Kettering Reproductive Medicine

Obstructive Sleep Apnea (OSA) Questionnaire
	
	Yes
	No
	Unsure


	1. Do you snore?
	(
	(
	(

	
	
	
	

	2. Do you often feel tired, fatigued, or sleepy during the daytime?
	(
	(
	(

	
	
	
	

	3. Has anyone told you that you stop breathing while you sleep?
	(
	(
	(

	
	
	
	

	4. Do you have or are you being treated for high blood pressure?
	(
	(
	(
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Date of Birth:  





