance is: 

   Same as last year    Worse than last year    Better than last year 

Missed School Days: < 5 days 5-10 days 10-20 day 20-30 days 30+ days 

Current year      
Last year      
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FAMILY HISTORY 

Has either parent been told by a doctor or other health professional that 
the parent had any of the following: 

No Yes Not sure 

Sleep apnea diagnosed in a sleep laboratory or treated with CPAP 
(continuous positive airway pressure)    

Narcolepsy (excessive daytime sleepiness, dream sleep attacks)    

“Restless legs syndrome” (uncomfortable, crawling feelings in the legs 
most bothersome at night) or    

“Periodic limb movement syndrome” (frequent, leg kicks or jerks or kicks 
during sleep)    

Has your child's teacher discussed with you any concerns about academic 
performance, behavior, or social relationships?    

EPWORTH SLEEPINESS SCALE 

This section is only to be completed for children ages 6 and up. If child is under 6 years old, please leave section blank. 

This questionnaire was developed to determine the level of daytime sleepiness in individuals. It has become one of the 

most frequently used methods for determining a person’s average level of daytime sleepiness. 

How likely is your child to doze off or fall asleep in the following situations, in contrast to feeling just tired? This refers 

to your child's usual way of life in recent times. Even if your child has not done some of these things recently, think 

about how these things would have affected them. Use the following scale to choose the most appropriate number 

for each situation. 

Please mark "✓" as appropriate: 

Would 
never 
doze 

Slight 
chance of 

dozing 

Moderate 
chance of 

dozing 

High 
chance of 

dozing 

0 1 2 3 

1. Sitting and reading     
2. Watching TV     
3. Sitting, in a public place (e.g. in a class room or movie theater)     
4. As a passenger in a car for an hour without a break     
5. Lying down to rest in the afternoon     
6. Sitting down and talking     
7. Sitting quietly after lunch     
8. While playing a video game     

TOTAL SCORE:
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Is there anything else you would like me to know about your child? 

