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MINI Patient Health Survey
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(Please Print)
Male || Female _ L 1 YourAge __ Phone
SECTION |
YES NO
1. Have you been consistently depressed or down, most of the day, nearly every
day, for the past two weeks?
2. Inthe past two weeks, have you been less interested in most things or less able
to enjoy the things you used to enjoy most of the time?
If your answer to both questions above is “NO”, please go to Section Il without answering
question 3 below.
3. Over the past two weeks, when you felt depressed or uninterested:

a. Was your appetite decreased or increased nearly every day? Did your
weight decrease or increase without trying intentionally (i.e., by plus or
minus 5% body weight or plus or minus 8 Ibs or plus or minus 3.5 kg for
a 160 Ib/70 kg person in a month)? (If yes to either, please check
“YESH.

b. Did you have trouble sleeping nearly every night (difficulty falling
asleep, waking up in the middle of the night, early morning wakening or
sleeping excessively)?

c. Did you talk or move more slowly than normal or were you fidgety,
restless, or having trouble sitting still almost every day?

d. Did you feel tired or without energy almost every day?

e. Did you feel worthless or guilty almost every day?

f. Did you have difficulty concentrating or making decisions almost every
day?

g. Did you repeatedly consider hurting yourself, feel suicidal, or wish that
you were dead?

SECTION i
YES NO

1. Inthe past 12 months, have you had 3 or more alcoholic drinks within a 3-hour
period on 3 or more occasions?

questio

ns below.

If your answer to this question is “NO”, you have completed Il — please do not answer the

Please go to Section Ill.

2. Inthe past 12 months:

a. Did you need to drink more in order to get the same effect as when you
first started drinking?

b. When you cut down on drinking did your hands shake, did you sweat or
feel agitated? Did you drink to avoid these symptoms? (If yes to either
please check “YES”.)




YES NO

c. During the times when you drank alcohol, did you end up drinking more
than you planned when you started?

d. Have you tried to reduce or stop drinking alcohol but failed?

e. Onthe days that you drank, did you spend substantial time in obtaining
alcohol, drinking, or in recovering from the effects of alcohol?

f. Did you spend less time working, enjoyable hobbies, or being with
others because of your drinking?

g. Have you continued to drink even though you knew that it caused you
problems?

SECTION IlI

YES NO

1. Have you, on more than one occasion, had spells or attacks when you suddenly
felt anxious, frightened, uncomfortable or uneasy, even in situations where most
people would not feel that way? Did the spells peak within 10 minutes? (If yes
to either please check “YES”.)

2. At any time in the past, did any of those spells or attacks come on unexpectedly
or occur in an unpredictable or unprovoked manner?

If your answer to both questions above is “NO”, please go to Section IV without answering any
other questions below in Section Ill.

3. Have you even had one such attack followed by a month or more of persistent
fear of having another attack, or worries about the consequences of the attack?

4. During the worst spell that you can remember:

a. Did you have skipping, racing, or pounding of your heart?

b. Did you have sweaty or clammy hands?

c. Were you trembling or shaking?

d. Did you have shortness of breath or difficulty breathing?

e. Did you have a choking sensation or lump in your throat?

f. Did you have chest pain, pressure, or discomfort?

g. Did you have nausea, stomach problems, or sudden diarrhea?

h. Did you feel dizzy, unsteady, lightheaded, or faint?

i. Did things around you feel strange, unreal, detached or unfamiliar, or
did you feel outside of or detached from part or all of your body?

j. Did you fear that you were losing control or going crazy?

k. Did you fear that you were dying?

I. Did you have tingling or numbness in parts of your body?

m. Did you have hot flashes or chills?

5. In the past month, did you have such attacks repeatedly (two or more) followed
by persistent fear of having another attack?




