
DATE: ______________________________________________________________ 
FULL NAME: _________________________________________________________ 
DATE OF BIRTH: ______________________________________________________ 

 

 

Do you snore loudly                                                                                                                                                           YES / NO 
Do you often feel tired or sleepy during daytime                                                                                                        YES / NO 

Have you noticed or been told that you stop breathing or choke during sleep                                    YES / NO 
Do you have or are you currently being treated for High Blood Pressure                                                               YES / NO 
Are you male?                                                                                                                                                                     YES / NO  
Are you over 50 years old?                                                                                                                                               YES / NO 
Height: _______________ 
Weight: _______________ 
 

            
        BMI >35 kg                                                                                                                                                                  YES / NO 
        NECK CIRCUMFERENCE:   >17 inches MEN   or > 16 inches WOMAN                                                              YES / NO 
        How many questions above are answered YES?                                                                                                ________ 
 

 
 
 
*ESS > 10 or more at risk for sleep apnea         or     ESS <10 with 2 symptoms of Sleep apnea in progress/visit notes 

 *Stop-bang Yes to 3 or > at risk for sleep apnea 
 


