
Client Name:  Date:

Client Questionnaire 

On a 0-10 scale, please rate the following: (0 = not experiencing, 10 = unmanageable/severe) 

-Anxiety    0  1  2  3  4  5  6  7  8  9  10 

-Depression   0  1  2  3  4  5  6  7  8  9  10 

-Hopelessness    0  1  2  3  4  5  6  7  8  9  10 

-Helplessness    0  1  2  3  4  5  6  7  8  9  10 

-Worthlessness   0  1  2  3  4  5  6  7  8  9  10 

Are you experiencing any of the following withdrawal symptoms? (Circle all that apply) 

Are you having any of the following: 
-Suicidal thoughts   Yes  or No 
-Homicidal thoughts   Yes  or No 
-Thoughts of harming yourself Yes or No 

Please explain anything marked “Yes” above:          

              

              

Do you think your medications are effective?          
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