SECTION IV

YES NO
1. Inthe past month, were you fearful of or embarrassed by being watched or
being the focus of attention, or fearful of being humiliated? This includes things
like speaking in public, eating in public alone or with others, writing while
someone watches, or being in social situations?
2. Isthis fear excessive or unreasonable?
3. Do you fear these situations so much that you avoid them or suffer through
them?
4. Does this fear disrupt your normal work or social functioning or cause you
significant distress?
SECTION V
YES NO

1. Have you had excessive anxiety and worry, occurring more days than not for at
least six months, about a number of events or activities (such as work or school
performance)?

2. Did you find it difficult to control the worry?

If you answered “NO” to question 1 or 2 in this section, you are finished with this form. If you
answered “YES” please answer these last two questions. Thank you!

3. During that six months, which of the following symptoms were present for more
days than not?

a. Restlessness or feeling keyed up or on edge

b. Being easily fatigued

c. Difficulty concentrating or mind going blank

d. lIrritability

e. Muscle tension

f. Sleep disturbance (difficulty falling or staying asleep, or restless,
unsatisfying sleep)

4. Do the anxiety, worry, or physical symptoms disrupt your normal work or
functioning, or cause you significant distress?

PROVIDERS PLEASE COMPLETE THIS SECTION

DX: OK D AD PD SAD GAD
Other
RX by Provider only? YES NO

Provider Initials:




	Text1: 
	Text2: 
	Check Box3: Off
	Check Box4: Off
	Text5: 
	Text6: 
	Check Box7: Off
	Check Box9: Off
	Check Box10: Off
	Check Box17: Off
	Check Box21: Off
	Check Box22: Off
	Check Box23: Off
	Check Box24: Off
	Check Box25: Off
	Check Box28: Off
	Check Box29: Off
	Check Box30: Off
	Check Box31: Off
	Check Box32: Off
	Check Box33: Off
	Check Box34: Off
	Check Box35: Off
	Check Box36: Off
	Check Box37: Off
	Check Box38: Off
	Check Box39: Off
	Check Box40: Off
	Check Box41: Off
	Check Box42: Off
	Check Box43: Off
	Check Box44: Off
	Check Box48: Off
	Check Box49: Off
	Check Box50: Off
	Check Box51: Off
	Check Box52: Off
	Check Box53: Off
	Check Box54: Off
	Check Box55: Off
	Check Box56: Off
	Check Box57: Off
	Check Box58: Off
	Check Box59: Off
	Check Box60: Off
	Check Box61: Off
	Check Box62: Off
	Check Box63: Off
	Check Box64: Off
	Check Box65: Off
	Check Box66: Off
	Check Box67: Off
	Check Box68: Off
	Check Box69: Off
	Check Box70: Off
	Check Box8: Off
	Check Box71: Off
	Check Box72: Off
	Check Box73: Off
	Check Box75: Off
	Check Box76: Off
	Check Box77: Off
	Check Box79: Off
	Check Box80: Off
	Check Box81: Off
	Check Box82: Off
	Check Box83: Off
	Check Box84: Off
	Check Box85: Off
	Check Box86: Off
	Check Box89: Off
	Check Box90: Off
	Check Box91: Off
	Check Box92: Off
	Check Box93: Off
	Check Box94: Off
	Check Box95: Off
	Check Box96: Off
	Check Box97: Off
	Check Box98: Off
	Check Box99: Off
	Check Box100: Off
	Check Box101: Off
	Check Box102: Off
	Check Box103: Off
	Check Box104: Off
	Check Box105: Off
	Check Box106: Off
	Check Box107: Off
	Check Box108: Off
	Check Box109: Off
	Check Box110: Off
	Check Box111: Off
	Check Box113: Off
	Check Box114: Off
	Check Box115: Off
	Check Box116: Off
	Check Box117: Off
	Check Box118: Off
	Check Box119: Off
	Check Box120: Off
	Check Box122: Off
	Check Box123: Off
	Check Box124: Off
	Check Box125: Off
	Check Box126: Off
	Check Box127: Off
	Check Box2: Off


