




Pediatric Sleep Disordered Breathing Screening Questionnaire
Please email this to snooze@walkerdentistry.com

Patient’s Name:                                                               Date: 	      Age:                            
Parent/Guardian Name:                                                                    Email Address:                                                              

Does Your Child:                                                                                                                                                        Enter # 1-3

1. Mouth Breathe during the day?                              		1) Never 	    2) Sometimes    	     3) Often   	  ______

2. Mouth Breathe at night?           				1) Never      	    2) Sometimes      	     3) Often   	  ______

3. Snore?                                                 			1) Never       	    2) Sometimes       	     3) Often              ______      

4. [bookmark: _Hlk38346959]Wet the Bed at night?                                         		1) Never     	    2) Sometimes        	     3) Often              ______

5. Have Night Terrors?                                                          	1) Never       	    2) Sometimes     	     3) Often     	  ______

6. Grind their Teeth?                                                                        1) Never       	    2) Sometimes     	     3) Often              ______

7. Experience Restless Sleep?                                                         1) Never          	    2) Sometimes   	                     3) Often     	  ______

8. Wake up during the Night?                                                        1) Never          	    2) Sometimes          	     3) Often              ______

9. Have Night Sweats ? (clothes/sheets are damp)                    1) Never          	    2) Sometimes        	     3) Often   	  ______  

10.  Have Morning Headaches?                                                        1) Never           	    2) Sometimes          	     3) Often   	  ______

11.  Have Digestive Issues/ Stomach Aches                                    1) Never                     2) Sometimes                        3) Often              ______

12.  Have Daytime Drowsiness?                                                       1) Never            	    2) Sometimes         	     3) Often              ______

13.  Seem to be Hyperactive?  (can’t sit still/fidgety)                   1) Never           	    2) Sometimes          	     3) Often     	  ______

14.  Struggle with Attention Issues?                                                1) Never          	    2) Sometimes                        3) Often     	  ______

15.  Struggle with Academics?                                                         1) Never            	    2) Sometimes         	     3) Often     	  ______

16.  Have any Speech Issues?                                                           1) Never           	    2)  Sometimes                       3) Often   	  ______  
         *(note any speech therapy in comments)                                               

17.  Have Ear, Nose, Throat Infections?                                         1) Never         	    2) Sometimes          	     3) Often    	  ______ 
         *(note any surgery in comments) 
                                                                                                                                                                                                                
                                                                                                                                                                      
              






*Additional Information or comments: 

