Generalized Anxiety Disorder 7-item (GAD-7) scale

Over the last 2 weeks, how often have youbeen  Notat  Several  Over half Nearly

bothered by the following problems? all sure days the days  every day
1. Feeling nérvaus, anxious, or on edge 0 l 2 3
2 Not being able to stop or control worrying 0 1 2 3
3."Worrying too much about different things 0 i 2 3
4. Trouble relaxing 0 1 2 3
;5. ._Bf:il.’lg so restless that it's hard to sit still 0 1 2 3
6. Becoming easily annoyed or irritable 0 I 2 3
7. Peeling afraid as if something awful might 0 1 2 3
happen
Add the score for each column + + +

Total Score (add your column scores) =

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

Not difficult at ail
Somewhat difficult
Very difficult
Extremely difficult

Source: Spitzer RL, Kroenke K, Williams JBW, Lowe B, A brief measure for assessing generalized anxiety
disorder. Arch Inern Med. 2006;166:1092-1097,



PATIENT HEALTH QUESTIONNAIRE (PHQ-9)

NAME: DATE:

Qver the lgst 2 weeks, how often have you been

hothered by any of the following problems?

, More than
(use *v'" to Indicate your answer) Not at all ngeral ;;ff the Near{lﬁy
‘ ays days evary day
1. Little interest or pleasure in dolng things 0 1 2 8
2. Feeling down, depressed, or hopeless 0 L 2 N
. 0 1 2 3
3. Trouble falling or staying asleep, or sleeping too much o
4. Feeling tired or having #ittle energy 0 L - _ 2 ' | 3
5, Poor éppet%te or overeating ¢ L 3
6. Feeling bad about yourself—or that you are a failure or 0 y o 3 , |
have lat yourself or your family down 0 B
7. Trouble concentrating cn things, such as reading the 0 1 - -'2' ' 3
newspaper or watching televislon B
8. Moving or speaking so siowly that other people could -
have noticed. Or the opposiie — being so figety or 0 1 3 R
restless that you have been moving around a ot more RO
than ususgl -
9. Thoughts that you would be better off dead, or of 0 4 5 3
" hurting yourself
add cokumns e e

(Healthcare professional: For interpretation of TOTAL, TOTAL:
please refer to accompanying scoring card).

10, If you checked off anv problems, how difficult Not difficult at all
have these problems made it for you to do Somewhat difficult
rwork, iake care of thi t home, or get -
yourwork, & ngsa ge Very difficult
along with other people? ‘
Extremely difficuilt

Copyright © 1999 Pfizer Tne, All rights reserved, Reproduced with permission. PRIME-MD® is a teademark of Pfizer Inc,
A26638 10-04-2005



‘Alcohol screening questionnaire (AUDIT)
Our-clinic asks all patients about alcohol use at least once a year.
Drinking alcohol can affect your health and some medications you
may take. Please help us provide you with the best medical care by

answering the questions below,

Patient name:

Date of birth;

5 0z 1.5 oz
One drink equals: S liquor
wine '
(one shot)
1. How often do you have a drink containing Monthly .2 4 .2 3 4 or more
Never timesa times a timesa
-aleohol? or less
: month week week
2. How manf/ drinks containing alcohel do you have iGor
. on a typical day when you are drinking? 0-2 3or4 2 or6 7-9 maore
] . Daily or
3. How oftep do you have four oy more drinks on Never Less than Morthly Weekly Almost
ornie ogcasion? monthly
- daily
4. How bﬁen during the last year have you found Less than Daily or
that you were not able to stop drinking once you Never manthl Manthly Weekly almost
had started? nely dall
, b
5. How often du%ing the last year have you failed to Less than Daily or
do what was normally expected of you because of Never nthl Manthiy Weekly .almost
dri11killg? ontiy : dally
6. How often during the last year have you needed a Less than Dally or
first drink in the morning to get yourself going Never thi Maonthly Weakly almast
after a heavy drinking session? monthly dally
7. How often during the last year have you had a Never Less than Monthl Weekl D?”V Otr
feeling of guilt or remorse after drinking? monthly Y ety @ ;:;ij
8. How oflen during the last year have you been Less than Daily or
unable to remember what happened the night Never thi Monthly Weekly almaost
before because of your drinking? monthly daily
9. Have you of someone else been injured because No niisgnbtfe Yes, inthe
fyour drinking?
of your drinking last year last year
10. Has a relative, friend, doctor, or other health Yes, but Yes. in the
care worker been concerned about your drinking No not in the [e 't )
or suggested you cut down? fast year astyear
{ 1 2 3 4

Have you ever been in treatment for an alcohol probiem?

1 o m v
M: 04 5-14 (519 20+
W 03 4-12 13-19 20+

{1 Never

O Currently O Tn the past




Drug Abuse Screening Test, DAST-10

The following questions concern information about your pessible involvement with drugs not including
* alcoholic beverages during the past 12 months.

“Drug abuse” refers to (1) the use of prescribed or over-the-counter drugs in excess of the directions,
~and (2) any nonmedical use of drugs,

 The various classes of drugs may include cannabis (marijuang, hashish), solvents {e.g., paint thinnes),
tranquitizers (e.g;, Valium), barbliturates, cocaine, stimulants (2.g., speed), haliucinogens (e.g., LSD) or narcotics
(e.g., heroin). Remember that the questions do not include alcohoiic beverages.

" Please answer every question. If you have difficulty with a statement, then choose the response that is
“mostly right,

In the past 12 months... Circle
1. | Have you used drugs other than those required for medical reasons? Yes | No
5 De you abuse more than one drug at a time? Yes | No
3. | Are you unable to stop abusing drugs when you want to? Yes | No
4 | Have you ever had blackouts or flashbacks as a result of drug use? Yes | No
5 1 Do you ever feel bad or guilty about your drug use? Yes | No
6 Does your spouse (or parents) ever complain about your involvement with drugs? | Yes | No
7. | Have you neglected your family because of your use of drugs? Yes | No
8. | Have you engaged in illegal activities in order to obtain drugs? Yes | No
. .| Have you ever experienced withdrawal symptoms (felt sick) when you stopped ves | No
3 taking drugs?
Have you had medical problems as a result of your drug use (e.g. memory loss,
10, ' , . Yes | No
hepatitis, convulsions, bleeding)?
Scoring: Score 1 point for each question answered “Yes,” except for question 3 for which Score:

a "No” recelves 1 point.

interpretation of Score

Score | Degree of Problems Related to Drug Abuse | Suggested Action

0 .. | Noproblems reported Nene at this time

1-2 Low level Meonitor, re-assess at 2 [ater date
3.5 Moderate level Further Investigation

6-8 Substantial level : Intensive assessment

9-10 | Severe level intensive assessment

Drug Abuse Screening Test (DAST-10). (Copyright 1982 by the Addiction Research Foundution.}




