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	POUNDS: 
	AGE: 
	FEET: 
	INCHES: 
	FIRST NAME: 
	MIDDLE INITIAL: 
	LAST NAME: 
	DATE OF BIRTH: 
	GENDER: Off
	NECK SIZE: 
	ID NUMBER: 
	SCORE 1: 
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	SCORE 3: 
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	MOVE AT NIGHT: Off
	STOP BREATHING: Off
	CHOKING: Off
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	WATCHING TV: Off
	INACTIVE: Off
	PASSENGER: Off
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	SITTING: Off
	AFTER LUNCH: Off
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	SLEEPING MEDICATION: Off
	DEPRESSION: Off
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