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PATIENT SLEEP LOG
	Name: 
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	DOB:        
	
	Referring MD: 
	
	

	Date Started:          
	
	
	
	
	
	Comments: 
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	

	List all current Medications: 
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	

	    ( Lights out or in bed trying to sleep   
	       
                 Asleep Time 
	   ( Lights on or out of bed for the day
	
	

	
	PM
	
	
	
	
	
	Midnight 
	
	
	
	
	AM
	
	
	
	
	
	Noon
	
	
	
	
	PM
	
	Fill out in the morning
	Fill out in the evening

	DATE
	6
	7
	8
	9
	10
	11
	12
	1
	2
	3
	4
	5
	6
	7
	8
	9
	10
	11
	12
	1
	2
	3
	4
	5
	Alcohol?
	Sleep         Quality?
	Daytime Fatigue?

	

	
	(
	
	
	
	
	
	
	
	
	(
	
	
	
	
	
	Nap
	
	
	
	Yes   No  
     Time______
	Hi  Med  Lo
	Hi  Med  Lo
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