Community Hospital of the Monterey Peninsula
Sleep Disorders Center

Pediatric Questionnaire
Last Name: _______________First: ____________ Middle: __________
Nickname or name child wishes to be called:_______________________
Date of Birth: ______/_____/______Age:__________ Sex: _______ 
HT: ________ WT: _________

Name of parents: _____________________________________________
Phone Numbers: home: _____________cell: ______________ work:_________
Name of referring Doctor or Pediatrician: 
________________________________________________________________
The purpose of this questionnaire is to allow us to fully understand your child’s sleep problem.  It is important to answer all questions as completely and as accurately as possible.  If you have questions concerning this questionnaire or your appointment, please contact your physician or the Sleep Center directly.

PLEASE BRING THIS QUESTIONNAIRE WITH YOU TO YOUR CHILD’S SLEEP STUDY.

1.    How long have you felt your child has had a problem with sleep?
 ___Wks ___Mo ___ Yrs.

2. How many nights a week does your child appear to have a sleep problem? ______

3. Did your child’s sleep problem begin suddenly? (Yes  ( No 
 If yes, was there an event, traumatic or otherwise, that you feel may have contributed? Please describe:
      ________________________________________________________________
________________________________________________________________
4.   If your child is over two years old, did he/she sleep well as an infant?
      ( Yes  ( No   If no, please describe: _____________________________

       ___________________________________________________________
5.  What is your child’s usual bedtime? ______ Usual wakeup time? _________

6.  How many hours does your child sleep on an average night? _______

7.  How many times does your child wake up during the night? _______

If your child wakes routinely during the night, please explain how long he/she is awake and under what circumstances:  __________________________________________________________________________________________________________________________
8.  Does your child avoid bedtime?  
( Yes  ( No.

9.   Does your child take naps?   

( Yes  ( If yes, how long? _______
10. Does your child have difficulty getting to sleep?  ( Yes  ( No (This does not pertain to getting up for drinks of water, etc., but only after all the preliminary issues prior to sleep have been resolved).
11. How long does it take your child to fall asleep after he/she is settled into bed?    
       _____________________ minutes

12. Does your child experience “restless legs”?  ( Yes  ( No.  (This may look to you like he/she can not keep their legs still, or she/he may complain of their legs hurting).
13. Is your child current on all his/her vaccinations?  ( Yes ( No.  

14. Please list all medications and dosages taken by your child, both prescribed and over the counter (OTC). ________________________________________________________________
  ________________________________________________________________
15. Is your child on oxygen?   ( Yes ( No.  

If yes, what liter flow and at what times? ________________
16. Has your child had a tracheostomy?  ( Yes ( No. 
 If yes, when and why was it put in and when/if it has been removed: ________________________________________________________________
17. Has your child ever been on a ventilator or had to have mechanical assistance to breath? ( Yes ( No. 
If yes, what were the circumstances? __________________________________

18. Has your child had his/her tonsils and adenoids removed?  ( Yes ( No. 
 If yes, please tell us the name of the facility: ____________________________,  

When?______________  

Full name of the surgeon?____________________________________.

19. Does your child have brothers or sisters in the household? ( Yes ( No. 
 If yes, how many and what ages?  ________________________________________________________________
 ________________________________________________________________

20. Does anyone in the family, including parents and grandparents, have obstructive sleep apnea?  ( Yes ( No

21. Has anyone in your family ever died from SIDS (sudden infant death syndrome)?  ( Yes ( No

22. Does anyone in the family smoke around your child, either in the home or     automobile?  ( Yes ( No
23.  Do you have pets in your home?  ( Yes ( No
 If yes, please list number and type: _____________________________________________________________
______________________________________________________________

24. Was the pregnancy with this child normal?  ( Yes ( No.  If there were complications, please describe. ________________________________________________________________

________________________________________________________________
25.  Was the delivery of this child a normal vaginal birth without complications? 

 ( Yes ( No

If no, please describe: __________________________________________

26. Does your child have, or ever been diagnosed, with:

____Asthma

____Bronchopulmonary dysplasia (BPD)

____Gastroesphageal reflux (GERD)

____Nasal or sinus allergies
26. Does your child currently have, or ever been diagnosed, with ongoing:
____Food allergies

____Other allergies, 
Please list _______________________________________________

____Achondroplasis or other dwarfism

____Down Syndrome

____Mental retardation or cerebral palsy

____Mucopolysaccaridosis

____Treacher-Collins, Pierre Robin, or Prader-Willi syndrome

____Sickle cell anemia

____Spina bifida or menigomyelocele

____Other syndrome or disorder, 
Please list _______________________________________________
27.  Regarding your child’s behavior when asleep, please check all that apply:

____Demonstrates excessive movement during his/her sleep

____Has nightmares or night terrors

____Sleep walking, how frequent? ___nightly___weekly___monthly

____Sleep talking, how frequent?  ___nightly___weekly___ monthly
____Grinds his/her teeth?  ___nightly___weekly___ monthly
____Bedwetting, how frequently? ___every night ___occasionally

____Holds his/her breath, or appears to stop breathing

____Lips turn blue

____Struggles to breathe or appears to have difficulty breathing

____Snore, how frequently?  ____nightly ____weekly ____monthly

28. Is your child a mouth breather when awake?  ( Yes ( No.
29. Does your child frequently have a runny nose?  ( Yes ( No
30. Is your child allergic to any medications?  ( Yes ( No If yes, please list: 

_______________________________________________________________

 _______________________________________________________________
31. Is your child allergic to tape, or latex products or dyes? ( Yes ( No 
 If yes, please describe: ___________________________________________
______________________________________________________________
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