Padder Health Services,LLC [image: image1.png]Are You at High Risk for Sleep Apnea?
(STOP-BANG Questionnaire)

Please DO NOT fill out this questionnaire if you have already beea disgnosed with Sleep Apnea
Name: Date:

Snoring: Do you snore loudly? (louder than talking or loud enough
to be heard through a closed door) "

o Yes aNo

Tiredness/fatigue: Do you feel tired, fatigued, or sleepy during the
daytime, even after a “good” night’s sleep?

o0 Yes o No

Observed apnea: Has anyone ever observed you stop breathing
during your sleep?

o Yes 0 No
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Pressure: Do you have or are you being treated for high blood
pressure?

o Yes aNo

Body mass index: Doyouweighmoreforyomheightﬂmis
shown in the table to the right?

o Yes oNo

Age: Are you older than fifty years?

o Yes oNo
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Necksize:DoesyourneckmasmmacﬂmlS%mhaummd?

o Yes aNo
Gender: Are you male?
oYes oNo

IfyouansweredYEStoﬂmormorequwﬁom,youmathishﬁskforapm




