
TOTAL SCORE  

Last Name ____________________      First Name _____________________
Date ________________________      Sex - M/F
Height ________  Weight _________      Age _________
      

High Risk OF OSA: Yes 5-8
Intermediate Risk of OSA: Yes 3-4
Low Risk of OSA: Yes 0-2

STOP-BANG SLEEP APNEA QUESTIONNAIRE

Clinical 16

www.apzme.com
www.sleepgs.com

www.millenniumsleeplab.com
www.sleepimpressions.com

2025 apZme. All Rights Reserved.

Version 4. 05.08.25


