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To determine whether the symptoms you are experjencing may be
indicative of a sleep disorder such as OSA (Obstructive Steep Apnea),

piease answer “yes” of wno” to the questions below:

o Doyousnore? [ vegs 0O No

o Areysu exceséive!v rired during theday? O Yes O No

o Do you wake during the night feeling breathess? O Yes O No

o Have you been told you stop breathing during sleep? 0O-Yes O l\io'

a Do you have a histery of high blood preseure? O Yes O No

If you answered “Yes” to two or more of these questions, then we
strongly recommend you contact the Sleep Wellness Center at Griffin
Hospital. Their staffis qualified to condtict a comprehensive sleep
study, determine the nature of your diserder and recommend the most

effective treatment options.

please retain a copy of this survay and contact the Sleep Wellhess
Center at 203-732-757 1.




