                                                                  SYMPTOM CHECKLIST

The following is an extensive list of symptoms, many of which may not apply to you.   However, please complete this form as accurately as you can, since it will help identify treatment issues.

Name: ______________________________________Date:   ____________________

Instructions: For all that apply, indicate intensity: 0 = none; 1= mild; 2 = moderate; 3 =severe

__Feelings of depression

__Feelings of anger

__Decreased energy

__Decreased interest in things

__Decreased concentration

__Sleep disturbance (more/less)

__Appetite disturbance (more/less)

__Thoughts of hurting yourself

__Thoughts of hurting someone else

__Low self-esteem

__Hopelessness

__Low sex drive
__Feelings of guilt

__Isolation/social withdrawal

__Frequent crying

__Stress

__Anxiety/panic

__Heart pounding/racing

__Chest pain

__Trembling/shaking

__Sweating

__Chills/hot flashes

__Tingling/numbness

__Fear of dying

__Nausea/abdominal distress

__Phobias

__Obsessive thoughts

__Compulsive behaviors

__Nightmares

__Thoughts racing

__Can’t hold onto an idea

__Excessive energy and activity level
__Easily agitated

__More interested in sex than usual
__Much more self-confident than usual

__More socially outgoing than usual

__Excessive or risky behaviors (spending, 

     gambling, binge eating).
__Excessive use of drugs +/or alcohol (or 

    has anyone expressed concerned about 

    your drug or alcohol usage, got DUI, etc)
__Excessive use of prescription medicines

__Blackouts

__Hallucinations

__Feeling that others are out to get you

__Feeling that you are not real

__Feeling things around you aren’t real

__Losing track of time

__Feeling confused

__Physical abuse issues

__Sexual abuse issues

__Spousal abuse issues

__Other problems/symptoms (please describe):______________________________________________________________

____________________________________

How long have you been experiencing these 
symptoms?__________________________

How frequently do these symptoms occur?

___________________________________

