SLEEP
MED STOP-BANG Sleep Apnea Questionnaire

SOLUTIONS 4.

yes no
[ 1 ] SNORING: Do you snore loudly?

] [ ] TIRED: Do you often feel tired, fatigued, or sleepy during the daytime?

1 ] OBSERVED APNEA: Has anyone witnessed you stop breathing during your sleep?

[ 1 [L]  PRESSURE: Do you have or are you being treated for high blood pressure or hypertension?

[ [T BMI(Body Mass Index): Do you weigh more for your height than is shown on the fable below?
] [] AGE: Are you over 50 years old?

1 ['1  NECK SIZE: Is your neck size greater than 16 inches?

[ 1 ] GENDER: Are you a male?

HEIGHT IN FEET AND INCHES
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SCORE: Total number of “yes” answers
INTERPRETATION: 0-2: Low risk of Obstructed Sleep Apnea
3-8: High risk of Obstructed Sleep Apnea

Patient Printed Name

Patient Signature/Date
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