GARDEN CITY SLEEP & RESEARCH CENTER

1101 Stewart Ave, Suite 101, Garden City, NY 11530 Tel: (516) 741-0055 Fax: (516) 741-6936

SLEEP LOG

Instructions: Keep this log on your nightstand so that you remember to complete it daily.

Patient Name: ____________________________________ Physician’s Name: ________________ Week: ______





       Day 1    Day 2     Day 3     Day 4     Day 5     Day 6     Day 7     Day 8     Day 9     Day 10

  


      Date:

	1. Treatment Trial:
	
	
	
	
	
	
	
	
	
	

	2. When did you turn off                the lights?
	
	
	
	
	
	
	
	
	
	

	3. How long did it take                  you to fall asleep?
	
	
	
	
	
	
	
	
	
	

	4. How often did you              awaken?
	
	
	
	
	
	
	
	
	
	

	5. When did you arise?
	
	
	
	
	
	
	
	
	
	

	6. How many hours did                   you sleep last night?
	
	
	
	
	
	
	
	
	
	

	7. How good was your sleep? (Scale: 0 = poor, 5 = good)
	
	
	
	
	
	
	
	
	
	


