          NAME:  ________________________________ 

DATE 
_______________________________________
         COMPLETE IMMEDIATELY BEFORE BED CONCERNING HOW YOU FELT TODAY:

	
	MON
	TUES
	WED
	THUR
	FRI
	SAT
	SUN
	
	MEAN

	TYPICAL DAY? (YES/NO) *
	
	
	
	
	
	
	
	
	

	FATIGUE  (NONE 0—1—2—3—4—5 A LOT)
	
	
	
	
	
	
	
	
	

	STRESS  (NONE 0—1—2—3—4—5 A LOT)
	
	
	
	
	
	
	
	
	

	ALERT  (NOT VERY 0—1—2—3—4—5 VERY)
	
	
	
	
	
	
	
	
	

	CONCENTRATION  (GOOD 0—1—2—3—4—5 BAD)
	
	
	
	
	
	
	
	
	

	MOOD   (BAD 0—1—2—3—4—5 GOOD)
	
	
	
	
	
	
	
	
	

	TIME SPENT EXERCISING (MIN.)
	
	
	
	
	
	
	
	
	

	TIME SPENT OUTSIDE TODAY  (MIN.)
	
	
	
	
	
	
	
	
	

	NUMBER OF ALCOHOLIC BEVERAGES
	
	
	
	
	
	
	
	
	

	PRESCRIPTIONS TODAY (YES/NO)
	
	
	
	
	
	
	
	
	

	OTC MEDS TODAY (YES/NO)
	
	
	
	
	
	
	
	
	

	PAIN TODAY (NONE 0—1—2—3—4—5 A LOT)
	
	
	
	
	
	
	
	
	

	HEALTH  (FELT FINE 0—1—2—3—4—5 BAD)
	
	
	
	
	
	
	
	
	

	MENSTRUATE TODAY (YES/NO)
	
	
	
	
	
	
	
	
	

	MENSTRUAL PAIN (NONE  0—1—2—3—4—5 BAD)
	
	
	
	
	
	
	
	
	


** PLEASE INDICATE ON THE BACK OF THIS SHEET WHY ANY GIVEN DAY WAS NOT TYPICAL AND/OR WHAT MEDICATIONS YOU TOOK ON ANY GIVEN DAY.

COMPLETE IMMEDIATELY ON AWAKENING

	
	MON
	TUES
	WED
	THURS
	FRI
	SAT
	SUN
	
	MEAN

	TIME TO BED                 (CLOCK TIME)
	
	
	
	
	
	
	
	
	

	TIME OUT OF BED        (CLOCK TIME)
	
	
	
	
	
	
	
	
	

	TIME TO BED                  (DEV FRM 11)
	
	
	
	
	
	
	
	
	

	TIME OUT OF BED           (DEV FRM 7)
	
	
	
	
	
	
	
	
	

	(SL)   TIME TO FALL ASLEEP (minutes)
	
	
	
	
	
	
	
	
	

	(NUMA)  NUMBER TIMES AWAKENED
	
	
	
	
	
	
	
	
	

	(WASO) WAKE AFTER SLEEP ONSET (minutes)
	
	
	
	
	
	
	
	
	

	(EMA)   WAKE BEFORE ALARM (minutes)
	
	
	
	
	
	
	
	
	

	(TTOB) TOTAL AMOUNT TIME OUT OF BED (min)
	
	
	
	
	
	
	
	
	

	(TST) TOTAL SLEEP TIME (MIN.) calculated
	
	
	
	
	
	
	
	
	

	SLEEP QUALITY (GOOD 0—1—2—3—4—5 POOR)
	
	
	
	
	
	
	
	
	

	FATIGUE  (NONE 0—1—2—3—4—5 A LOT)
	
	
	
	
	
	
	
	
	


SE AND TIB TO BE AUTOCALCULATE
