Intake Form

“Sleep Disturbances in Individuals with Smith Lemli Opitz Syndrome”

Dear Parent or Legal Guardian:

Thank you for participating in this study.  Below are a few questions that will provide us with some basic background information. Answers to some of the questions are important to help us interpret the responses you are about to give us in the Sleep Log and Questionnaires.

1. What is your relationship to your child/legal dependent with SLO? _________________________________________________________________

2. What ethnicity is your family member with SLO? Circle one.

a.) American Indian                    d.) Asian-American

    
 b.) African-American                  e.) Hispanic

     
 c.) White/not Hispanic                f.) Other or unknown
3. Does your family member with SLO have any siblings? If so, please provide us with   

          their ages and tell us if they are male or female.
4. Does your family member with SLO have any of the following conditions? Check all that apply. 
· Abnormality on brain CT or MRI scan (such as Chiari malformation)

· Attentional problems (such as ADD or ADHD)

· Breathing complications with anesthesia

· Endocrine problems (such as sugar diabetes, high calcium levels, underactive or overactive thyroid)?

· Heart disease

· Hypertension (hi blood pressure)

· Micrognathia or prognathia (a small or large jaw) that required surgery or evaluation by a specialist

· Emotional or psychiatric problems (such as Anxiety, Depression)

· Other ______________________________________________________

5. Does you family member with SLO take any medications?  If so, please list all of them (both prescription and over the counter medications, include vitamins and supplements) below:
______________________________________________________________________________________________________________________________________________________

6. Was your family member with SLO born premature (< 37 weeks)?

                   -If so, how early was he/she born? __________________________________

7. What is your family member with SLO’s current approximate height and weight?

    a.  Height: _________________

    b.  Weight:  ________________

8. If your family member with SLO has a seizure disorder, how frequently does he or she have seizures? (check only one)

· He or she does not have seizures

· More than one per day

· More than one per week

· More than one per month

· More than twice a year

· Less than one per year

Seizure type if known ___________________________________________

9. If your family member with SLO has headaches, how frequently does he/she have headaches? (check only one)

· He or she does not have headaches

· More than one per day

· More than one per week

· More than one per month

· More than twice a year

· Less than one per year
Headache type if known ___________________________________________

17. Has your family member with SLO ever been evaluated for a sleep disturbance in the   

       past?

      __________________________________________________________________ 

       __________________________________________________________________

18.  Does your family member with SLO use any devices while sleeping such as a CPAP?  If so, please specify:

_________________________________________________________________

_________________________________________________________________   

 19.  Does your family member with SLO have a history of colic as an infant?     _________________________________________________________________

_________________________________________________________________

20.  Has your family member with SLO ever been told they had hypotonia or low tone?
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