
, CHILDREN'S NATIONAL MEDICAL CENTER
PEDIATRIC SLEEPDISORDERS LABORATORY

Dear Parent:

Your child has been scheduled for an overnight sleep study---------------------------at Children's National Medical Center.

DateofStudy: _

Place: Check in at the Welcome Desk, 1stFloor, Main Atrium at 7pm. The Slee~ Tech will
come down to meet and escort you and your child to the Sleep Lab Suite 4100, 4t floor.

Time: The test involves considerable patient preparation and set-up time so please plan to arrive
between 7:00pm - 7:15pm. Be prepared to stay overnight until 6:00am -6:30am the next
morning. One parent must stay overnight with the child; however, no additional people can stay.

Read: Enclosed items contain information about the sleep test, details regarding the overnight
stay in the sleep lab, and a sleep questionnaire and sleep log.

Fill out: the enclosed sleep questionnaire and two-week sleep log.

Bring: the completed sleep questionnaire and two-week sleep log to the sleep test appointment.
The information you provide in the questionnaire and sleep log will help us properly interpret
your child's sleep study.

Cancellations: Due to the technical complexity and high cost of this study as well as the long
waiting list of patients, we expect you to keep the appointment. If you must cancel this
appointment or cannot arrive by 7: 15 pm, please call the cancellation line at 202-476-5777 and
leave the patient's name, your name, and a number where we can contact you. The next
appointment may be several months later.

No-Show Policy: Due to the long waiting list, if you do not notify us of the need to cancel or
reschedule at least 24 hours before the appointment, or fail to come to the appointment, the test
will not be rescheduled. Your child's referring physician will be notified.

Contact Information: If you have any questions, feel free to contact us at 202-476-2022.
Your cooperation with this process is greatly appreciated as we strive to provide the highest
quality study possible for your child.
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Infant Sleep Questionnaire

Children's National Medical Center
Infant Sleep Questionnaire

(Birth - Two Years)

Patient's Name _

Date of Birth: ------.1------.1 __

Name of Person Completing Questionnaire _

Parent/Guardian's Name _

Pediatrician/Primary Care Physician---,- _

Referring Health Care Provider _

Current Height: Current Weight: _

Date _

Sex: __ male __ female

Phone # _

Phone # _

Please list all medications your child is currently taking, both prescription and over the counter

Brief Medical History (circle all that apply):
1. Prematurity Infant apnea Tonsillectomy/adenoidectomy Enlarged tonsils/adenoids

Asthma Seizures Cerebral Palsy Tracheostomy Gastroesophageal reflux Spina bifida

Muscular dystrophy Bronchopulmonary Dysplasia (BPD)

Developmental disorder (Down Syndrome, Autism, Language delay, etc.)
Other --+

2. Has your infant ever been diagnosed with a sleep disorder? Yes No (if yes please specify)

3. Does your child use Oxygen therapy? Yes No

4. Does your child use CPAP/BiPAPtherapy? Yes No

5. Has your child ever been prescribed caffeine/theophylline? Yes No

6. Has your infant ever been on a home apnea monitor? Yes No

7. Was your infant born full term? Yes No

7a. If no, how many weeks/months premature? weeks months

8. Was your child born with any breathing difficulties or has s/he been diagnosed with a resptratory problem?

Yes No

8a. If yes, please describe: +-__

9. Does your child have any symptoms of reflux (heart burn, frequent spit-ups after meals) Yes I No

9a. If yes, is s/he currently medicated for this or have you been advised to take precautions during/after

feedings? Please explain: _
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Infant Sleep Questionnaire

10. Is there a history/risk of sudden infant death syndrome (SIDS) in your family? Yes No

lOa. If yes, check relationship to affected infant:

Full sibling __ Half sibling__ Step sibling __ Cousin__ Aunt/uncle __

11. Has your child ever turned blue? Yes No

12. Has your child ever required stimulation in order to resume breathing? Never Occasionally Frequently

13. Haveyou established a sleep schedule for your infant_ or does your infant sleep on her/his own schedule__

If have established a schedule, please indicate the optimal sleep and awake times:

