Adolescent annual questionnaire ,
Patient name:

We ask all our adolescent patients to complete this form at

least once a year, because substance use and mood can affect "
o Date of birth:

your health. Please ask your doctor if you have any questions.

Your answers on this form will remain confidential.

Yes

If you

D— answered

Yes to any

D‘ questions,

answer

l l— questions

\#1-6 below

Substance use (CRAFFT):
In the last 12 months, did you: No (I o o
Drink any alcohol (more than a few sips)? i3 ;ﬂs"t"er Tld
otoa
Smoke, vape or eat any kind of marijuana? L] three
questions,
Use anything else to get high? [] answer #1
below. J
No

1. Have you ever ridden in a car driven by someone (including
yourself) who was “high” or had been using alcohol or drugs?

2. Do you ever use alcohol or drugs to relax, feel better about
yourself, or fit in?

3. Do you ever use alcohol or drugs while you are by yourself, or
alone?

4. Do you ever forget things you did while using alcohol or drugs?

5. Do your family or friends ever tell you that you should cut down
on your drinking or drug use?
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6. Have you ever gotten into trouble while you were using alcohol
or drugs?

Mood (PHQ-2): No

During the past two weeks, have you been bothered by little ]
Interest or pleasure in doing things?

During the past two weeks, have you been bothered by feeling
down, depressed, or hopeless?

Yes
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Yes

D_

l '—— questions
\ on back J

If you
answered
Yes to either
question,
answer all




PHQ-9 modified for Adolescents

(PHQ-A)

Clinician:

Name:

Date: .

instructions: How often have you been bothered by each of the following symptoms during the past two
weeks? For each symptom put an “X" in the box beneath the answer that best describes how you have been

feeling.
Q) 1) (2) (3)
Not at Several More Nearly
all days than every
half day
the days

1. reeling down, depressed, irritable, or hopeless?

2. Little interest or pleasure in doing things?

3. Trouble falling asleep, staying asleep, or sleeping too
much?

4. Poor appetite, weight loss, or overeating?

5. Feeling tired, or having little energy?

6. Feeling bad about yourself — or feeling thal you are a
failure, or that you have letl yourself or your family
down?

7. Trouble concentrating on things fike school work,
reading, or watching TV?

8. Moving or speaking so slowly that other people could
have noticed?

Or the opposite — being so fidgety or restless that you
were moving around a lot more than usual?

9. Thoughls that you would be better off dead, or of
huriing yourself in some way? |

In the past year have you felt depressed or sad most days, gven if you feit okay sometimes?

CYes [INo
if you are experiencing any of the problems on this form, how difficult have these problems made it for you ta
do your work, take care of things at home or get along with other people?

CONot difficult at all 1Somewhat difficult OVery difficuit

CExtremely difficult

Office use only: Severity score:
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as

Ask Suicide-Screening

2 =
Ask the patient: uestions

(1) In the past few weeks, have you wished you were dead? YES NO
(2) Inthe past few weeks, have you felt that you or your family would be YES NO
better off if you were dead?
(3) In the past week, have you been having thoughts about killing yourself? YES NO
(4) Have you ever tried to kill yourself? YES NO
If yes, how? When?
If the patient answers yes to any of the above, ask the following question:
(5) Are you having thoughts of killing yourself right now? YES NO

If yes, please describe:

Horowitz LM, Bridge JA, Teach Sl, et al. Ask Suicide-Screening Questions (ASQ): a brief instrument for the pediatric
emergency department. Arch Pediatr Adolesc Med. 2012;166(12):1170-1176. doi:10.1001/archpediatrics.2012.1276

Provide resources to all patients: 24/7 National Suicide Prevention Lifeline 1-800-273-TALK (8255) En Espafiol: 1-888-628-9454
24/7 Crisis Text Line: Text "HOME" to 741-741



