Adult ADHD Self-Report Scale (ASRS-vi.1) Symptom Checklist

Patient Name ‘ Today’s Date

Please answer the questions below, rating yourself on each of the criteria shown using the
scale on the right side of the page. As you answer each question, place an X in the box that
best describes how you have felt and conducted yourself over the past 6 months. Please give
this completed checklist to your healthcare professional to discuss during today’s
appointment.

Never

Rarely

Sometimes

| Often

Very Often

Part A

I. How often do you have trouble wrapping up the final details of a project,
once the challenging parts have been done?

2. How often do you have difficulty getting things in order when you have to do
a task that requires organization?

3. How often do you have problems remembering appointments or obligations?

4. When you have a task that requires a lot of thought, how often do you avoid
or delay getting started?

5. How often do you fidget or squirm with your hands or feet when you have
to sit down for a long time!

6. How often do you feel overly active and compelled to do things, like you
were driven by a motor?

7. How often do you make careless mistakes when you have to work on a boring or
difficult project?

8. How often do you have difficulty keeping your attention when you are doing boring
or repetitive work?

9. How often do you have difficulty concentrating on what people say to you,
even when they are speaking to you directly?

10. How often do you misplace or have difficulty finding things at home or at work?
I'l. How often are you distracted by activity or noise around you?

12. How often do you leave your seat in meetings or other situations in which
you are expected to remain seated?

13. How often do you feel restless or fidgety!

14. How often do you have difficulty unwinding and relaxing when you have time
to yourself?

I5. How often do you find yourself talking too much when you are in social situations?

16. When you're in a conversation, how often do you find yourself finishing
the sentences of the people you are talking to, before they can finish
them themselves?

17. How often do you have difficulty waiting your turn in situations when
turn taking is required?

18. How often do you interrupt others when they are busy?




OCD Screener

Obsessive Compulsive Disorder Screening Questions

Yes No

O O Do you have thoughts that bother you or make you anxious and that you can't get rid of regardiess of how hard you try?

Do you have a tendency to keep things extremely dlean or to wash your hands very frequently, more than other
people you know? -

Do you check things over and over o excess? _

Do you have to straighten, order, or tidy things so much that it interferes with other things you
© want to do? :

Do you worty excessively about acting or speaking more aggressively than you should?
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Do you have great difficulty discarding things even when they have no practical value?

F’aithalm Date

Obsessive Compulsive Screening Checklist

People with OCD usually have difficulty with some of the following activities. Answer each question by circling the appropriate
number next to it.

0 No problem with activity—takes me same time as average person. 1 do not need to repeat or avoid it.
1 Adtivity takes me twice as long as most people, or I have to repeat it twice, or 1 tend to avoid it :
2 Activity takes' me three times as long as most people, or I have to repeat it three or more times, or I usually avoid it

Score  Activity

Score Activity Scora  Activity-

0 1 2 Taking a bath or shower 0 1 2 Washing dishes 0, 1 2 Tuming lights and taps on or off
} 2. Washing hands and face 012 Handiing or cooking food 0 12 Locking or closing doors or windows
ol 2 .Cane of hair (eg, washing, 0 1 2 Ceaning the house 0 1 2 Using electrical appliances (eg, heaters)
combing, brushing} 0 1 2 Keeping things tidy 0 1 2 Dolng arithmetic or accounts
0 1 2 Brushing teeth 0 1 2 Bedmaking 0 12 Getting towork
0 1 2 Dressing and undressing 0 1 2 Ceaning shoes 0 1 2 Doing own work
0 1 2 Using toilet to urinate 0 1 2 Touching door handles 0 1 2 Writing
0 1 2 Using tollet to defecate 0 1 2 Touching own genitals, peting, 0 1 2 Form filling
0 1 2 Touching peaple or being touched - or sexual intercourse 0 i 2 Malling letters
0 1 2 Handing waste or waste bins 0 1 2 Throwing things away 0 1 2 Reading
0 1 2 Washing clothing 0 1 2 Visiting a hospital
Total

Total scores >10 increase the possibility of obsessive compulsive disorder (OCD), and further evaluation is
recommended. Totals >20 are highly suggestive of OCD.

|
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‘' Have you worried about acting 'on an unwanted and senseless urge or impulse, such as:
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QUESTIONNAIRE PATIENT

SELF-
PART A EVALUATION

Pafient’s name: Date:

- Ham coming to a loved one because you weren't careful enough?

instructions: The questions below are designed 1o help your doctor evaluale patients
with anxiety symptoms. Keep In mind, a high score on this guestionnaire does notf
necessarily mean you have an anxiety disorder—only an evaluation by a physician
can make this determination. Answer the questions below as accurately as you can;
this will help your doctor make a diagnosis.