8


	Date of Birth: 
	Name of person completing this questionnaire: 
	Relationship to child: 
	Date: 
	Textfield: 
	Length of pregnancy: 
	Vaginal: Off
	CSection: Off
	Vacuum Assist: Off
	Textfield0: 
	Measure breathing problems during sleep: Off
	Followup sleep study after surgery or other treatm: Off
	Evaluate need for extra oxygen at night: Off
	Evaluate need for CPAP or BiPAP: Off
	Evaluate nighttime choking or gasping: Off
	Evaluate the childs unusual movements behaviors or: Off
	Evaluate excess daytime sleepiness or napping: Off
	Other: Off
	Other0: 
	Textfield1: 
	If Yes date: 
	If Yes date0: 
	If Yes date1: 
	If Yes date2: 
	Usual Bedtime: 
	Usual Bedtime0: 
	Time When Child Really Falls Asleep: 
	Time When Child Really Falls Asleep0: 
	Usual Wake Time: 
	Usual Wake Time0: 
	None: Off
	or Number of naps: 
	Hours napping: 
	Textfield2: 
	Hisher back: Off
	Back and side or stomach: Off
	Hisher side: Off
	All positions: Off
	Hisher stomach: Off
	Sitting up or propped up with pillows: Off
	Not sure: Off
	Own bed: Off
	Someone elses bed: Off
	With whom: 
	Own room: Off
	Someone elses bed0: Off
	With whom0: 
	Parent is with child when falling asleep: Off
	Sibling is with child when falling asleep: Off
	Textfield3: 
	Textfield4: 
	Does not apply: Off
	Louder than talking: Off
	Only slightly louder than heavy breathing: Off
	Extremely loudcan be heard through a closed door: Off
	About as loud as mumbling or talking: Off
	Not sure0: Off
	ChkBox: Off
	ChkBox0: Off
	ChkBox1: Off
	ChkBox2: Off
	ChkBox3: Off
	ChkBox4: Off
	ChkBox5: Off
	ChkBox6: Off
	ChkBox7: Off
	ChkBox8: Off
	ChkBox9: Off
	ChkBox10: Off
	ChkBox11: Off
	ChkBox12: Off
	ChkBox13: Off
	ChkBox14: Off
	ChkBox15: Off
	ChkBox16: Off
	ChkBox17: Off
	ChkBox18: Off
	ChkBox19: Off
	ChkBox20: Off
	ChkBox21: Off
	ChkBox22: Off
	ChkBox23: Off
	ChkBox24: Off
	ChkBox25: Off
	ChkBox26: Off
	ChkBox27: Off
	ChkBox28: Off
	ChkBox29: Off
	ChkBox30: Off
	ChkBox31: Off
	ChkBox32: Off
	ChkBox33: Off
	ChkBox34: Off
	ChkBox35: Off
	ChkBox36: Off
	ChkBox37: Off
	ChkBox38: Off
	ChkBox39: Off
	ChkBox40: Off
	ChkBox41: Off
	ChkBox42: Off
	ChkBox43: Off
	ChkBox44: Off
	ChkBox45: Off
	ChkBox46: Off
	ChkBox47: Off
	ChkBox48: Off
	ChkBox49: Off
	ChkBox50: Off
	ChkBox51: Off
	ChkBox52: Off
	ChkBox53: Off
	ChkBox54: Off
	ChkBox55: Off
	ChkBox56: Off
	ChkBox57: Off
	ChkBox58: Off
	ChkBox59: Off
	ChkBox60: Off
	ChkBox61: Off
	ChkBox62: Off
	ChkBox63: Off
	ChkBox64: Off
	ChkBox65: Off
	ChkBox66: Off
	ChkBox67: Off
	ChkBox68: Off
	ChkBox69: Off
	ChkBox70: Off
	ChkBox71: Off
	ChkBox72: Off
	ChkBox73: Off
	ChkBox74: Off
	ChkBox75: Off
	ChkBox76: Off
	ChkBox77: Off
	ChkBox78: Off
	ChkBox79: Off
	ChkBox80: Off
	ChkBox81: Off
	ChkBox82: Off
	ChkBox83: Off
	ChkBox84: Off
	ChkBox85: Off
	ChkBox86: Off
	ChkBox87: Off
	ChkBox88: Off
	ChkBox89: Off
	ChkBox90: Off
	ChkBox91: Off
	ChkBox92: Off
	ChkBox93: Off
	ChkBox94: Off
	ChkBox95: Off
	ChkBox96: Off
	ChkBox97: Off
	ChkBox98: Off
	ChkBox99: Off
	ChkBox100: Off
	ChkBox101: Off
	ChkBox102: Off
	ChkBox105: Off
	ChkBox106: Off
	ChkBox107: Off
	ChkBox108: Off
	ChkBox109: Off
	ChkBox110: Off
	ChkBox111: Off
	ChkBox112: Off
	ChkBox113: Off
	ChkBox114: Off
	ChkBox115: Off
	ChkBox116: Off
	ChkBox117: Off
	ChkBox118: Off
	ChkBox119: Off
	ChkBox120: Off
	ChkBox121: Off
	ChkBox122: Off
	ChkBox123: Off
	ChkBox124: Off
	ChkBox125: Off
	ChkBox126: Off
	ChkBox127: Off
	ChkBox128: Off
	ChkBox129: Off
	ChkBox130: Off
	ChkBox131: Off
	ChkBox132: Off
	ChkBox133: Off
	ChkBox134: Off
	ChkBox137: Off
	ChkBox138: Off
	ChkBox139: Off
	ChkBox140: Off
	ChkBox141: Off
	ChkBox142: Off
	ChkBox143: Off
	ChkBox144: Off
	ChkBox145: Off
	ChkBox146: Off
	ChkBox147: Off
	ChkBox148: Off
	ChkBox149: Off
	ChkBox150: Off
	ChkBox151: Off
	ChkBox152: Off
	ChkBox153: Off
	ChkBox154: Off
	ChkBox155: Off
	ChkBox156: Off
	ChkBox157: Off
	ChkBox158: Off
	ChkBox159: Off
	ChkBox160: Off
	ChkBox161: Off
	ChkBox162: Off
	ChkBox163: Off
	ChkBox164: Off
	ChkBox165: Off
	ChkBox166: Off
	ChkBox167: Off
	ChkBox168: Off
	ChkBox169: Off
	ChkBox170: Off
	ChkBox171: Off