13a. Bedtime: __ Wake-up time:__ Naps: Nap 1 time __ Nap 2 time __ Nap 3 time __

14. What time do you put your infant to bed? prn/arn

15. What time does your infant wake up in the morning? prn/arn

16. On average, how many hours does your infant sleep? hours

17. On how many mornings does your infant: Wake up on his/her own? On how many mornings is

your infant awakened by a caretaker? _

18. How much does your child's bedtime and wake up time change from night to night?

Less than 15 15 to 30 30 - 60 More than 60

minutes minutes minutes minutes

19. Approximately how many hours does your infant sleep during a 24 hour period? _

20. Approximately how many hours is your infant's actual longest sleep period during the day or night? _

21. Approximately how many hours does your infant sleep during the day (6:00am-6:00pm)? _

22. Does your infant's sleep pattern vary from day to day? Yes No

I 23. Is your infant's sleep pattern regular and predictable? Yes No

I 24. In what sleeping position do you put your infant down to sleep? back side stomach it varies

25. What is your infant's preferred sleeping position? back side stomach it varies

26. Has your child ever taken over-the-counter or prescription medications at bedtime that help him/her to

calm down and/or fall asleep? Yes No

27. If yes, please list medication and dosages _

28. Does your child awaken to feed during the night? Yes No

28a. If yes, how many times does your child feed at night? How long do the feedings last? _

29. Is your child primarily: breast fed? bottle fed? eating solids? _
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Infant Sleep Questionnaire

31. How often is there a regular bedtime----i

routine in your home? I
f32,-After bedtime, how often does the child --1-----'------
I call you back to the bedroom more than 2 I
I II times? I
! 33. How often are bedtime and the hour ,..------'-----r-------'-
I leading up to it a stressful time?

34. How often does your child have difficulty

falling asleep at night?

34a. What is the longest time it has taken your child to fall asleep after being put to bed? minutes

! 34b. How much time does it usually take him/her to fall asleep after being put to bed? minutesI=:~:::;:~:::::;:~::~nthell----I----I~l--l--·-·-·····
! 36. What is the longest time it has taken your child to fall back to sleep after a night awa;k~e::::n.:.:i:n~g=-7.:....._::::=-:=-:====-;::::: ...:,m..::::i~n~:::u.t~~e::::s~'..1
L 37. Ho!, often is your infant's sleep restless?

I ;:I~~~:s your child grind his/her teeth while I
f39. How often does your child sleep in a -r----r-

I
..-.-...-- .....-

! caretaker's bed? I

42. Does your child have repetitive movements during For example, check
Leg jerks _. _ -.. Head banging Lip sm:~~a:_,::c:'.k:i:.:n:.:..g._==-:=:::::.O~~..t~..:h..:.,::e.:r:::::::;:====::::-;:====:::::-;:::====::::;::::==:::::.: ...:1I~~~~~~~·..·~~~~~~~~:~f~;~~..~ovements ---

!-43-:-i5oes you r chiid~snore? -------------- , - _- ,-.- - - r-- ..· -..·-

43a. My child's snoring can be heard (check all that apply):
one room away _ in other bedrooms on the same floor throughout the house _

r"44. W"hile-'your child is sleeping, does he/she (check all that ap-j)ly):- ------- ..--------------.-.-- ..-..
Struggle to breathe? _ Hold his/her breath? _ Stop breathing for short periods of time? _ Gasp? _ None of these

, - , · · ··.. · .. :: 1
44a. yes to any of the above, how often

do these hr.""thinn nrn,hl."m<::
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Infant Sleep Questionnaire

TWO-WEEK SLEEP RECORD

PATIENT'S NAME ---------

PATIENT'S DATE OF BIRTH _

PARENT'S NAME. _

ADDRESS _

DATE OF SLEEP RECORD: FROM, TO _

INSTRUCTIONS:

TELEPHONE NUMBER, _

,..........•................. _ .._._ .......•....... _._ .••.- ..- ..- .
Leave blank the periods your child is awake .. ~ _d

Fill irlthe'times-:your'child' is

asleep with shaded boxes.
.. , ".,"''',." ... ,' ... ...

t

Mark the times your child gets 'ub in the morning and

after napswith arrows pointing upwards. t, '

M M
I I
D D
N N
I AM PM I
G G
H H

Dav T 2:00 4:00 6:00 8:00 10:00 Noon 2:00 4:00 6:00 8:00 10:00 T

SPECIAL OBSERVATIONS AND NOTES: _
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