PATIENT NAME: DATE:

OVER THE LAST TWO WEEKS, HOW

OFTEN HAVE YOU BEEN BOT"'ERE'Z NOTAT SEVERAL MORE THAN NEARLY
BY ANY OF THE FOLLOWING PROBLEMS? ALL DAYS HALF THE DAYS EVERY DAY

(Please check the appropriate boxes.)

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 ) 3
4. Trouble relaxi
rouble relaxing 0 1 5 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

might happen 0 1 2 3

For Office Coding + + +
=Total Score:

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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