FAMILY HISTORY:

IN THE TWO SECTIONS BELOW PLEASE CHECK AS APPLICABLE TO YOUR INDIVIDUAL FAMILY
HISTORY

Family Medical History

*Please pay special attention to anyone with symptoms similar to your presenting symptoms*

Father | Mother | Father’s | Father’s | Mother's | Mother’s | Siblings | Children | Maternal | Patemal
Father Mother | Father Mother Relatives | Relatives

High Blood
Pressure

Epilepsy

Seizures

Cancer

Heart Attack

Stroke

Diabetes

Asthma

Dizzy
Spells/Fainting

Movement
disorders

Tics (motor or
verbal

Other
Neurological
Disorders




Family History of Mental lliness/Alcoholism/Drug Abuse

*Please pay special attention to anyone with symptoms similar to your presenting symptoms, not necessarily diagnosed*

Matcrnal | Paternal
Relatives | Relatives

Father’s | Father’s | Mother’s | Mother’s

Father | Mother Father Mother | Father Mother

Siblings | Children

Depression

Bipolar Disorder/
Manic Depression

Schizophrenia

Attention Deficit
Hyperactivity Disorder

Concentration Problems

Hyperactivity

Anger Outbursts

Periods of
Severe Agitation

Nervous Breakdowns

Anxiety

Panic Attacks

Phobias

Obsessive
Thinking/Worrying

Compulsions

Attempted Suicides

Completed Suicides

Alcoholism

Drug Abuse

History of past/present
abuse (as abuser)

History of pastpresent
abuse (as victim)

Other Family History
(Please Specity)




PAST PSYCHIATRIC HISTORY

Psychiatric Hospitalizations (dates. locations, and length of time):

Past psychotherapy / counseling (dates, length of time. and focus of treatment):

Present occurring psychotherapy / counseling (dates. lengths of time and focus of treatment):

Any current treatment by a Psychiatrist (dates, length of time. and focus of treatment):

Any previous treatment by a Psychiatrist (dates, length of time, and focus of treatment):

Any past psychiatric medications (names, dosages, length of time, purpose of medication, results, and side
effects)? Please list all medications separately:

Psychiatric medications were prescribed by: Psychiatrist___ Primary Care Provider

Nurse Practitioner Other (Specify)



STAELE RESOURCE TOOLKIT

AUDIT-C Questionnaire

Patient Name Date of Visit

1. How often do you have a drink containing alcohol?

a.

c

Ooood

b.

d.
e. 4 or more times a week

Never

Monthly or less
2-4 times a month
2-3 times a week

2. How many standard drinks containing alcohol do you have on a typical day?

O a

oo

b.
¢c. 5or6

d.

e. 10 or more

1or2
3ord

7t09

3. How often do you have six or more drinks on one occasion?

Doogo

. Never

. Less than monthly

. Monthly

. Weekly

. Daily or almost daily

AUDIT-C is available for use in the public domain.



NAME: DATE:

DRUG USE QUESTIONNAIRE (DAST — 10)

The following questions concern information about your possible involvement with drugs
not including alcoholic beverages during the past 12 months. Carefully read each
statement and decide if your answer is “Yes” or “No”. Then, circle the appropriate
response beside the question.

In the statements “drug abuse” refers to (1) the use of prescribed or over the counter
drugs may include: cannabis (e.g. marijuana, hash), solvents, tranquillizers (e.g.
Valium), barbiturates, cocaine, stimulants (e.g. speed), hallucinogens (e.g. LSD) or
narcotics (e.g. heroin). Remember that the questions do not include alcoholic
beverages.

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

These questions refer to the past 12 months. Circle Your
Response
1. Have you used drugs other than those required for medical reasons? Yes No
2. Do you abuse more than one drug at a time? Yes No
3. Are you always able to stop using drugs when you want to? Yes No
4. Have you had “blackouts” or “flashbacks” as a result or drug use? Yes No
5. Do you every feel bad or guilty about your drug use? Yes No
6. Does your spouse (or parents) ever complain about your Yes No
involvement with drugs?
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
9. Have you ever experienced withdrawal symptoms (feit sick) when Yes No

you stopped taking drugs?

10. Have you had medical problems as a result of your drug use Yes No
(e.g. memory loss, hepatitis, convulsions, bleeding, etc.)?

© Copyright 1982 by Harvey A. Skinner, PhD and the Centre for Addiction and Mental Heaith,
Toronto, Canada. You may reproduce this instrument for non-commercial use (clinical, research,
training purposes) as long as you credit the author Harvey A. Skinner, Department of Public
Health Sciences, University of Toronto.



