
SLEEP MEDS 

Subject ID: _______________________



Date of Intake: ______________

   Please include all:
Rx medications that have ever been taken 





OTC medications that have ever been taken

	Medication
	Ever Used
	Start Date         (or estimate)
	Stop Date   (or ongoing)
	Effectiveness Rating Scale 0-5            (0=Not Effective, 5=Very Effective

	Ambien/Zolpidem
	Yes or No
	 
	 
	0  1  2  3  4  5

	Ambien CR/Zolpidem Ext. Rel.
	Yes or No
	 
	 
	0  1  2  3  4  5

	Dalmane/Flurazepam
	Yes or No
	 
	 
	0  1  2  3  4  5

	Doral/Quazepam
	Yes or No
	 
	 
	0  1  2  3  4  5

	Halcion/Triazolam
	Yes or No
	 
	 
	0  1  2  3  4  5

	Lunesta/Eszopiclone
	Yes or No
	 
	 
	0  1  2  3  4  5

	 Prosom/Estazolam
	Yes or No
	 
	 
	0  1  2  3  4  5

	 Restoril/Temazepam
	Yes or No
	 
	 
	0  1  2  3  4  5

	 Rozerem/Ramelteon
	Yes or No
	 
	 
	0  1  2  3  4  5

	 Sonata/Zaleplon
	Yes or No
	 
	 
	0  1  2  3  4  5

	 Melatonin
	Yes or No
	 
	 
	0  1  2  3  4  5

	 Unisom
	Yes or No
	 
	 
	0  1  2  3  4  5

	 Benadryl
	Yes or No
	 
	 
	0  1  2  3  4  5

	 
	Yes or No
	 
	 
	0  1  2  3  4  5

	 
	Yes or No
	 
	 
	0  1  2  3  4  5

	 
	Yes or No
	 
	 
	0  1  2  3  4  5

	 
	Yes or No
	 
	 
	0  1  2  3  4  5

	 
	Yes or No
	 
	 
	0  1  2  3  4  5


