Insomnia History Form

Subject ID#__________________

Date: ______________________

1.  How old were you when you first starting experiencing insomnia?  _________

2.  How many years ago did you start experiencing insomnia?  
   _________

3.  How old were you when the insomnia became chronic?                  _________

4.  How long have you had insomnia?                                                   _________

4.  Since you have been experiencing insomnia have there been any periods of time that you have not had insomnia for 2 or more weeks at a time?   _________

________________________________________________________________

________________________________________________________________

________________________________________________________________

