
 
 
Patient Health Questionnaire (Page 1): 
 
  
Patient Name _____________________________________________    Date:_____/______/20____ 
 

1. Please describe your symptoms:   _________________________________________________________________ 
 
______________________________________________________________________________________________ 
 
When did your symptoms start?___________________________________________________________________ 

 
How did your symptoms begin?___________________________________________________________________ 

 
______________________________________________________________________________________________ 

 
2. How often do you experience your symptoms?   On the image below, mark where you have pain & other symptoms: 

(yad eht fo %001-67) yltnatsnoC ‮ 
(yad eht fo %57-15) yltneuqerF ‮ 
(yad eht fo %05-62) yllanoisaccO ‮ 
(yad eht fo %52-0) yltnettimretnI ‮ 

 
3. What describes the nature of your symptoms? 

gnitoohS ‮  prahS ‮ 
gninruB ‮ ehcA lluD ‮ 
gnilgniT ‮  bmuN ‮ 

 
4. How are your symptoms changing? 

retteB gnitteG ‮  
gnignahC toN ‮ 
esroW gnitteG ‮  
 

5. On a pain scale of 1-10, 1=no pain 10=unbearable pain,  
what number represents the average intensity of your  
pain over the last 4 weeks? _____________ 

 
6. Over the last 4 weeks, how much has the pain interfered with your normal work (including work outside the home and 

housework)? 
ylemertxE ‮ tib a etiuQ ‮ yletaredoM ‮ tib elttil A ‮ lla ta toN ‮ 
 
Over the last 4 weeks, how much has the pain interfered with your social activities? 
emit eht fo enoN ‮ emit eht fo elttil A ‮ emit eht fo emoS ‮ emit eht fo tsoM ‮  emit eht fo llA ‮ 

 
7. In general would you say your overall health is… 

rooP ‮  riaF ‮  dooG ‮ dooG yreV ‮ tnellecxE ‮ 
 

8. Who have you seen for your symptoms? 
____________________ rehtO ‮ tsiparehT lacisyhP ‮ rotcarporihC ‮ rotcoD lacideM ‮ enO oN ‮ 
 
What treatment did you receive and when? _____________________________________________ Date:____/____/20____ 
 
What tests have had for your symptoms and when were they performed?  
 
______02/_____/____ IRM ‮  ______02/_____/____ syarX ‮  
 
______02/_____/____rehtO ‮   ______02/_____/____ nacS TC ‮ 
 

Patient Initial Here:_________ 



 
Patient Health Questionnaire (Page 2): 
 
 Patient Name _____________________________________________    Date:_____/______/20____ 
 

9. Have you had similar symptoms in the past? oN ‮ seY ‮ 
 
If you have received treatment for similar symptoms in the past, who did you see? 
____________________ rehtO ‮ tsiparehT lacisyhP ‮ rotcarporihC ‮ rotcoD lacideM ‮ eciffO sihT ‮ 

 
10. What is your occupation? 

___________________________________________________________________________________________________ 
 
If you are not retired, a homemaker, or a student, what is your current work status? 
_____________ rehtO ‮ kroW ffO ‮ deyolpmenU ‮  deyolpmE fleS ‮ emiT traP ‮ emiT lluF ‮ 
 

11. What activities does your problem prevent you from doing? 
gnisserD ‮ gnidneB ‮ gnihcaeR ‮ gniklaW ‮ 
gnivirD ‮ gnipeekesuoH ‮ eneigyH ‮ gnimoorG ‮ 
tnemeganaM emoH ‮ 
_________________________________ :rehtO ‮ 

 
12. What medical equipment do you have at home? 

tnempiuqE rewohS ‮ edommoC ‮  deB latipsoH‮  riahcleehW ‮  reklaW ‮ 
 

13. What is your current living situation? 
rebmem ylimaf a htiw eviL ‮ rekaterac a htiw eviL ‮ enola eviL ‮ 
 

14. Please list all medications and herbal supplements you are taking now 
 

______________________________________________________________________________________________ 
 

15. Please list any allergies: 
 
______________________________________________________________________________________________ 

 
16. Do you have any of the following medical conditions? (Check all that apply) 

tnalpmI rotallirbifeD ‮  ecnenitnocnI ‮ erusserP doolB woL/hgiH ‮ sutilleM setebaiD ‮ 
yparehtomehC ro noitaidaR ‮ yrotsiH cirtaihcysP ‮ seruzieS fo yrotsiH ‮ sdnuoW nepO ‮ 
seiretrA gninedraH/esaesiD traeH ‮ noitcefnI tcarT yranirU ‮ recnac fo yrotsih ro recnaC ‮ sisoropoetsO ‮ 
sitirhtrA ‮ esaesiD yrotaripseR ‮ esimorpmoC metsyS enummI ‮ sticifeD yrosneS ‮ 
redrosiD lacigolorueN ‮  rekamecaP ‮ stnemtaerT amedehpmyL/amedehpmyL ‮ 
 
______________________________________________________________________________________ :rehtO ‮ 
 
________________________________________________________________ :raeY etamixorppA/seiregruS tsaP ‮ 

 
17. Answer the following statements by checking yes or no. Have you had: 

Yes No 
?htnom tsap eht ni sbl 01 naht retaerg fo ssol thgiew denialpxenu na ‮ ‮ 
?emit emas eht ta teef htob ro/dna sdnah htob ni ssenbmun ‮ ‮ 
?stibah reddalb ro lewob ruoy ni segnahc yna ‮ ‮ 
?taes elcycib a no tis dluow uoy erehw aera eht ni ,ediskcab ruoy ni ssenbmun yna ‮ ‮ 

  ?gniklaw htiw ssenkaew ro noitanidrooc ni ‮ ‮ 
  ?sllaf tnecer ro ecnalab fo ssol yna ‮ ‮ 
 
  
Patient Signature __________________________________  Date:____/_____/20____ 
 


