Name: Pate:- ... MR:

PATIENT HEALTH QUESTIONNAIRE-9

(PHQ-9)

Over the last 2 weeks, how often have you been bothered

M |
by any of the following problems? Several tha: :,ea“ ':?,::;
(Use “¢#” to indicate your answer) Not at all days the days day
1. Little interest or pleasure in doing things 0 1 2 3
2. Feeling down, depressed, or hopeless 0 1 2 3
3. Trouble falling or staying asleep, or sleeping too much 0 1 2 3
4. Feeling tired or having little energy 0 1 2 3
5. Poor appetite or overeating 0 1 2 3
6. Feeling bad about yourself — or that you are a failure or

. 0 1 2 3
have let yourself or your family down
7. Trouble concentrating on things, such as reading the 0 1 2 3

newspaper or watching television

8. Moving or speaking so slowly that other people could have
noticed? Or the opposite — being so fidgety or restless 0 1 2 3
that you have been moving around a lot more than usual

9. Thoughts that you would be better off dead or of hurting
yourself in some way

FOROFFICECODING __ 0  + + +

=Total Score:

If you checked off any problems, how difficult have these problems made it for you to do your
work, take care of things at home, or get along with other people?

Not difficult Somewhat Very Extremely
at all difficult difficult difficult
O £l O O
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Name: MR: Date: / /

: GAD-7

Over the last 2 weeks, how o_ften have you Not Several M:;ﬁ :::n Nearly
been bothered by the following problems? at all days days every day
(Use “¢” to indicate your answer)
1. Feeling nervous, anxious or on edge 0 1 2 3
2. Not being able to stop or control worrying 0 1 2 3
3. Worrying too much about different things 0 1 2 3
4. Trouble relaxing 0 1 2 3
5. Being so restless that it is hard to sit still 0 1 2 3
6. Becoming easily annoyed or irritable 0 1 2 3
7. Feeling afraid as if something awful 0 1 2 3
might happen
(For office coding: Total Score T = + + )
Severity Range:

__ 0-4: Minimum
___5-9: Mild
__10-14: Moderate
__15-21:Severe

Developed by Drs. Robert L. Spitzer, Janet B.W. Williams, Kurt Kroenke and colleagues, with an
educational grant from Pfizer Inc. No permission required to reproduce, translate, display or distribute.
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_Patient Name

Today’s Date

Please answer the questions below, rating yourself on each of the criteria shown using the scale
on the right side of the page. As you answer each question, circle the correct number that best
describes how you have felt and conducted yourself over the past 6 months. Please give this
completed checklist to your healthcare professional to discuss during today’s appointment.

|. How often do you make careless mistakes when you have to work on a boring or
difficult project?

2. How often do you have difficulty keeping your attention when you are doing boring
or repetitive work?

3. How often do you have difficulty concentrating on what people say to you,
even when they are speaking to you directly?

4. How often do you have trouble wrapping up the final details of a project,
once the challenging parts have been done?

5. How often do you have difficulty getting things in order when you have to do
a task that requires organization?

6. When you have a task that requires a lot of thought, how often do you avoid
or delay getting started?

7. How often do you misplace or have difficulty finding things at home or at work?

X How often are you distracted by activity or noise around you?

9. How often do you have problems remembering appointments or obligations?

10. How often do you fidget or squirm with your hands or feet when you have
to sit down for a long time?

I'l. How often do you leave your seat in meetings or other situations in which
you are expected to remain seated?

12. How often do you feel restless or fidgety?

I3. How often do you have difficulty unwinding and relaxing when you have time
to yourself?

14. How often do you feel overly active and compelled to do things, like you
were driven by a motor?

I5. How often do you find yourself talking too much when you are in social situations?

16. When you're in a conversation, how often do you find yourself finishing
the sentences of the people you are talking to, before they can finish
them themselves?

17. How often do you have difficulty waiting your turn in situations when

"\ turn taking is required?

A
18. How often do you interrupt others when they are busy?

Never

|

Rarely

Sometimes
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Often
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Very Often
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The CRAFFT Screening Questions

Please answer all questions honestly; your answers will be kept confidential.

Part A
During the PAST 12 MONTHS, did you: No Yes
1. Drink ‘a'riy alcohol (more than a few sips)? Ly If you L If you
ey answered answered
) E : NO to ALL YES to
2. Smoke any marijuana or hashish? L1 ata2a3) | [] ANY
e R answer : (A1to A3),
3. Use anything else to get high? . 1) | voowmen | [1J | sitoss
anything else” includes illegal drugs, over the counter ~~~ \. S y L 5o W
and prescription drugs, and things that you sniff or “huff” ~ ,
Part B No Yes
1. Have you ever ridden in a CAR driven by someone ‘ T & NN

(including yourself) who was “high” or had been
using alcohol or drugs?

2. Do you ever use alcohol or drugs to RELAX, feel
better about yourself, or fit in?

3. Do you ever use alcohol or drugs whlle you are by
yourself, or ALONE?

4. Do you ever FORGET things you did while using
alcohol or drugs?

5. Do your FAMILY or FRIENDS ever tell you that you
should cut down on your drinking or drug use?

6. Have you ever gotten into TROUBLE while you were
using alcohol or drugs?
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Rosenberg’s Self-Esteem Scale (rosenberg, 1965)

Instructions: Below is a list of statements dealing with your general feelings about yourself.
Please indicate how strongly you agree or disagree with each statement.

Strongly | Agree | Disagree | Strongly
Agree Disagree

1. Ifeel that I'm a person of worth, at least

on an equal plane with others.

2. Ifeel that I have a number of good

qualities.

3. Allinall, I am inclined to feel thatl am a

failure.

4. Iam able to do things as well as most

other people.

I feel I do not have much to be proud of.

I take a positive attitude toward myself.

On the whole, [ am satisfied with myself.

B¥ Sl S

I wish I could have more respect for

myself.

9. Icertainly feel useless at times.

10. At times I think I am no good at all.

Total Score:

Scoring: To score the items, assign a value to each of the 10 items as follows:
e Foritems 1, 2, 4, 6, 7: Strongly Agree=3, Agree=2, Disagree=1, and Strongly Disagree=0.

e For items 3, 5, 8, 9, 10 (which are reversed in valence, and noted with the asterisks**
below): Strongly Agree=0, Agree=1, Disagree=2, and Strongly Disagree=3.

The scale ranges from 0-30, with 30 indicating the highest score possible. Higher scores
indicate higher self-esteem. Scores below 15 indicate low self-esteem.
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