	ChkBox172: Off
	ChkBox173: Off
	ChkBox174: Off
	ChkBox175: Off
	ChkBox176: Off
	ChkBox177: Off
	ChkBox178: Off
	ChkBox179: Off
	ChkBox180: Off
	ChkBox181: Off
	ChkBox182: Off
	ChkBox183: Off
	ChkBox184: Off
	ChkBox185: Off
	ChkBox186: Off
	ChkBox187: Off
	ChkBox188: Off
	ChkBox189: Off
	ChkBox190: Off
	ChkBox191: Off
	ChkBox192: Off
	ChkBox193: Off
	ChkBox194: Off
	ChkBox195: Off
	ChkBox196: Off
	ChkBox199: Off
	ChkBox200: Off
	ChkBox201: Off
	ChkBox202: Off
	ChkBox203: Off
	ChkBox204: Off
	ChkBox205: Off
	ChkBox206: Off
	ChkBox207: Off
	ChkBox208: Off
	ChkBox209: Off
	ChkBox210: Off
	ChkBox211: Off
	ChkBox212: Off
	ChkBox213: Off
	ChkBox214: Off
	ChkBox215: Off
	ChkBox216: Off
	ChkBox217: Off
	ChkBox218: Off
	ChkBox219: Off
	ChkBox220: Off
	ChkBox221: Off
	ChkBox222: Off
	ChkBox223: Off
	ChkBox224: Off
	ChkBox225: Off
	ChkBox226: Off
	ChkBox227: Off
	ChkBox228: Off
	ChkBox229: Off
	ChkBox230: Off
	ChkBox231: Off
	ChkBox232: Off
	ChkBox233: Off
	ChkBox234: Off
	ChkBox235: Off
	ChkBox236: Off
	ChkBox237: Off
	ChkBox238: Off
	ChkBox239: Off
	ChkBox240: Off
	ChkBox241: Off
	ChkBox242: Off
	ChkBox243: Off
	ChkBox244: Off
	ChkBox245: Off
	ChkBox246: Off
	ChkBox247: Off
	ChkBox248: Off
	ChkBox249: Off
	ChkBox250: Off
	ChkBox251: Off
	ChkBox252: Off
	ChkBox253: Off
	ChkBox254: Off
	ChkBox255: Off
	ChkBox256: Off
	ChkBox257: Off
	ChkBox258: Off
	ChkBox259: Off
	ChkBox260: Off
	ChkBox261: Off
	ChkBox262: Off
	ChkBox263: Off
	ChkBox264: Off
	ChkBox265: Off
	ChkBox266: Off
	ChkBox267: Off
	ChkBox268: Off
	ChkBox269: Off
	ChkBox270: Off
	ChkBox271: Off
	ChkBox272: Off
	ChkBox273: Off
	ChkBox274: Off
	ChkBox275: Off
	ChkBox276: Off
	ChkBox277: Off
	ChkBox278: Off
	ChkBox279: Off
	ChkBox280: Off
	ChkBox281: Off
	ChkBox282: Off
	ChkBox283: Off
	ChkBox284: Off
	ChkBox285: Off
	ChkBox286: Off
	ChkBox287: Off
	ChkBox288: Off
	ChkBox289: Off
	ChkBox290: Off
	ChkBox291: Off
	ChkBox292: Off
	ChkBox293: Off
	ChkBox294: Off
	ChkBox295: Off
	ChkBox296: Off
	ChkBox297: Off
	ChkBox298: Off
	ChkBox299: Off
	ChkBox300: Off
	ChkBox301: Off
	ChkBox302: Off
	ChkBox303: Off
	ChkBox304: Off
	ChkBox305: Off
	ChkBox306: Off
	ChkBox307: Off
	ChkBox308: Off
	ChkBox309: Off
	ChkBox312: Off
	ChkBox313: Off
	ChkBox314: Off
	ChkBox315: Off
	ChkBox316: Off
	ChkBox317: Off
	ChkBox318: Off
	ChkBox319: Off
	ChkBox320: Off
	ChkBox321: Off
	ChkBox322: Off
	ChkBox323: Off
	School Placement Current grade level: 
	Regular classroom: Off
	Severe behavior problem classroom: Off
	Home schooling: Off
	Multiple handicapped classroom: Off
	Learning disabilities classresource room: Off
	Other please describe: Off
	ChkBox326: Off
	ChkBox327: Off
	ChkBox328: Off
	ChkBox329: Off
	ChkBox330: Off
	ChkBox331: Off
	ChkBox332: Off
	ChkBox333: Off
	ChkBox334: Off
	ChkBox335: Off
	ChkBox336: Off
	ChkBox337: Off
	ChkBox338: Off
	ChkBox339: Off
	ChkBox340: Off
	ChkBox341: Off
	ChkBox342: Off
	ChkBox343: Off
	ChkBox344: Off
	ChkBox345: Off
	ChkBox346: Off
	ChkBox347: Off
	ChkBox348: Off
	ChkBox349: Off
	ChkBox350: Off
	ChkBox351: Off
	ChkBox352: Off
	Same as last year: Off
	Worse than last year: Off
	Better than last year: Off
	ChkBox353: Off
	ChkBox354: Off
	ChkBox355: Off
	ChkBox356: Off
	ChkBox357: Off
	ChkBox358: Off
	ChkBox359: Off
	ChkBox360: Off
	ChkBox361: Off
	ChkBox362: Off
	ChkBox365: Off
	ChkBox366: Off
	ChkBox367: Off
	ChkBox368: Off
	ChkBox369: Off
	ChkBox370: Off
	ChkBox371: Off
	ChkBox372: Off
	ChkBox373: Off
	ChkBox374: Off
	ChkBox375: Off
	ChkBox376: Off
	ChkBox377: Off
	ChkBox378: Off
	ChkBox379: Off
	Gender_CB: Off
	Problems with your baby after delivery_CB: Off
	RadioButton_CB: Off
	RadioButton0_CB: Off
	RadioButton1_CB: Off
	RadioButton2_CB: Off
	Was the mothers pregnancy healthy_CB: Off
	FONT: 
	Text1: 
	Text2: 0
	A1: Off
	A2: Off
	A3: Off
	A4: Off
	B1: Off
	B2: Off
	B3: Off
	B4: Off
	C1: Off
	C2: Off
	C3: Off
	C4: Off
	D1: Off
	D2: Off
	D3: Off
	D4: Off
	E1: Off
	E2: Off
	E3: Off
	E4: Off
	F1: Off
	F2: Off
	F3: Off
	F4: Off
	G1: Off
	G2: Off
	G3: Off
	G4: Off
	R1: Off
	R2: Off
	R3: Off
	R4: Off
	WS-TXT-1-0: 0
	Textfield5: 


