Client Name:






          Date:
SLEEP QUESTIONNAIRE
· Restless legs 
· Increased activity during sleep like periodic leg movements
· Snorting during sleep

· Snoring during sleep

· Alcohol in the afternoon/evening

· Excessive smoking

· Caffeine in the afternoon/evening (includes chocolate caffeinated sodas & teas)
· Eating in bed 

· Eating late 

· Heartburn at night

· Steroid meds.

· High BP meds. like beta blockers (end with olol)

· Difficulty falling asleep

· Difficult staying asleep

· Waking up to urinate and unable to fall back asleep

· I need 8 or more hours of sleep per night

· If I don’t sleep I can’t  ____________________________________(work, socialize,take care of the kids for example)

· If I don’t sleep tonight I won’t be able to______________________________________________________.
· If I don’t sleep I feel________________________________________.

· If X_____________________________happens, I won’t sleep”

· I don’t sleep at all.

· I take the following sleep medications  and heir dosages are:________________________________________________________

· I have had insomnia since______________________________________

STIMULUS CONTROL THERAPY
· Go to bed when sleepy

· Remain in bed no more than 10minutes without sleeping (20 mins. For elders)

· If unable to sleep get up do something boring and return to bed only when sleepy.  Repeat getting up and returning to bed as  frequently as necessary until sleep onset.
RELAXATION THERAPY
· Practice relaxation techniques throughout the day
· Counting technique with breathing 

· Visualization technique

· Muscle relaxation technique
· Include exercise and fresh air daily for at least 30 minutes

