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Annual sleep review form: For patients taking melatonin 
[bookmark: _GoBack](carers/parents to complete if patient too young/unable to complete themselves)

Primary care – please ensure carer/patient has been provided with a copy of the Sussex melatonin patient information leaflet before asking them to complete this review form

Patient Name:						DOB:
NHS Number:
Section One - overview
	1. Dose and time melatonin is taken?


	2. How often do you take melatonin? (Every night or occasional e.g. just weekdays/school nights)


	3. Have you experienced any side effects? 

	4. Have you had any breaks / drug holidays from melatonin? (If so; how often, how long for and when?)


	5. How did the break / drug holiday impact on your sleep


	6. Do you take any other over the counter medicines to help with your sleep? (Including name of product, dose and time and how often)







Section Two - Sleep Hygiene
	1. Do you have a consistent, calming sleep routine in place?

	Yes
	 No

	2. Is your sleep environment suitable for sleep (for example is it dark, cool and quiet)?

	Yes
	 No

	3. Do you use screens (phone, laptop etc.) within 2 hours before bedtime?

	Yes
	 No



Section Three - Sleep Pattern
Is there an established sleep pattern
	1.What time do you usually go to bed?
With melatonin

Without melatonin

	

	2.How long after going to bed does it take you to usually fall asleep?
With melatonin

Without melatonin

	

	3.After falling asleep, do you wake during the night, if so, how often?
With melatonin

Without melatonin

	

	4.What is the longest episode of continuous sleep/ uninterrupted sleep overnight? (hours)
With melatonin

Without melatonin

	

	5.What time do you wake up for the day?
With melatonin

Without melatonin

	
              

	6.How many (total) hours sleep do you get during the night? 
With melatonin (Hours: Minutes)

Without melatonin (Hours: Minutes)

	        
              :

              :

	7.Do you usually feel tired on waking?
With melatonin

Without melatonin

	
  Yes/ No

  Yes/ No

	8. Do you usually nap in the day?


	Yes
	No



Section Four - Other factors which may affect your sleep please tell us if any of the following affect you (please tick yes or no) 
If Yes please give brief details
	Loud snoring
Details if YES:


	Yes
	No

	Pauses in breathing
Details if YES:


	Yes
	No

	Nightmares/Night terrors
Details if YES:


	Yes
	No

	Sleepwalking/ sleep talking
Details if YES:


	Yes
	No

	Any other health condition (please provide brief details) that you think may be impacting your sleep?

	Yes
	No



Overall do you feel that the melatonin is providing ongoing benefit in helping you obtain a good night’s sleep? Yes/No
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