Mount Airy Family Practice

760 Carpenter Lane
Philadelphia, PA 19119
215-848-6880

| mafp@mtairyfp.com
A pentahealth Practice
DATE OF VISIT:
PATIENT NAME: DATE OF BIRTH:
PATIENT HEALTH QUESTIONNAIRE 9 (PHQ-9)
More Nearly
e e obroross ™ | Notat | Severa | tan i | Every
' All Days the Days Day
1. | Little interest or pleasure in doing things. Oo O1 O O3
2. | Feeling down, depressed or hopeless. Oo O O2 Os
Trouble falling asleep, staying asleep, or sleeping
3. | 100 much. Oo O 02 Os
4, Feeling tired or having little energy. Oo O ) O3
5. | Poor appetite or overeating. Oo O o2 Os
Feeling bad about yourself, or that you're a failure
6. or have let yourself & your family down. Lo L1 L2 ke
Trouble concentrating on things, such as reading
7 the newspaper or watching television. Lo L1 L2 ke
Moving or speaking so slowly that other people
could have naticed. Or, the opposite — being so
8. fidgety or restless that you have been moving Lo L1 2 O3
around a lot more than usual.
Thoughts that you would be better off dead, or of
9. hurting yourself in some way. Do g 02 Os
Column Totals:
Add Column Totals Together:

If you checked off any problems above...

10 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?

[0 NotAtAl [0 Somewnhat Difficult [ Very Difficult [0 Extremely Difficult

© 1999 Pfizer Inc. (PHQ-9)
11. How often do you have a drink containing alcohol?

Monthly or 2-4 times 2-3 times 4+ times
L1 Never D less D per month per week per week
12. How many standard drinks containing alcohol do you have on a typical day?
[0 o102 [0 3o0r4 [0 s5ors6 [0 7to9 [0 10 or more

13. How often do you have six or more drinks on one occasion?
O Never [ Lessthanmonthly [J Monthly [ Weekly [ Daily or almost daily

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