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 Adult Sleep & Breathing Questionnaire 
Date:  _________________________________

Patient 's Name:  ______________________________________________

Patient's Date of  Birth:   ___________________________     Age:  ___________

Gender:  __________

Have you ever had a sleep test administered?    ______ yes      ______no

If yes - when did you have your last sleep test?  _______________________________ 

Have you been diagnosed with Sleep Apnea?  ______yes      ______no

Do you currently use a CPAP or Sleep Appliance for Sleep Apnea?  ______yes      ______no 

Are you happy with your CPAP or Sleep Appliance?  ______yes      ______no

If you are not happy - why? 

Yes No

How often do you get out of bed to use the restroom during the night? 

Do you usually wake feeling tired and unrested?

Do you habitually snore?   

Have you been diagnosed with Hypertension/High Blood Pressure?

Do you often suffer from waking headaches?

Do you regularly experience daytime drowsiness or fatigue?

Do you have blocked nasal passages?

Has anyone observed you stop breathing during your sleep?

Do you ever wake up choking or gasping?

Do you grind your teeth while sleeping? 

Is your neck circumference greater than 40 cm/ 15.75" ?

Is your Body Mass Index (BMI) more than 35?

BMI Formula     BMI = (your weight in pounds X 703)
__________________

        (your height in inches  X your height in inches)



Berlin Questionnaire© 
Sleep Apnea 

Height   ______ Weight  ______ Age ______  Gender______ 

Please choose the correct response to each question. 

Category 1 Category 2 

1. Do you snore?
□ a. Yes
□ b. No
□ c. Don’t know

If you answered ‘yes’: 

6. How often do you feel tired or
fatigued after your sleep?
□ a. Almost every day
□ b. 3-4 times per week
□ c. 1-2 times per week
□ d. 1-2 times per month
□ e. Rarely or never

2. You snoring is:
□ a. Slightly louder than breathing
□ b. As loud as talking
□ c. Louder than talking

7. During your waking time, do you
feel tired, fatigued or not up to
par?
□ a. Almost every day
□ b. 3-4 times per week
□ c. 1-2 times per week
□ d. 1-2 times per month
□ e. Rarely or never

3. How often do you snore?
□ a. Almost every day
□ b. 3-4 times per week
□ c. 1-2 times per week
□ d. 1-2 times per month
□ e. Rarely or never

8. Have you ever nodded off or fallen asleep
while driving a vehicle?
□ a. Yes
□ b. No

If you answered ‘yes’: 

4. Has your snoring ever bothered
other people?
□ a. Yes
□ b. No
□ c. Don’t know

9. How often does this occur?
□ a. Almost every day
□ b. 3-4 times per week
□ c. 1-2 times per week
□ d. 1-2 times per month
□ e. Rarely or never

5. Has anyone noticed that you stop breathing
during your sleep?
□ a. Almost every day
□ b. 3-4 times per week
□ c. 1-2 times per week
□ d. 1-2 times per month
□ □ e. Rarely or never

Category 3 

10. Do you have high blood
pressure?
□ Yes
□ No
□ Don’t know



Scoring Berlin Questionnaire 

The questionnaire consists of 3 categories related to the risk of having sleep 
apnea. Patients can be classified into High Risk or Low Risk based on their 
responses to the individual items and their overall scores in the symptom 
categories. 

Categories and Scoring: 
Category 1: items 1, 2, 3, 4, and 5; 
Item 1: if ‘Yes’, assign 1 point 
Item 2: if ‘c’ or ‘d’ is the response, assign 1 point 
Item 3: if ‘a’ or ‘b’ is the response, assign 1 point 
Item 4: if ‘a’ is the response, assign 1 point 
Item 5: if ‘a’ or ‘b’ is the response, assign 2 points 
Add points. Category 1 is positive if the total score is 2 or more points. 

Category 2: items 6, 7, 8 (item 9 should be noted separately). 
Item 6: if ‘a’ or ‘b’ is the response, assign 1 point 
Item 7: if ‘a’ or ‘b’ is the response, assign 1 point 
Item 8: if ‘a’ is the response, assign 1 point 
Add points. Category 2 is positive if the total score is 2 or more points. 

Category 3 is positive if the answer to item 10 is ‘Yes’ or if the BMI of the patient 
is greater than 30kg/m2. 
(BMI is defined as weight (kg) divided by height (m) squared, i.e.., kg/m2). 

High Risk: if there are 2 or more categories where the score is positive. 

Low Risk: if there is only 1 or no categories where the score is positive. 

Additional Question: item 9 should be noted separately. 







Affidavit for Intolerance or Non-Compliance to CPAP

I, ________________________, have attempted or do not desire to use CPAP (Continuous Positive Air 
Pressure) to manage my sleep related breathing disorder (OSA-Obstructive Sleep Apnea) and find it 
intolerable to use on a regular basis for the following reason(s):  

� Mask Leaks

� An Inability to get the mask to fit properly

� Discomfort caused by the straps and headgear

� Disturbed or interrupted sleep caused by the presence of the device

� Noise from the device disturbing sleep or bed partner’s sleep

� CPAP restricted movements during sleep

� CPAP does not seem to be effective

� Pressure on the upper lip causes tooth related problems

� Latex allergy

� Claustrophobic associations (Fear of tight spaces, anxiety))

� An unconscious need to remove the CPAP apparatus at night

� Other (Please be detailed) _______________________________________________

Because of my intolerance / inability / or medical reason to not use the CPAP, I wish to have my OSA (Obstructive Sleep 
Apnea) treated by Oral Appliance Therapy utilizing a custom fitted Mandibular or Maxillary Advancement Device.  

Signed:  ______________________________________________________  

Dated:  _______________________________________________________ 


