
DAY 1 DAY 2 DAY 3 DAY 4 DAY 5 DAY 6 DAY 7

What time did 
you go to bed?

What time did 
you wake up?

How well did 
you sleep?

At what times, if 
any, did you wake 
during the night?

What and when 
did you eat or 

drink before bed?

Rank the day’s 
stress level from 

1 to 10

Note any drugs,  
medications, or 

alcohol before bed

SLEEP DIARY
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