Form completed by:

Sleepwise

Sleep Interview

Child detalls

Child’s name:

Date:

(first name)

Child’s gender: [ 1 male

Child’s date of birth:

/

D female

/

Child’s age:

Family details

Number of people living in the home

(last name)

Name

Age

Relationship to the child

Occupation (shift work)

Medical practitioners

Please provide details of your child’s doctors (for example, GP, Pediatrician)

Name of GP Address Telephone
Name of Pediatrician Address Telephone
Other Address Telephone
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Child information

1. Does your child have a diagnosed medical or other condition (for
example, epilepsy, asthma, eczema, sensory impairment, physical
disability, learning disability, anxiety, depression)?

[1ves [ INo If yes, please comment

2. Does your child have a current health issue (for example, earache,
toothache, constipation, pain)?

[ 1 Yes [] No Ifyes, please comment

3.  How does your child communicate?

4.  What are your major concerns about your child’s sleep?

5.  How is your child’s sleep disturbance affecting the family?
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6. What strategies have you tried to overcome your child’s sleep disturbance?

7. Has anything been undertaken by other health professionals regarding your
child’s sleep disturbance?

[] Yes

If yes, please specify

8. List any medications your child currently takes:

Medicine

Dose

How often

9. Does your child have any difficulties eating and/or drinking?

D Yes D No

If yes, please specify
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10. When and what does your child eat and drink?

Type of meal Time of day Food(s) Drink(s)

Breakfast

Morning snack

Lunch

Afternoon snack

Dinner

Evening snack

Other comments (for example, eating/drinking in between meals/snacks or
during the night, caffeine intake)

11. Do you feel your child eat or drink too little or too much?

[1ves [ INo If yes, please specify

12. How independent is your child in aspects of his/her personal care? Please
describe.

13. How would you describe your child’s nature (for example, is he/she
generally a happy child / quiet child / withdrawn child)?
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14. How would you describe your child’s behaviour during the day (for
example, level of compliance, tantrums , aggressive behaviour)?

15. Does your child have any fears or anxieties? Please describe.

Family information

16. Does anyone else in the family have a diagnosed sleep disorder?

[ lyes [INo

Type of sleep disorder (Please tick appropriate boxes)

[ ] Insomnia ] Sleep walking
] Snoring apnoea ] Sleep talking
[ ] Restless leg syndrome ] Sleep terrors
[ ] Periodic limb movement disorder ] Narcolepsy
Other:

Relationship to child:

17. Does your child share a bedroom? (Please tick appropriate box/es)
[ 1 Not sharing a bedroom (has own bedroom)
] Sharing with siblings Number of siblings in shared room:
] Sharing with parents (through parental choice)

] Sharing with parents (not parental choice)

SLEEPWISE Sleep Interview

Page 5 of 12



Going to bed

18. Please describe your child’s bedroom.

Type of heating/cooling:

Type of lighting:

Door: ] Open ] Partially open [ ] Closed
Is there a TV, mobile phone or computer in the room? [1ves [ 1No

If yes, please describe usage

Is the bedroom used for any daytime activities or ‘time out’?

[ 1 Yes [1 No If yes, please specify

19. Does your child have a regular bedtime routine? [1yes [INo

State routine events from 4.00 pm through the evening until bedtime
(including requirements for settling such as teddy bear, radio/music):

20. Does your child resist going to bed? [lyes [INo

If yes, please comment
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21.

22.

23.

24,

Rate the difficulty of your child’s ‘going to bed’ behaviour.
[ Not difficult about going to bed

[ ] Difficult 1-3 nights a week, settling takes less than an hour
[ ] pifficult 4-7 nights a week, setting takes less than an hour
[ ] Difficult 1-3 nights a week, settling takes more than an hour

[ ] pifficult 4-7 nights a week, settling takes more than an hour

Where does your child fall asleep? (Please tick appropriate box/es)

Own room in own bed

Parents’ room in own bed

Parents’ room in parents’ bed

(L] no alternative  [_] moved later [ ] stays)
Siblings’ room in own bed

Siblings’ room in siblings’ bed

(L] no alternative  [_] moved later [ 1 stays)

O Od dOotd

Lounge room

Other (Please comment)

Who settles your child to bed?

