PATIENT HEALTH QUESTIONNAIRE {PHQ-9)

MNAME: DATE:

COwer the last 2 weeks, how oflen have you been

bolhered by any of the following problems?

More than .
{use " to ndicate your answer) Mot at alf | Several half the Nearly
days every day
days
1. Litlle inlerest or pleasure in doing things u 1 2 3
2. Feeling down, depressed. or hopeless v k E :
i . X . . 0 1 2 2
3. Trouble falling or slaying asleep, or sleeping loo much
4. Feelng tred or having little energy 0 1 2 3
5. Poor appelile or overealing 0 1 E 3
B. Feelng bad aboul yoursell—or thal yvou are a falure o 0 1 2 3
hawve lel yoursell or your Farmily down
7. Trouble concentrating on things. such as reading the 0 1 2 3
newspaper orwatching television
8. Mowving or speaking so slowly thal other people could
hawve noliced. Or the opposile —being so hgely o 0 : P 3
restless thal you have been mowving around a lol more
than usual
9. Thoughts that you would be betler off dead. or of 0 1 2 3
hurting yoursell

add columns + +

{Healthcare professional: For mterpretation of TOTAL,  TOTAL:
please refer o gooompanying scoring card).

100 1F you checked off any groblems, how dificul! Mot difficult at all
hawve these problems made il for you Lo do Somewhat difficull

your work, take care of things at home, or gel

Very difficull
along with olher people?

Extremely difhcull
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