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OSA 50 Screening Questionnaire If yes, SCORE

Obesity: Waist circumference*: males > 102 cm or females > 88 cm .......................................................................... 3

Snoring: Has your snoring ever bothered other people? ................................................................................................... 3

Apneas: Has anyone noticed that you stop breathing during your sleep? ............................................................. 2

50: Are you aged 50 years or over? ................................................................................................................................................... 2

TOTAL SCORE (out of 10): ...................

* Waist circumference to be measured at the level of the umbilicus (belly button).

Your sleep

How many hours of sleep do you obtain each night?  ............................................................................................................

How long does it take you to fall asleep in bed? ........................................................................................................................

Do you have difficulty falling asleep again overnight after awakening?   Yes   No

Do you wake up refreshed the next day?   Yes   No

Do you feel tired during the day?   Yes   No

Have you ever had a sleep study?   Yes   No

If ‘Yes’, where, when, result? ...................................................................................................................................................................
...................................................................................................................................................................................................................................

...................................................................................................................................................................................................................................

Have you ever been seen by a specialist for snoring or sleep apnea?   Yes   No

Have you ever been treated for snoring or a sleep disorder?   Yes   No

Do any family members have sleep apnea or a sleep disorder?   Yes   No

If yes, who? ........................................................................................................................................................................................................

EPWORTH SLEEPINESS SCALE

How likely are you to fall asleep in the following situations?

0 = never, 1 = slight chance, 2 = moderate chance, 3 = high chance of falling asleep

Activity     Score

Sitting and reading  ........................

Watching television  ........................

Sitting, inactive in a public place (theatre, meeting)  ........................

As a passenger in a car for an hour with no break  ........................

Lying down to rest in the afternoon  ........................

Sitting and talking to someone  ........................

Sitting quietly after lunch without alcohol  ........................

In a car while stopped for a few minutes in traffic  ........................

TOTAL SCORE:  .......................

A score of 10 or above indicates you may be having a problem with daytime sleepiness.
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