Please circle YES or NO for e following questions, based on your experience
in the pasf MONTH:

Have you been bothered by unpleasant thoughis or images that repeatedly
enter your mind, such as:

‘Concems with contamination (di, gemms, chemicals, rc:dfc:ﬁon} or acquiing a
serlous liness such as AIDS?

Overconcem with keeping objects (clothing, groceries, tools) In perfect order or aranged exactty?
Images of deaih or other horible events?
Parsonally unaccepiable religious or sexual thoughts?

Have you worried a lst about terrble things Happening, such as:

Fire, burglary or flooding of the house?

Accidentally hitting a pedestrian with your car or letting it roll down a hill?
Spreading an fliness (giving someone AIDS)?

Losing something valuable?

}
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Physically hamning a loved one, pushing a sirangerin front of a bus, steeiing your
car info oncoming traffic; inappropiate sexudl contact; or polsoning dinner guests?

Have you felf driven to perform ceriain acts over and over again, such as:
Excessive or fiuclized washing, cleaning or giooming?

Cheokirig light switches, water faucets, the stove, door locks or the emergency brake?
Counting; ananging; evening-up behaviors (making sure socks are af same helght)?
Collecting useless objects or inspecting the garbage before it is thrown out?

Repeating routine actions (infout of chalr, going through doomc:y, relighting cigaretie)
a certain number of times or until i feels just righi?

Needing fo fouch objects or peopls? _
Unnecessary rereading or rewtifing; reopening envelopes before they are malled?
Examining your body for signs of iiness?

Avoiding colors (*red” means blood), numbers (13" Is unlucky) or names (those that start
with *D" signify death) that are associated with dreaded events or unpleasant thoughis?

Needing to “confess” or repeatedly asking for reassurance that you said or did something comectly?

If vatr cinswerad YES fo TWO OR MORE anachiane nlarce nnnfinie with Pewt R an tha navt cida



QUESTIONNAIRE

PART B

PATIENT

SELE-

instructions: The following questions refer to the repeated thoughts, images, urges or
behaviors identified in Part A. Consider your experience during the past 30 days when

selecting an cinswer,

Circle the most appropriate number from {0 fo 4.

1. On average,

EVALUATION

: 0 1 2 3 4
how mil;iihbhn:l? Is None Mid | Moderdte | Severe | Exreme
SEtpOr i fessthan | . (ito (3to | (more than
thoughts or behaviors Thou) | Shous) | 8hous) | 8 hours)
each day? : ;

2. How much disfress do 0 1 2 3 4
they cause you? None Mild Moderte | Severe Exreme
(cisabling)
3. How hard is it for you 0 1 ) 3 4
fo confrof them? Complete |  Much | Moderate Littie No
control control confrol control confrol
4. How much do they 0 1 2 3 4
cause you fo avoid No Occasond | Moderate | Frequent | Exreme
doing anything, going | avoidance | avoidance | avoldance and avoldance
anyplace or being extensive |  (house-
with anyone? avoidance | bound]
5. How much do they 0 1 2 3 4
interfere with school, None Slight Definlfely Much Extrermie
work or your social or Interference | interieres | Inferference | Interference
family life? with (disabling)
funchoning

For physician use:
Sum on Part B
{Add temns 1 o &)
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Keep In mind, a high score on this questionnaire does not necessarlly mean you

have an arxiety disorder—only an evaiuation by

determinafion,

£ Woyne K. Goodrnon, MD, 1994,
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a physician can make this
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Mood Disorder Questionnaire

Patient Score Date of Visit

Please answer each question to the best of your ability

1. Has there ever been a period of time when you were not your usual self and... YES NO

...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? L] L]
""" Sp— e e ns—" - eas——— s T
..... YOUfelthChmoresewconﬁdentthanusuapDD
""" T ————————————— N T
..... youweremoretalkaweorsp()kemUChfaSterthanusuapDD
..... thoughtsrace[jthroughyourheadOryoucoumntsmwwurmmddown?DD
. you were so easily distracted by things around you that you had trouble concentrating or 1
staying on track? -
..... youhadmoreenergythanusuapED
..... youweremummoreadweordldmanymorethmgsthanUsuapDD
[P ————"——————— ] SS———— —
the middle of the night? [ L]
..... youWeremUChmoremterestEdmsemhanusuapDD
..you did things that were unusual for you or that other people might have thought were = =
excessive, foolish, or risky?
Spendm g ; m 0 neygm you Or your fam 1 w In trou b|e7 .......................................................................... D ,,,,,,, D ........
2. If you checked YES to more than one of the above, have several of these ever ] ]

happened during the same period of time?

3. How much of a problem did any of these cause you - like being unable to work;
having family, money or legal troubles; getting into arguments or fights?

[ ] No problems ~ [T] Minor problem [ ] Moderate problem  ["]Serious problem
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