[] Mostly mother [] Mostly father [ ] Both/either parents [ ]self[] Other

Does your child have difficulty falling asleep? [1vyes [INo

If yes, please comment
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Night wakening

25.

26.

27.

28.

29.

30.

31.

32.

33.

Does your child wake during the night? [1vyes [INo

If yes, describe the problems and how you deal with them

How many nights has your child woken in the last seven nights?

When waking, how many times a night does it happen?

What is the average time taken to resettle to sleep?

[] uUnder 5 minutes [] 31-60 minutes
[] 5tol5 minutes [] Not possible to resettle
[] 16-30 minutes [] Notapplicable

Who usually does the resettling?
[] Mostly mother DMostIy father [ ] Both/either parents

D Self D Other

Are refreshments given?

[ 1No [ ] Occasionally [ 1Regularly
If so, what?
s a nappy changed? [1vYes [ 1No [] Not applicable

Does the child go to the toilet? [1ves [ 1No [ 1 Not applicable

Where does your child sleep most of the night?
D Own room in own bed
Parents’ room in own bed

[]
[] Parents’ room in parents’ bed

(D no alternative [ ] moved later ] stays)
[]

Siblings’ room in own bed
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] Siblings’ room in siblings’ bed
(D no alternative [ ] moved later ] stays)

] Lounge room

Other (Please comment)

34. How often does your child sleep in the parents’ bed?
[ 1 Never [] 3-6nights a week
[] under 3 nights a week [] Every night

Getting up in the morning

35. What time does your child wake in the morning?

36. Is your child difficult to wake in the morning?

[ ]vYes [ INo [ ] sometimes

37. What happens when your child wakes up?

38. Are there any particular problems on your child’s waking?
[ 1 None [ ] mild [ ] severe

Describe and explain how you feel about them.
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Daytime

39.

40.

41.

42.

43.

44,

Is your child usually sleepy during the day?

Does your child have a daytime sleep?

[ 1 None ] Occasionally

[ 11 Regularly [ ]2 Regularly [ ] A number of naps ()

If your child has a daytime sleep, when does this occur?

For how long does your child sleep? hours minutes
Where does this occur?

[1] ownroom in own bed [ 1 Ssiblings’ room in own bed
[] Parents’ room in own bed [] siblings’ room in siblings’ bed
[1 Parents’ room in parents bed [] other (for example, car, bus)

Are there any particular problems with this?

D Yes D No

If yes, please describe:
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Other sleep disturbance

45,

Does your child display any other kinds of sleep disturbance?

[] Night terrors [] Sleep walking [] Difficulty
[] Nightmares [] Teeth grinding breathing
] Rocking or rolling ] Epilepsy [] Movesalotin
[] Sleep talking [] snoring bed
] Stops breathing [ ] Fearfulor [] Movesalotin
during sleep anxious at bed
[[1] complains of leg bedtime
pain during [] Head banging
sleep
Other:
Frequency:

DLess than 1/week D1-5 times/week DMore than 5 times/week
[ INot applicable

Other matters affecting sleep

46.

47.

48.

49.

Does your child’s sleep pattern change under different circumstances?
With babysitters at home?
[ ]same [ ] Better [ ] worse [ ] Not applicable

Nights away with friends or relatives?
[ ]same [ ] Better [ ] worse [ ] Not applicable

When in respite?

[ ]same [ ] Better [ ] worse [ ] Not applicable

When did the sleep disturbance start?

What was the child’s age? years months

Have there been any periods of improvement of more than 3 weeks?

D Yes D No
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50. Do parents agree on what to do when dealing with the sleep disturbance,?

D Yes D No

51. Has your child ever learned to sleep alone?

D Yes D No

52. How would you like things to change and what is a priority?

Thank you for completing this document.
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