Patient Name: DOB: Date: __ / [

The Patient Health Questionnaire (PHQ-9)

Over the past 2 weeks, how often have you been Not At Several More Nearly
bothered by any of the following problems? all Days Than Half | Every Day
the Days

1. Little interest or pleasure in doing things 0 1 ) 3
2. Feeling d ,d d or hopel

eeling down, depressed or hopeless 0 1 ) 3
3. Trouble falling asleep, staying asleep, or sleeping too
much 0 1 2 3
4. Feeling tired or having little energy 0 1 ) 3
5.P tit ti

oor appetite or overeating 0 1 ) 3
6. Feeling bad about yourself - or that you’re a failure or
have let yourself or your family down 0 1 2 3
7. Trouble concentrating on things, such as reading the
newspaper or watching television 0 1 2 3
8. Moving or speaking so slowly that other people could
have noticed. Or, the opposite - being so fidgety or restless 0 1 ) 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 0 1 2 3

Column Totals: + + +

Add Totals Together

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

|:|Not difficult at all DSomewhat difficult |:|Very difficult DExtremer difficult
Form completed by: |:|Patient
|:|Provider
[Jother staff:
(Name)
Reviewed by:

(Provider Signature)
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Name (Please Print) DOB: Date:

Alcohol screening questionnaire (AUDIT) + 1 Question Drug Use
We ask all patients about alcohol and drug use at least once a year. Both can affect your health and some
medications vou mav take. Please help us provide vou with the best medical care bv answerina the auestions below.

1.50z.
5o0z. )
wine liquor
(one shot)

2-3 4 or more

One drink equals:

1. How often do you have a drink containing alcohol? Never Monthly . 2-4 times times a
orless Jtimes a month
a week week
2. Ho_vv many drinks containing a_IcohoI do you have on a 0-2 3ora Sor6 7.9 |10 or more
typical day when you are drinking?
. Daily or
3. How often do you have four or more drinks on one Less than
. Never Monthly Weekly almost
occasion? monthly :
daily
4. How often during the last year have you found that yo Less than Daily or
' uring sty youtou you Never Monthly Weekly almost
were not able to stop drinking once you had started? monthly daily
5. How often during the last year have you failed to do Daily or
Less than
what was normally expected of you because of Never monthl Monthly Weekly almost
drinking? onthly daily
6. How often during the last year have you needed a first Less than Daily or

drink in the morning to get yourself going after a heavy | Never Monthly Weekly almost

drinking session? monthly daily
. . Daily or
7. How_often during the last year have you had a feeling Never Less than Monthly Weekly almost
of guilt or remorse after drinking? monthly :
daily
8. How often during the last year have you been unable to Daily or

remember what happened the night before because of Never L;S:nir;?; Monthly Weekly almost

your drinking? daily
9. Have you or someone else been injured because of NG Yes, but not in Yes, in the
your drinking? the last year last year
10. Has a relative, friend, doctor, or other health care . .

N Yes, but not in Yes, in the
worker been concerned about your drinking or No the last vear last vear
suggested you cut down? y y

0 1 2 3 4

Have you ever been in treatment for an alcohol problem? [ Never [ Currently [ In the past

Drugs: Recreational drugs include methamphetamines (speed, crystal) cannabis (marijuana, pot), inhalants (paint thinner,
aerosol, glue), tranquilizers (Valium), barbiturates, cocaine, ecstasy, hallucinogens (LSD, mushrooms), or narcotics (heroin).
None 1 or More

How many times in the past year have you used a recreational drug or used a prescription 0O 0O
medication for non-medical reasons?

For Office Use Only: Total Score:

PCP Initials:






