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STOP	BANG	
Screening	For	Sleep	Disordered	Breathing	

Dr.	Mary	Ann	Childs	DMD	

Name___________________________________	Date______________	

1. Snoring	

Do	you	snore?	 	 	 	 	 	 	 	 	 Yes	 No	

Do	you	snore	loudly?	 	 	 	 	 	 	 	 Yes	 No	

2. Tired	

Do	you	oFen	feel	Hred,	faHgued,	or	sleepy	during	dayHme?	 	 	 	 Yes	 No	

3. Observed	

Has	anyone	observed	you	stop	breathing	during	your	sleep?	 	 	 	 Yes	 No	

4. Blood	Pressure	

Do	you	have	or	are	you	being	treated	for	high	blood	pressure?	 	 	 Yes	 No	

5. BMI	

BMI	greater	than	30?		(See	chart	on	reverse	side)	 	 	 	 	 Yes	 No	

6. Age	

Age	over	50	years	old?	 	 	 	 	 	 	 	 Yes	 No	

7. Neck	Circumference	

Neck	circumference	greater	than	16?	(We	can	check-ASK	us	to	check)	 	 Yes	 No	

8. Gender	

Gender	Male?	 	 	 	 	 	 	 	 	 Yes	 No	

High	Risk:	Answering	yes	to	four	or	more	items	 	 	 	 	 	 Yes	 No	

Lower	Risk:	Answering	yes	to	three	or	less	items	

Please	return	survey	to	Shari	or	Anita	

Fax:	864-235-5919	Email:	DrChilds@MaryAnnChilds.com	Phone:	864-233-4166	
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