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STOP BANG 
Obstructive Sleep Apnea Questionnaire 

Answ er the fol low ing quest ions to f ind  out  i f  you are at  r isk for Obst ruct ive Sleep Apnea. 

STOP  

S  (s nor e )  Have you been told that you snore? YES   /    NO

T (t i r e d) Are you often tired during the day? YES   /    NO

O (obs t r uc t ion)  Do you know if you stop breathing or has anyone  
witnessed you stop breathing while you are asleep? YES   /    NO

P (pr e s s ur e ) Do you have high blood pressure or on medication to  
control high blood pressure? YES   /    NO

I f  you answ ered YES to tw o or more quest ions on the STOP port ion, you are at  r isk for 
Obst ruct ive Sleep Apnea. I t  i s recommended that  you contact  your pr imary care prov ider t o 
d iscuss a possible sleep d isorder. 

 
To f ind  out  i f  you are at  moderate to severe r isk of  Obst ruct ive Sleep Apnea, complete the 
f inal  four quest ions. 

BA N G  

B (BM I) Is your body mass index greater than 28? YES   /    NO  

A  (ag e ) Are you 50 years old or older? YES   /    NO

N  (ne c k ) Are you a male with a neck circumference greater  
than 17 inches, or a female with a neck circumference 
greater than 16 inches? YES   /    NO

G  (g e nde r )  Are you a male? YES   /    NO

The more quest ions you answ er YES to on the BANG port ion, the greater your r isk of  hav ing 
moderate to severe Obst ruct ive Sleep Apnea. 


