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Patient Name      _______________________________________________ 
 
Date        _______________________________________________  

For Child to fill out (if capable): 

How old are you?     _______________________________________________ 
 
What grade are you in?    _______________________________________________ 

Are you having any problems in school that might make it harder to stick with the Dry Nights Plan? 

 Yes No   

 If Yes, list the difficulties _______________________________________________ 
 
  _______________________________________________ 

Do you live in a house or an apartment? House Apartment 

Is it possible that your neighbors would be bothered by the bedwetting alarm when it goes off? 

 Yes No 

Do you share a bedroom? Yes No 

 If Yes, with whom?    _______________________________________________ 

Are your bedroom and your parent’s bedroom located on the same level in the house? 

 Yes No  

Is the bathroom located close to your bedroom? Yes No 

Do you use a night-light when you sleep at night? Yes No 

Have you ever gotten in trouble or been teased for Yes No 
wetting the bed? 

 If Yes, what happened?   _______________________________________________ 

 _______________________________________________ 

Do you ever wake up at night after wetting the bed? Yes No 

Do you ever wake up at night to use the bathroom? Yes No 

How much do you want to be dry at night? A LITTE A LOT A WHOLE BUNCH 

Are you willing to work with your parents on using the alarm every night? Yes No 
 
 

Please Turn Over 



 

 

If you do not understand any of these questions, please ask your nurse. 
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Describe the best thing that will happen when you become dry at night? 

      

      

      

 
For parents(s) to fill out: 

Are there any changes going on at home that might make it a more difficult time to start the alarm program? 
(i.e. new baby, major illness, upcoming travel plans, surgery plans) 
 Yes No  

 If Yes, please list?    _______________________________________________ 

 _______________________________________________ 

Are the parents of this child married? Yes No 

 If separated or divorced, does the child spend time in both homes? Yes No 

 If Yes, can the program be implemented consistently in both homes? Yes No 

How many nights per week does your child wet the bed? (circle one) 

 Less than 1 time 1-2 times 3-4 times 5-7 times 

How many nights per week does your child wet the bed? (circle one) 

 Once Twice 3 times Not sure/don’t know 

Are you motivated to help you child achieve Dry Nights with the use of a bedwetting alarm, knowing that the 
alarm is for the parents for the first several weeks? 
 Yes No  
 


