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SLEEP LOG
Sleep Disorders Clinic
Pulmonary, Critical Care & Sleep Medicine
330 Brookline Avenue Boston, MA 02215
Phone: (617) 667-5864 Fax: (617) 667-4849

Patient Name: ________________________________ Date of birth: _____/_____/_____   
month        day           year

Sleep Physician: ______________________________ 

Log period : _____  days _____  weeks Light box use (circle): Yes   No   

Instruction: Enter date and shade the approximate sleep times, as in the example below.

Year:   ________________ 

Date: A.M. P.M.
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Date:      
month/day 
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I have answered these questions to the best of my ability.  I understand that this information will be used to guide 
patient care.

X ___________________________________________________ ____________________________________________________ OR
                                  Patient’s Signature Print Name

X ______________________________________________    _______________________________________ and  _________________
      Signature of Person completing form for Patient Print Name Relationship to Patient

Date: _____/_____/_____   Time: ___ ___ : ___ ___           a.m. p.m.

Name of Interpreter (if applicable):_______________________________________________________________


