
GAD-7 Anxiety 

 

                Column totals       _____   +   _____   +     _____   +   _____    =  

                Total score   _______ 

 
Source: Primary Care Evaluation of Mental Disorders Patient Health Questionnaire (PRIME-MD-PHQ). The PHQ was 
developed by Drs. Robert L. Spitzer, Janet B.W. Williams, Kurt Kroenke, and colleagues. For research information, contact Dr. 
Spitzer at ris8@columbia.edu.  PRIME-MD® is a trademark of Pfizer Inc. Copyright© 1999 Pfizer Inc. All rights reserved. 
Reproduced with permission 
 

 

Scoring GAD-7 Anxiety Severity  
 
This is calculated by assigning scores of 0, 1, 2, and 3 to the response categories, respectively,  
of “not at all,” “several days,” “more than half the days,” and “nearly every day.”  
GAD-7 total score for the seven items ranges from 0 to 21.    
 
0–4: minimal anxiety  

5–9: mild anxiety  

10–14: moderate anxiety  

15–21: severe anxiety  

 
Over the last two weeks, how often have you 
been bothered by the following problems?   

 
Not  
at all  

 
Several 

days  

 
More 

 than 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 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  

If you checked any problems, how difficult have they 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  

     □                        □                   □                  □  

mailto:ris8@columbia.edu


Mood Disorder Questionnaire (MDQ)

Name: Date:

Instructions: Check ( 3) the answer that best applies to you. 
Please answer each question as best you can.

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 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 in trouble?

2. If you checked YES to more than one of the above, have several of these ever 
happened during the same period of time?  Please check 1 response only.

3. How much of a problem did any of these cause you — like being able to work; 
having family, money, or legal troubles; getting into arguments or fights?  
Please check 1 response only.

No problem Minor problem Moderate problem Serious problem 

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

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

This questionnaire should be used as a starting point.  It is not a substitute for a full medical evaluation.
Bipolar disorder is a complex illness, and an accurate, thorough diagnosis can only be made through 
a personal evaluation by your doctor. 

Adapted from Hirschfeld R, Williams J, Spitzer RL, et al. Development and validation of a screening instrument for bipolar spectrum
disorder: the Mood Disorder Questionnaire.  Am J Psychiatry. 2000;157:1873-1875.

Yes No
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This instrument is designed for screening purposes only and is not to be used as a diagnostic tool.

How to Use
The questionnaire takes less than 5 minutes 
to complete. Patients simply check the yes or no
boxes in response to the questions.  The last
question pertains to the patient’s level of
functional impairment.  The physician, nurse, 
or medical staff assistant then scores the
completed questionnaire.

How to Score
Further medical assessment for bipolar
disorder is clearly warranted if patient:

• Answers Yes to 7 or more of the events 
in question #1

AND

• Answers Yes to question #2
AND

• Answers Moderate problem or Serious
problem to question #3



P A T I E N T  H E A L T H  Q U E S T I O N N A I R E - 9   
( P H Q - 9 )  

Over the last 2 weeks, how often have you been bothered 
by any of the following problems? 
(Use “✔” to indicate your answer) Not at all 

Several 
days 

More 
than half 
the days 

Nearly 
every 
day 

1. Little interest or pleasure in doing things 0 1 2 3 

2. Feeling down, depressed, or hopeless 0 1 2 3 

3. Trouble falling or staying asleep, or sleeping too much 0 1 2 3 

4. Feeling tired or having little energy 0 1 2 3 

5. Poor appetite or overeating 0 1 2 3 

6. Feeling bad about yourself — or that you are a failure or 
have let yourself or your family down 0 1 2 3 

7. Trouble concentrating on things, such as reading the 
newspaper or watching television 0 1 2 3 

8. 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 

0 1 2 3 

9. Thoughts that you would be better off dead or of hurting 
yourself in some way 0 1 2 3 

                                                                                                              FOR OFFICE CODING     0      + ______  +  ______  +  ______ 

=Total Score:  ______ 

 
     

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 

 
 
 
 
 

 
 
 
 
 

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. 

 
     



PCL-C 

INSTRUCTIONS:  Below is a list of problems and complaints that people sometimes have in response to stressful 
life experiences.  Please read each one carefully, then circle one of the numbers to the right to indicate how much 
you have been bothered by that problem in the past month. 
 

  Not at all A little bit Moderately Quite a bit   Extremely 

 1. Repeated, disturbing memories, thoughts, or images of a  
stressful experience from the past? 

 
 1 2 3 4 5 

 2. Repeated, disturbing dreams of a stressful experience from  
the past? 

 
 1 2 3 4 5 

 3. Suddenly acting or feeling as if a stressful experience were  
happening again (as if you were reliving it)? 

 
 1 2 3 4 5 

 4. Feeling very upset when something reminded you of a stressful  
experience from the past? 

 
 1 2 3 4 5 

 5. Having physical reactions (e.g., heart pounding, trouble  
breathing, sweating) when something reminded you of a 
stressful experience from the past? 

 
 
 1 2 3 4 5 

 6. Avoiding thinking about or talking about a stressful  
experience from the past or avoiding having feelings related 
to it? 

 
 
 1 2 3 4 5 

 7. Avoiding activities or situations because they reminded you of  
a stressful experience from the past? 

 
 1 2 3 4 5 

 8. Trouble remembering important parts of a stressful experience  
from the past? 

 
 1 2 3 4 5 

 9. Loss of interest in activities that you used to enjoy?  1 2 3 4 5 

10. Feeling distant or cut off from other people?  1 2 3 4 5 

11. Feeling emotionally numb or being unable to have loving  
feelings for those close to you? 

 
 1 2 3 4 5 

12. Feeling as if your future will somehow be cut short?  1 2 3 4 5 

13. Trouble falling or staying asleep?  1 2 3 4 5 

14. Feeling irritable or having angry outbursts?  1 2 3 4 5 

15. Having difficulty concentrating?  1 2 3 4 5 

16. Being "super-alert" or watchful or on guard?  1 2 3 4 5 

17. Feeling jumpy or easily startled?  1 2 3 4 5 

PCL-C for DSM-IV (11/1/94)  Weathers, Litz, Huska, & Keane National Center for PTSD - Behavioral Science Division 
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