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Patient Health Questionnaire (PHQ-9) 
 
 

Patient Name:  _________________________________________  Date:  ___________________ 
 
 

 Not at all Several days More than 
half the days 

Nearly every 
day 

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

    

a. Little interest or pleasure in doing things     

b. Feeling down, depressed, or hopeless     

c. Trouble falling/staying asleep, sleeping too much     

d. Feeling tired or having little energy     

e. Poor appetite or overeating     

f. Feeling bad about yourself or that you are a failure or 
have let yourself or your family down     

g. Trouble concentrating on things, such as reading the 
newspaper or watching television.     

h. Moving or speaking so slowly that other people could 
have noticed. Or the opposite; being so fidgety or 
restless that you have been moving around a lot more 
than usual. 

    

i. Thoughts that you would be better off dead or of hurting 
yourself in some way.     

2. If you checked off any problem on this questionnaire so 
far, 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 
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PHQ-9* Questionnaire for Depression Scoring and Interpretation Guide 
 

For physician use only 
 
Scoring:   
Count the number (#) of boxes checked in a column.  Multiply that number by the value indicated below, then add the subtotal 
to produce a total score.  The possible range is 0-27.  Use the table below to interpret the PHQ-9 score. 
 
Not at all   (#) _____ x 0 = _____ 
Several days  (#) _____ x 1 = _____ 
More than half the days (#) _____ x 2 = _____ 
Nearly every day (#) _____ x 3 = _____ 
 
Total score:               _____ 
 

 

Interpreting PHQ-9 Scores  Actions Based on PH9 Score 
  Score Action 
Minimal depression  0-4 

Mild depression 5-9 

Moderate depression 10-14 

Moderately severe depression 15-19 

Severe depression 20-27 

 < 4 
 
 
> 5 - 14 
 
 
 
> 15 

The score suggests the patient may not need depression 
treatment 
 
Physician uses clinical judgment about treatment, based 

on patient's duration of symptoms and functional 
impairment 

 
Warrants treatment for depression, using antidepressant, 

psychotherapy and/or a combination of treatment. 
 

 
* PHQ-9 is described in more detail at the McArthur Institute on Depression & Primary Care website  

www.depression-primarycare.org/clinicians/toolkits/materials/forms/phq9/ 
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Generalized Anxiety Disorder 7-item (GAD-7) scale 

Over the last 2 weeks, how often have you been 

bothered by the following problems?  

Not at 

all sure  

Several 

days  

Over half 

the days  

Nearly 

every day  

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's 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  

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 all __________ 

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.

 

Scoring

Scores of 5, 10, and 15 are taken as the cut-off points for mild, moderate and severe anxiety, respectively. 
When used as a screening tool, further evaluation is recommended when the score is 10 or greater.

Using the threshold score of 10, the GAD-7 has a sensitivity of 89% and a specificity of 82% for GAD. It is 
moderately good at screening three other common anxiety disorders - panic disorder (sensitivity 74%, 
specificity 81%), social anxiety disorder (sensitivity 72%, specificity 80%) and post-traumatic stress 
disorder (sensitivity 66%, specificity 81%).



 

 

 
  

One drink equals: 

 

12 oz.  

 beer 
 

5 oz. 

wine 

 

1.5 oz. 

liquor 

(one shot) 

1. How often do you have a drink containing 

alcohol? 
Never 

Monthly 
or less 

2 - 4  
times a 
month 

2 - 3 
 times a 

week 

4 or more 
times a 
week 

2. How many drinks containing alcohol do you have 

on a typical day when you are drinking? 
0 - 2 3 or 4 5 or 6 7 - 9 

10 or 
more 

3. How often do you have five or more drinks on 

one occasion? 
Never 

Less than 
monthly 

Monthly Weekly 
Daily or 
almost 
daily 

4. How often during the last year have you found 

that you were not able to stop drinking once you 

had started? 
Never 

Less than 
monthly 

Monthly Weekly 
Daily or 
almost 
daily 

5. How often during the last year have you failed to 

do what was normally expected of you because of 

drinking? 

Never 
Less than 
monthly 

Monthly Weekly 
Daily or 
almost 
daily 

6. How often during the last year have you needed a 

first drink in the morning to get yourself going 

after a heavy drinking session? 

Never 
Less than 
monthly 

Monthly Weekly 
Daily or 
almost 
daily 

7. How often during the last year have you had a 

feeling of guilt or remorse after drinking? 
Never 

Less than 
monthly 

Monthly Weekly 
Daily or 
almost 
daily 

8. How often during the last year have you been 

unable to remember what happened the night 
before because of your drinking? 

