
SLEEP DIARY
 WEEK OF:

 Goal bedtime:  Goal wake time:  Goal sleep time:
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Did you exercise today? Yes No Yes No Yes No Yes No Yes No Yes No Yes No

Did you drink any caffeine today? Yes No Yes No Yes No Yes No Yes No Yes No Yes No

          At what time(s)?

Did you nap? Yes No Yes No Yes No Yes No Yes No Yes No Yes No

          At what time?

          For how long?

Did you drink alcohol after 6pm? Yes No Yes No Yes No Yes No Yes No Yes No Yes No

Did you eat a heavy meal or snack 2 hours before bed? Yes No Yes No Yes No Yes No Yes No Yes No Yes No

Were you sleepy during the day? Yes No Yes No Yes No Yes No Yes No Yes No Yes No

Did you take any sleep medication? Yes No Yes No Yes No Yes No Yes No Yes No Yes No

          What medication?

          How much?

          At what time?
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What time did you get into bed?

What time did you fall asleep?

How many times did you wake up throughout the night?

What time did you wake up?

How many total hours of sleep did you get?

Rate the quality of your sleep on a scale from 1-5