THE MOOD DISORDER QUESTIONNAIRE

Instructions: Please answer each question to the best of your ability.

YES

Z
o

1. Has there ever been a period of time when you were not your usual self and...

-.you felt so good or so hyper that other people thought you were not your
normal self or you were so hyper that you got into trouble?

~You were so irritable that you shouted at people or started fights or arguments?

...you felt much more self-confident than usual?

~.you got much less sleep than usual and found you didn’t really miss it?

-.you were much more talkative or spoke much faster than usual?

-.thoughts raced through your head or you couldn't slow your mind down?

~.you were so easily distracted by things around you that you had trouble
concentrating or staying on track?

...you had much more energy than usual?

-..you were much more active or did many more things than usual?

-.you were much more social or outgoing than usual, for example, you
telephoned friends in the middle of the night?

..you were much more interested in sex than usual?

-.you did things that were unusual for you or that other people might have
thought were excessive, foolish, or risky?

..spending money got you or your family into trouble?

010 00| 0O|0Q|0Ql 0Q[|0|0Q[0Q|0|0Q] O
010 0|0 0]0|0] 0]0[0]0|0|0Q| O

|89

. If you checked YES to more than one of the above, have several of these
ever happened during the same period of time?

3. How much of a problem did any of these cause you - like being unable to
work; having family, money or legal troubles; getting into arguments or fights?
Please circle one response only.

No Problem Minor Problem Moderate Problem Serious Problem

4. Have any of your blood relatives (i.e. children, siblings, parents, grandparents, O O
aunts, uncles) had manic-depressive illness or bipolar disorder?

5. Has a health professional ever told you that you have manic-depressive iliness O O
or bipolar disorder?

© 2000 by The University of Texas Medical Branch. Reprinted with permission, This instrument is designed for screening purposes only and is not to be used as a diagnostic 1ol



PATIENT HEALTH QUESTIONNAIRE (PHQ-9)

NAME: DATE:
Over the last 2 weeks, how often have you been
bothered by any of the following problems?
(use "™V'" to indicate your answer) Not at all | Several M::f :::" Nearly
days every day
days
1. Little interest or pleasure in doing things 0 1 - 2 -3
2. Feeling down, depressed, or hopeless 0 1 2 3
. . . 0 1 2 3
3. Trouble falling or staying asleep, or sleeping tco much :
4. Feeling tired or having little energy 0 1 2 3
8. Poor appetite or overeating 0 1 , 2 3
6. Feeling bad about yourself —or that you are a failure or 0 1 - 2 - f 3
have let yourseif or your family down e '
7. Trouble concentrating on things, such as reading the 0 1 i ' 2 ] 3
newspaper or watching television :
8. Moving or speaking so slowly that other people could
have noticed. Or the opposite - being so figety or 0 1 e 2 ' 3
restless that you have been moving around a lot more '
than usual
9. Thoughts that you would be better off dead, or of 0 0 ' 3
hurting yourself o
add columns B : o+ '

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

10. if you checked off any problems, how difficult Not difficult at all

have these problems made it for you to do Somewhat difficult
your work, take care of things at home, or get

along with other people?

Very difficult
Extremely difficult

Copyright © 1999 Pfizer Inc. All rights reserved. Reproduced with permission. PRIME-MDQ is a trademark of Pfizer Inc.
A2663B 10-04-2005



Generalized Anxiety Disorder Screener (GAD-7)

Over the last 2 weeks, how often have you been | Not at all Several More than Nearly
bothered by the following problems? Days half the | every day
days
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 irritated 0 1 2 3
7. Feeling afraid as if something awful might 0 1 2 3
happen
Add
columns
Total
Score
8. [f you checked off any problems, how Not Somewhat Very Extremely
difficult have these problems made it for you | difficult at difficult difficult difficult
to do your work, take care of things at all

home, or get along with other people?

When did the symptoms begin?




Adult ADHD Self-Report Scale (ASRS-vl.l) Symptom Checklist

Patient Name J

B 1

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, place an X in the box 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.

Today’s Date

Never

Rarely

Sometimes

Very Often

Often

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

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

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

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

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

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

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

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

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

10. How often do you misplace or have difficulty finding things at home or at work!

Il. How often are you distracted by activity or noise around you?

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

|3. How often do you feel restless or fidgety!

I4. How often do you have difficulty unwinding and relaxing when you have time
to yourself?

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?

|7. How often do you have difficulty waiting your turn in situations when
turn taking is required?

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




