Date

Doctor

Age today

Participant code

Have you seen a change in time to fall asleep?

Cly /NO

I:I-Is O-s O3 O-2 I:I-1I:|9 Ch O2 O3 Os s

I
Really Improved

Much worse Same

Describe any changes in sleep latency, or the time it takes to
fall asleep below.

Changes in sleep duration?

Ly /NO

I:I-Is - O3 [O-2 I:I-1I:I9 Ch Oz O3 Os s

Really Improved

Much worse Same

Describe any changes in sleep duration below.

Changes in how restful sleep is?

Ly /N

I:I-Is O- O3 O-2 I:I-1I:|9 Ch Oz O3 O« s

Really Improved

Much worse Same

Describe any changes in sleep how restful sleep has been in the past
30 days below.

Changes in expressive communication?

Cly /NO

I:I-Is - [O-3 [J-2 I:I-1I:I9 Ch Oz O3 Os s

Really Improved

Much worse Same

Describe any changes in expressive communication below.

Changes in understanding?

Oy /NO

IZl-Is -4 O3 [O-2 IZI-1I:|9 h O2 O3 Os& s

Much worse Same Really Improved

Describe any changes in understanding (receptive language) below.

Changes in types of seizures observed?

L1y / N

Parent Name

IZI-Is -4 O3 O-2 I:|-1I:|9 h Oz O3 O« s

Much worse Same Really Improved

Describe different types of seizures below.

Changes in number of seizures observed?

LIy /N

O O+ O 02 0nde O 02 Os Os Os

Much worse Same Really Improved

Describe changes in average number of seizures below.

Changes in average duration of seizures observed?

Cly /NO

I:l-ls - O3 [O-2 I:|-1I:|9 [ O2 O3 Oa& [s

Much worse Same Really Improved

Describe changes in average duration of seizures below.

Changes in average recovery time of seizures observed?

Iy / N

O 0+ 0 02 0100 O M2 Os 04 Os

Really Improved

Much worse Same

Describe changes in average time to recover after a seizure below.




Have you seen a change in behavior?

Oy /NOI

O O+ O3 02 Oh0e O K2 Os 04 O

Much worse Same Really Improved

Describe any changes in behavioral issues below.

Changes in swallowing?

Ly /NO

O O+ O Oz 090 [ Oz Os 4 O

Describe changes in swallowing ability below.

Much worse Same Really Improved
Changes in reflux? Oy /NO
s 14131211 lo 1 2 3 4 5 Describe changes in reflux below.
O | -« 03020 I:II L Oz 0Os O« O
Much worse Same Really Improved
Changes in constipation? L1y /N
OOs[J-s 0320010 Jo [ [J2 [3 [« [Is Describe changes in constipation below.
| |
I T
Much worse Same Really Improved
Changes in use of hands? Oy /NO
S5 1413 1-2 11 o ] 2 3 4 5 Describe changes in use of hands below.
O | O-« 03020 I:II O Oz O3 O+ O
Much worse Same Really Improved
Changes in stability of head, neck, or trunk? Oy /N[O

O O+ O3 O2 O0e O 02 Os 04 Os

Describe changes in stability of head, neck, or trunk below.

Much worse Same Really Improved

Changes in vision? Oy /N[O

_ _ _ _ R Describe changes in vision below.

IZIISI:I4IZI3I:|2I:|1E|? Ch Oz O3 O« Os
Much worse Same Really Improved

Changes in medication? Indications? Symptoms being addressed? Oy /N[O

Leave other questions below
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