Never 
Less than 
monthly 

Monthly Weekly 
Daily or 
almost 
daily 

9. Have you or someone else been injured because 

of your drinking? 
No  

Yes, but 
not in the 
last year 

 
Yes, in the 
last year 

10. Has a relative, friend, doctor, or other health 
care worker been concerned about your drinking 

or suggested you cut down? 
No  

Yes, but 
not in the 
last year 

 
Yes, in the 
last year 

 0 1 2 3 4 

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

Alcohol screening questionnaire (AUDIT) 
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: ____________________ 

 

   I        II       III     IV 

  0-3     4-9    10-13    14+   

 

 



 
(For the Provider) 

 
Scoring and interpreting the AUDIT: 

 
1. Each response has a score ranging from 0 to 4. All response scores are added for a total score. 
 
2. The total score correlates with a risk zone, which can be circled on the bottom left corner. 
 
 

Score Zone Explanation Action 

0-3 I – Low Risk 
“Someone using alcohol at this level 
is at low risk for health or social 
complications.” 

Positive Health Message – describe 
low risk drinking guidelines 

4-9 II – Risky 

“Someone using alcohol at this level 
may develop health problems or 
existing problems may worsen.” 
 

Brief intervention to reduce use 

10-13 III – Harmful 

“Someone using alcohol at this level 
has experienced negative effects 
from alcohol use.” 
 

Brief Intervention to reduce or 
abstain and specific follow-up 
appointment (Brief Treatment if 
available) 

14+ IV – Severe 

“Someone using alcohol at this level 
could benefit from more assessment 
and assistance.” 
 

Brief Intervention to accept referral to 
specialty treatment for a full 
assessment 

 
 
Positive Health Message: An opportunity to educate patients about the NIAAA low-risk drinking levels and 
the risks of excessive alcohol use. 
 
Brief Intervention to Reduce Use: Patient-centered discussion that uses Motivational Interviewing 
concepts to raise an individual’s awareness of his/her substance use and enhance his/her motivation to 
change behavior. Brief interventions are typically 5-15 minutes, and should occur in the same session as 
the initial screening. Repeated sessions are more effective than a one-time intervention. The 
recommended behavior change is to cut back to low-risk drinking levels unless there are other medical 
reasons to abstain (liver damage, pregnancy, medication contraindications, etc.). 
 
Brief Intervention to Reduce or Abstain (Brief Treatment if available) & Follow-up: Patients with 
numerous or serious negative consequences from their alcohol use, or patients who likely have an alcohol 
use disorder who cannot or are not interested in obtaining specialized treatment, should receive more 
numerous and intensive BIs with follow up. The recommended behavior change is to cut back to low-risk 
drinking levels or abstain from use.  Brief treatment is 1 to 5 sessions, each 15-60 minutes. Refer for brief 
treatment if available. If brief treatment is not available, secure follow-up in 2-4 weeks. 
 
Brief Intervention to Accept Referral: The focus of the brief intervention is to enhance motivation for the 
patient to accept a referral to specialty treatment. If accepted, the provider should use a proactive process 
to facilitate access to specialty substance use disorder treatment for diagnostic assessment and, if 
warranted, treatment. The recommended behavior change is to abstain from use and accept the referral. 
 
More resources: www.sbirtoregon.org 

 
* Johnson J, Lee A, Vinson D, Seale P. “Use of AUDIT-Based Measures to Identify Unhealthy Alcohol Use and Alcohol 
Dependence in Primary Care: A Validation Study.” Alcohol Clin Exp Res, Vol 37, No S1, 2013: pp E253–E259 

http://www.sbirtoregon.org/


Drug Abuse Screening Test (DAST-10)  

The following questions concern information about your possible 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 (marijuana, hashish), solvents (e.g., paint thinner), 

tranquilizers (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. 

In the past 12 months… Please Circle 

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 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.  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 

9. Have you ever experienced withdrawal symptoms (felt sick) when you stopped taking 

drugs? Yes No 

10. Have you had medical problems as a result of your drug use (e.g. memory loss, 

hepatitis, convulsions, bleeding)? 

Yes No 

Scoring:  Score 1 point for each question answered “Yes,” except for question 3 for which a 

“No” receives 1 point. 

Score:   

 

Interpretation of Score 

Score Degree of Problems Related to Drug Abuse Suggested Action 

0 No problems reported None at this time 

1-2 Low Level Monitor, re-assess at a later 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 Foundation.  For use outside of IT MATTTRs Colorado, please contact 

ITMATTTRsColorado@ucdenver.edu 

mailto:ITMATTTRsColorado@ucdenver.edu
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