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Cleveland Adolescent Sleepiness Questionnaire
Today'sdate: (fill-in) /[
What is your age? (fill in years) What is your sex? (check one) Female Male

We would like to know about when you might fedl dleepy during a usua week. For each statement, mark
the circle under the response that best fits with how often it appliesto you. It’simportant to answer them
yourself —don’t have people help you. There are no right or wrong answers. For example, if we asked “|
sleep with a pillow,” and the response that best fit how often you sleep with a pillow was “often,” you
would mark the item as follows:

Never Rarely Sometimes Often Alm%St
EXAMPLE (Otimesper  (lessthan 3times (1-2 times (3-4 times every aay
month) per month) per week) per week) (5 or moretimes

per week)

| sleep with a pillow O O O z& Q

Sleepiness Questions

Never Rarely Sometimes Often Almczjst
(Otimesper  (lessthan3times  (1-2times (3-4 times every aay
month) per month) per week) per week) (5 or more times

1. | fall asleep during my 0O O O Q
morning classes

2. 1 go through the whole

school day without feeling O
tired

3. | fall adeep during the last 0
class of the day

4. | feel drowsy if | rideina
car for longer than five

©)
OO O Of O

minutes

5. | feel wide-awake the whole o
day

6. | fall adeep at school in my 0O

O101010]0

afternoon classes

O|OOIO|O(OR
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Never Rarey Sometimes Often Alm%St
(Otimesper  (lessthan3times  (1-2times  (3-4times every day
month) per month) per week) perweek) (5 Ormoretimes

7. | feel alert during my classes o O O

8. | feel deepy inthe evening 0O
after school

9.1 feel deepy when | rideina
bus to a school event like a O
field trip or sports game

10. In the morning when | am 0O
in schooal, | fall asleep

11. When | aminclass, | fed 0
wide-awake

12. | feel dleepy when | do my

homework in the evening O
after school

13. | feel wide awake the last 0O
class of the day

14. | fall adeepwhen | ridein 0O

abus, car, or train

15. During the school day,
there aretime when | 'e)
realize that | havejust fallen

asleep

16. | fall adeep when | do my
schoolwork at homein the O
evening

O O|O|O|O|O|O|O|O]O
O|O|0I0I0I0I0[0[00]

O1O0]1O010]10]010]0|0
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Sleep Disturbances Scale for Children
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Instructions: This questionnaire will allow your doctor to have a better understanding of the sleep-wake rhythm of your child
and of any problems in his/her sleep behavior. As the parent/guardian of the child, please complete this questionnaire with
assistance from the child, as needed. Try to answer every question; in answering, consider each question as pertaining to past

6 months of the child’s life. Please answer the questions by circling or striking the number @ to®.

