
Patient Information – Please Print 
Patient name: ___________________________________________________________________ 
   Last   First  MI  Preferred name 
Address: _______________________________________________________________________ 
   Street    City   State  ZIP 
Home Phone: (______)___________________ Cell Phone: (______)___________________ 
  area code                  area code  
Age: _____ DOB: __________________Gender:  ! female;  ! male 
Marital status: ! single, never married; ! married;  ! separated;  ! divorced;  ! widowed 
Emergency contact: _______________________________________________________________ 
    Last   First  MI  Relationship 
Home Phone: (______)___________________ Cell Phone: (______)___________________ 
  area code                   area code  
Preferred Pharmacy:  ___________________________  Phone: (______)__________________ 
                           name & address inc/ zip                                               area code  
Person responsible for the billing - if other than the patient listed above: 
Contact: ________________________________________________________________________ 
    Last   First  MI  Relationship 
Address: _______________________________________________________________________ 
   Street    City   State  ZIP 
Who referred you? ______________________________________________________________ 
Primary Care Physician: _________________________________________________________ 
Other clinicians currently treating you:_____________________________________________  
_______________________________________________________________________________  
Your psychiatric history (hospitalizations, meds, counseling) ____________________________  
_______________________________________________________________________________  
_______________________________________________________________________________  
Your medical history (hospitalizations, meds, surgery) __________________________________  
_______________________________________________________________________________  
_______________________________________________________________________________  
Family history (psychiatric & substance abuse) ________________________________________  
_______________________________________________________________________________  
_______________________________________________________________________________  
Family history (medical) __________________________________________________________  
_______________________________________________________________________________  
_______________________________________________________________________________ 
For women:  Pregnant? ! no; ! yes; Contraception: ! no; ! yes:  _______________________ 

Date of last menstrual cycle: ___________________ 
Current medications: ____________________________________________________________  
_______________________________________________________________________________  
_______________________________________________________________________________ 
Allergies (inc/ meds & foods) ! no; ! yes: ___________________________________________ 
_______________________________________________________________________________ 
Alcohol current use: ! no; ! yes - type ______________ days/week ______ drinks/day:_______  
Nicotine current use: ! no; ! yes - type ______________ pack/day _______ duration _________  
Other Drug use: ! no; ! yes - type _________________________________________________  
_______________________________________________________________________________ 

Signature: ____________________________________   Date: ____________________
Please complete both sides of all sheets



Mood Questions

Name: _____________________________________ DOB: _______________ Date: _________________

Over the last 2 weeks, how often have you been bothered by any of the following problems?


Have you had any past episodes like this? ☐ yes; ☐ no - Did they ever last two weeks? ☐ yes; ☐ no

If you had past episodes, how many of these have you had? _____________ What age do you think you 
first had an episode like this? _____________

*************************

Have you also had periods of time where you experience any of the following? 

☐ increased self esteem

☐ decreased need for sleep (e.g. feel rested after 3 hrs of sleep)

☐ more talkative then usual or pressure to keep talking

☐ thoughts seem like they are rapid and excessive

☐ attention is distracted

☐ increased activity (unfocused agitation and/or goal-directed)

☐ impulsive and/or risky behaviors (financial, pleasurable, sexual)  
*************************

☐ feel significantly anxious  

☐ feel significantly angry

If you’ve had episodes with any of these, does it feel different then how you typically feel? ☐ yes; ☐ no

If you’ve had episodes like this, do they ever last for a week or more? ☐ yes; ☐ no

How long do they usually last? _______________; How often do you have them? ______________________

How old where you when think it began? _______________________________________________________

*************************

Do you know if any family members with similar episodes, or a history of severe anxiety, depression, 
bipolar disorder?  ☐ yes; ☐ no; ☐ don’t know;  __________________________________________________ 
_____________________________________________________________________________________________

_____________________________________________________________________________________________

check the column the fits Not at all several 
days

>half the 
days

nearly 
ever day

1. Little interest or pleasure in doing things

2. Feeling down, depressed, or hopeless

3. Sleep trouble ☐ to little ☐ too much; _________________

4. Feeling tired or having little energy

5. Appetite ☐ increased or ☐ decreased; _______________

6. Feeling bad; like a failure or having let others down

7. Have trouble concentrating (e.g. reading, watching TV)

8. Moving/speaking change others notice ☐ slower or ☐ faster

9. Thoughts of death or of hurting self in some way

sum above columns

multiple sums above by numbers 0 1 2 3

Total by adding rows together = _________

0-4 none, 5-9 mild, 10-14 moderate, 15-19 moderately severe, 20-27 severe

10. 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 at all; ☐ somewhat difficult; ☐ very difficult;  ☐ extremely difficult



Name: Date:

Listed below are 20 statements.  Please read each one 
carefully and decide how much the statement describes
how you have been feeling during the past week.
Circle the appropriate number for each statement.

1. I feel more nervous and anxious than usual.

2. I feel afraid for no reason at all. 

3. I get upset easily or feel panicky. 

4. I feel like I'm falling apart and going to pieces.

5. I feel that everything is all right and nothing bad will happen.

6. My arms and legs shake and tremble. 

7. I am bothered by headaches, neck and back pains.

8. I feel weak and get tired easily.

9. I feel calm and can sit still easily.

10. I can feel my heart beating fast.

11. I am bothered by dizzy spells.

12. I have fainting spells or feel faint.

13. I can breathe in and out easily.

14. I get feelings of numbness and tingling in my fingers and toes.

15. I am bothered by stomachaches or indigestion. 

16. I have to empty my bladder often.

17. My hands are usually dry and warm.

18. My face gets hot and blushes.

19. I fall asleep easily and get a good night's rest.

20. I have nightmares. 

1 2 3 4

1 2 3 4

1 2 3 4

1 2 3 4

4 3 2 1

1 2 3 4

1 2 3 4

1 2 3 4

4 3 2 1

1 2 3 4

1 2 3 4

1 2 3 4

4 3 2 1

1 2 3 4

1 2 3 4

1 2 3 4

4 3 2 1

1 2 3 4

4 3 2 1

1 2 3 4

Adapted from Zung WWK. A rating instrument for anxiety. Psychosomatics. 1971;XII:371-379. 
Reprinted with permission from Psychosomatics, ©1971. American Psychiatric Association.

None or 
a little of
the time

Some 
of the
time

Good
part of

the time

Most or
all of the

time

Score Total*: *Score is for healthcare
provider interpretation.

Zung Self-rating Anxiety Scale
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Adult ADHD Self-Report Scale (ASRS-v1.1) Symptom Checklist

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.

Patient Name Today’s Date

1. 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. 

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?

11. 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?

13. How often do you feel restless or fidgety?

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

15. 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?

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

Part B 

Part A 

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


