
Intake Assessment Form
Client Information

Sleep consultant’s  name

Child’s full name 

Child’s Date of Birth

Child’s age at time of consultation

  MaleMale or female? Female

Family’s Address

1st Parent/Guardian name *

1st Parent’s Age *

Occupation (current or prior to being a parent)

2nd Parent/Guardian name *

2nd Parent’s Age *

Occupation (current or prior to being a parent)

Preferred Phone Number (for follow ups) *

Preferred Email Address (for follow ups) *

Other members of the household. (Name & DOB/Age). 
Place asterisk (*) next to name of child whose sleep habits you are seeking help for:

How did you hear about me, or who referred you?

 Prenatal: Was this a planned pregnancy?
  NoYes



 Prenatal: Any problems during the pregnancy?
  Yes No

 Prenatal: Delivery/Labour
 Vaginal C- Assisted DeliverySection   VBAC

Prenatal: Any complications at delivery?

Was your child born full term? If not, at how many weeks? *

Any medical problems for newborn at birth? (please describe):

 Are you able to sleep at night when your child is sleeping?
  NoYes

How is your appetite?

 Do you feel particularly emotional or have troubling thoughts?
  NoYes

Have you suffered with post-natal depression or even mild ‘baby blues’ that you are aware of? *  Yes 
No    Maybe

Has your doctor or heath visitor ruled out any medical problems that may be causing or contributing 
to your child’s sleep problems? (please describe):

Have you read any sleep guidance books or tried any methods previously? Which ones?

Approximately when did your child reach the following milestones (where applicable) 
a) Rollover
b) Sit up
c) Scooting/Army crawl
d) Crawling
e) Standing
f) Walking
g) 1st words

 Feeding: Is/was your child....
  Breast fed BothFormula fed



Feeding: Has your baby started solids? If so, what age?

 Feeding: Does your little one use:
   Cup BothBottle 

What is your child’s current weight or what percentile is s/he in?

 Does your child suck thumb or fingers?
    SometimesYes No

 Does your child use a pacifier?
      No SometimesYes Other:

 Does your child have a security object i.e. blanket, soft toy?  
   Sometimes Yes    No Other:

Any past or current medical or developmental concerns? (please describe):

Is your child potty trained? 
        In progressYes      Not yet 

 No

Is your child a very restless sleeper? 
Yes 

Dry during the day but not at night

If your child is out of nappies/pull-ups etc day and night, do you get regular night time wetting?  
Yes    No
If Yes, how often and is there a pattern to the bed wetting?

Does he/she sleepwalk? If yes, how often and roughly when in the night?

Does your child snore? 
Y es            No       Sometimes

Does your child breath through the mouth audibly, day and/or night (even while awake)? 
Yes No        Sometimes

Does your child fall out of bed often (more than once per week)? 
Yes

 No



Does your child sweat while sleeping or just before settling to sleep?  
Yes      No    Sometimes

Does (or did) your child have reflux problems or colic? If so, how long did 

it last? When was it resolved or if not yet resolved, is it diagnosed/

managed? What helped?

Does your child have any of the following: 
Allergies Frequent ear infections    Asthma  Frequent or constant stuffy nose 

Does your child have nightmares? If yes, how often and at what time during the night?

What time does your child usually start his/her day?

What happens at this time?

What signals do you notice that your child gives when tired?

What time of day does the first nap occur and where does it take place? How do you get your child 
to sleep for this nap?

How long does this nap last?

If there is a second nap, what time does it occur? How does your child fall asleep for this nap?

How long does the second nap last?

Is there a third or forth nap during the day or evening? If so, what time(s)? How does your child fall 
asleep at this time and how long for?

Do you feel your child is getting enough sleep during the day (if applicable)? 
Yes    No     Maybe

What time do you start getting your child ready for bed? *

What do you do with your child when getting ready for bed? Is there a routine? Please describe. *



Is there a fixed bedtime? If so, what time is it?

Do you stay with your child while he/she goes to sleep or do you leave him/her to fall asleep on his/her 
own? If you stay, how long for?

What time does your child actually fall asleep at bedtime?

Does your little one wake in the night and need you? *
Yes, every night   No  Sometimes

If you go in and tend to your child in the night, what do you do to encourage them back to sleep?

Is there something that usually works in getting your little one back to sleep?

Are your child’s sleeping disturbances new or for how long have they been occurring?

