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Sleep-Apnea Screening Tool

Complete the Following Contact Information

	Full Name:
	
	Date of Birth:
	

	Mailing Address:
	
	
	
	
	

	City:
	
	State:
	
	Zip Code:
	

	Primary Phone #:
	
	Cell Ph #:
	
	Other Ph #:
	

	
	
	
	
	
	

	Please answer the questions below to determine your risk for Sleep Apnea.
This Screening Tool was developed by David White, M.D., Harvard Medical School, Boston, MA.


Section 1: Snoring:
	A. Do you snore on most nights (more than 3 nights per week)?
	Yes = 2

No = 0
	Score:_______

	B. Is your snoring loud? Can it be heard through a door or wall?
	Yes = 2

No = 0
	Score:_______


Section 2: 

	C. Has it ever been reported to you that you stop breathing or gasp during your sleep?
	Frequently
= 5
Occasionally
= 3
Never

= 0
	Score:________


Section 3: 

	D. What is your collar size?  
(Neck circumference in inches: _______)
	Male: 
<16.5 inches = 0;
≥16.5 inches = 5
Female:
<15 inches = 0;
≥15 inches = 5
	Score:________


Section 4: 

	Do you occasionally fall asleep during the day when:

	E. You are busy or active?
	Yes = 2

No = 0
	Score:________

	F. You are driving or stopped at a light
	Yes = 2

No = 0
	Score:________


Section 5: 

	G. Have you ever been treated for high blood pressure?
	Yes = 2

No = 0
	Score:________


Section 6: Duration of sleep related symptoms: (Check one) 


	( 0-1 months
( 2-4 months
( 5-6 months
( 1 year

( Multiple Years – Number or years: ______

	If the Total Score is:


9 points or more =
(High Risk) Needs Sleep Study 

6 to 8 points = 
(Moderate Risk) Suggest Sleep Study Referral & Evaluation 

5 points or less = 
(Low Risk) Low probability of Sleep Apnea
	Overall Total Score: ___



	Epworth Sleepiness Scale
How likely are you to doze off or fall asleep in the following situations, in contrast to just feeling tired? 
(This refers to your usual way of life recently. Even if you have not done these things recently, try to work out how they would have affected you.) 
Answer all questions using the following scale to mark the appropriate box for each situation:  
0= would never doze,   1=slight chance of dozing,   2=moderate chance of dozing,   3=High chance of dozing

	(0    (1    (2    (3
	Sitting and reading 

	(0    (1    (2    (3
	Watching TV

	(0    (1    (2    (3
	Sitting, inactive, in a public place (church, theater, meeting, etc.)

	(0    (1    (2    (3
	As a passenger in a car for an hour without a break

	(0    (1    (2    (3
	Lying down to rest in the afternoon when circumstances permit

	(0    (1    (2    (3
	Sitting and talking to someone

	(0    (1    (2    (3
	Sitting quietly after lunch without alcohol

	(0    (1    (2    (3
	In a car, while stopped for a few minutes in traffic

	
	Total Score for questions above ___

	
	
	

	Patient’s Signature or Legal Guardian’s Signature
	
	Date



