STOPBANG

Screening Tool for Obstructive Sleep Apnea

Please answer the following questions below:

Yes

No

Snoring:

Do you snore loudly (louder than
talking)?

Tiredness or
fatigue:

Do experience daytime sleepiness or
fatigued - even after sleeping through
the night?

Observed apnea:

Has anyone ever OBSERVED you
stop breathing or gasping for air
during your sleep?

Pressure:

Do you regularly have high
blood pressure?

Body massindex | Height:
over 35:
Weight:
BMI:
Age: Are you older than 50 years?
Neck size: Does your neck measure more than
40 cm around?
If yes, what is the measurement?
cm
Gender: Are you male?

If you have answered Yes to 3 or more of these questions, it is recommended to
see your healthcare provider to be evaluated for Obstructive Sleep Apnea.

This form is Adapted from: Chung, F., Yegneswaran, B., Liao, P., Chung, S. A., Vairavanathan,
S., Islam, S., Khajehdehi, & Shapiro, C. M. (2008). STOP questionnaire: A tool to screen
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