Where does your child sleep? Who’s room? Cot bed or other?

If your child sleeps in your bed, does your spouse see this as a problem or something they want to 
change?
Yes   No   Maybe We don’t co-sleep

Do you see this as a problem or something you want to change (if applicable)?

Does your child’s sleeping location (room or sleep space) change during the evening/night?

Does he/she share a bedroom with a parent, brother, sister or someone else?   
Y es               No

Does he/she stay in his cot/bed without trying to get out?
Y es               No

If getting up in the night, where does she go?

If you have other children, do they go to bed at the same time?
                No    SometimesYes

 Does your little one seem to be afraid of the dark?
           No    MaybeYes



Is either parent fearful of the dark? 
Yes     No     Maybe

Do you leave a light on, or the bedroom door open?

Is your child extremely upset when left alone in his/her cot/bed?   
Yes     No     Not extremely

If you’ve left the room and there is excessive crying, what do you do?

Does your child rhythmically head bang or rock his/her body?
Yes      No      Not sure

Is there a pattern to your child’s night awakenings? For example, 
does he/she wake at approximately the same times?

How would you describe your child’s temperament?

Is your child content while alone at any time (day or night)?

Are there certain things that your child does to self-soothe?

Do your other children currently have (or have previously had) challenges with sleep? 
If yes, what did you do to address it?

Are both parents in support and willing to participate in helping your child learn to sleep through the 
night?
Yes    No    Maybe

What is the ultimate outcome you and your spouse would like to see with regard to your child’s sleep 
habits? *

What do you hope to get from me as your consultant? *

I Acknowledge and Agree

Please check this box to confirm you have read and agree to my terms and conditions 

Click here to view the terms & conditions: We can commence your programme right away at a mutually convenient time. 

You acknowledge that, under the Consumer Contracts Regulations 2013, your right to cancel within 14 days is exempt 

because our services are prepared to order to the specific requirements of the customer. Thank you for taking the time 

to complete this form. I look forward to our consultation. 

https://docs.wixstatic.com/ugd/7f7401_22e82af5dfac4921be14e5812ba37ca6.pdf

	Text1: 
	Check Box2: Off
	Check Box3: Off
	Check Box4: Off
	Check Box5: Off
	Check Box6: Off
	Check Box7: Off
	Check Box8: Off
	Check Box9: Off
	Check Box10: Off
	Check Box11: Off
	Check Box12: Off
	Check Box13: Off
	Check Box14: Off
	Check Box15: Off
	Check Box1: Off
	Check Box16: Off
	Check Box17: Off
	Check Box18: Off
	Check Box19: Off
	Check Box20: Off
	Check Box21: Off
	Check Box22: Off
	Check Box23: Off
	Check Box24: Off
	Check Box25: Off
	Check Box26: Off
	Check Box27: Off
	Check Box28: Off
	Check Box29: Off
	Check Box31: Off
	Check Box35: Off
	Check Box36: Off
	Check Box37: Off
	Check Box39: Off
	Check Box40: Off
	Check Box41: Off
	Check Box42: Off
	Check Box43: Off
	Check Box44: Off
	Check Box45: Off
	Check Box46: Off
	Check Box47: Off
	Check Box50: Off
	Check Box51: Off
	Check Box52: Off
	Check Box53: Off
	Check Box54: Off
	Check Box55: Off
	Check Box56: Off
	Check Box30: Off
	Check Box32: Off
	Check Box33: Off
	Check Box38: Off
	Check Box34: Off
	Check Box49: Off
	Check Box59: Off
	Check Box60: Off
	Check Box61: Off
	Check Box62: Off
	Check Box48: Off
	Check Box57: Off
	Check Box58: Off
	Check Box63: Off
	Check Box64: Off
	Check Box65: Off
	Check Box66: Off
	Check Box67: Off
	Check Box68: Off
	Check Box69: Off
	Check Box70: Off
	Check Box71: Off
	Check Box72: Off
	Check Box73: Off
	Check Box74: Off
	Check Box75: Off
	Check Box76: Off
	Check Box77: Off
	Check Box78: Off
	Check Box79: Off
	Check Box80: Off
	Check Box81: Off
	Check Box82: Off
	Check Box83: Off
	Check Box84: Off
	Check Box85: Off
	Check Box86: Off
	Check Box87: Off
	Check Box88: Off
	Check Box89: Off