Age: Date:
How many hours of sleep does your @ @ ©) @ ®
child get on most nights? 9-11 hrs 8-9 hrs 7-8 hrs 5-7 hrs less than 5 hrs
How long after going to bed does @ @ ® ® ©
your child usually fall asleep? less thgn 15 15-.30 30-.45 45-.60 more than 60
min min min min min
@® Never
@ Occasionally (once or twice per month or less)
©) Sometimes (once or twice per week)
@ Often (3-5 times per week)
® Always (daily)
3. The child goes to bed reluctantly ORNGREOREONNG)
4. The child has difficulty getting to sleep at night OO |®@ |6
5. The child feels anxious or afraid when falling asleep ORNORNORNORNO)
6. The child startles or jerks parts of the body while falling asleep ORNGRNOREONNG)
7. Thg child shows repetitive actions such as rocking or head banging while ololole|oe
falling asleep
8. The child experiences vivid dream-like scenes while falling asleep DI |® |6
9. The child sweats excessively while falling asleep Ol |® |6
10. The child wakes up more than twice per night ORNGRNOREON NG
11. After waking up in the night, the child has difficulty to fall asleep again OO |®@ |6
12. The child has_f_requent twitchir_lg or jerl_<ing of legs while asleep or often ololoele|e
changes position during the night or kicks the covers off the bed
13. The child has difficulty in breathing during the night Ol |® |6
14. The child gasps for breath or is unable to breathe during sleep OREORNOREORNO.
15. The child snores Ol |® |6
16. The child sweats excessively during the night OO |®@ |6
17. You have observed the child sleepwalking ORNORNORNORNO)
18. You have observed the child talking in his/her sleep OO |®@ |6
19. The child grinds teeth during sleep Ol |® |6
20. The child wakes_from sleep screaming or confused to that you cannot seem to ololole|oe
get though to him/her, but has no memory of these events the next morning
21. The child has nightmares which he/she doesn’t remember the next day ORNORNORNORNO)
22. The child is unusually difficult to wake up in the morning ORNGRNOREONNG)
23. The child awakes in the morning feeling tired Ol |® |6
24. The child feels unable to move when waking up in the morning ORNGRNOREONNG)
25. The child experiences daytime somnolence ORNGRROREORNG)
26. The child falls asleep suddenly in inappropriate situations OO |®@ |6
This form was completed by: ___Parent/Guardian __RISE Participant ___ Other (Describe )
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Sleep Disturbances Scale for Children/Adolescents
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Instructions: This questionnaire will allow your doctor to have a better understanding of your sleep-wake rhythm and any
problems in your sleep behavior. Try to answer every question; in answering, consider each question as pertaining to past 6

months of your life. Please answer the questions by circling or striking the number @ to®.

Age: Date:
How many hours of sleep do you get O] @ ® @ ®
on most nights? 9-11 hrs 8-9 hrs 7-8 hrs 5-7 hrs less than 5 hrs
. @ @ ©) @ ®
E'?uvglllg?g”igzeg;;ng to bed do you less thgn 15 15-.30 30-.45 45-.60 more than 60
min min min min min
©) Never
@ Occasionally (once or twice per month or less)
©) Sometimes (once or twice per week)
@ Often (3-5 times per week)
® Always (daily)
3. 1go to bed reluctantly ORNORNORNORNO,
4. | have difficulty getting to sleep at night OO |®@ |6
5. Ifeel anxious or afraid when falling asleep Ol |® |6
6. |startle or jerk parts of the body while faling asleep ORNGRNOREONNG)
7. |1 show repetitive actions such as rocking or head banging while falingasleep O [ @ | ® | @ [ ©
8. | experience vivid dream-like scenes while falling asleep OO |®@ |6
9. |sweat excessively while falling asleep ORNGRROREORNG)
10. | wake up more than twice per night OO |®@ |6
11. After waking up in the night, | have difficulty to fall asleep again ORNORNORNORNO)
12. | ha_v_e frequ_ent twitc_hing or jerking of legs while asleep or often change oleolole| e
position during the night or kick the covers off the bed
13. I have difficulty in breathing during the night ORNORNORNORNO)
14. | gasp for breath or am unable to breathe during sleep OO |®@ |6
15. Isnore Ol |® |6
16. | sweat excessively during the night ORNGRNOREONNG)
17. | sleepwalk OO |®@ |6
18. I talk in my sleep Ol |® |6
19. | grind teeth during sleep ORNGRROREONNG)
20. | wake from sleep scrgaming or confused, but have no memory of these ololele|e
events the next morning
21. | have nightmares which | don’t remember the next day ORECRECREOR NS,
22. | am unusually difficult to wake up in the morning OO |®@ |6
23. | awake in the morning feeling tired ORNORNORNORNO)
24. | feel unable to move when waking up in the morning OO |®@ |6
25. | experience daytime somnolence Ol |® |6
26. | fall asleep suddenly in inappropriate situations ORNGRNOREON NG

This form was completed by: ___Parent/Guardian ___RISE Participant

___Other (Describe,
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