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Screening Questions
	To prevent important problems from being ignored, I ask you to look at the following questions and indicate your answers. Should anything be unclear, please leave the question unanswered. We can discuss the answers in session.

	
	Yes
	Maybe
	No

	1. Has there ever been a period of at least 14 days, in which you felt constantly sad and depressed and lacked joy or interest in your usual activities or felt you had no energy?
	
	
	

	2. Has there ever been a period of at least 6 months, in which you have suffered from strong and burdensome pain, for which your doctor could not find a specific cause? 
	
	
	

	3. Do you have various physical symptoms e.g. of the heart, the digestive system or the skin, which could not successfully be treated or for which a clear medical cause could not be found?
	
	
	

	4a. Has anyone ever told you they think you drink too much or that you may have an alcohol problem? Or have you had the impression that you could no longer control your alcohol consumption and actually drank more than you originally intended to?
	
	
	

	4b. Apart from alcohol do you regularly take drugs e.g. cannabis, cocaine, ecstasy or pain killers or tranquilizers, which your doctor did not prescribe?
	
	
	

	4c. Or do you take medication in larger quantities, more often or in higher dosages than recommended by your doctor or on the package insert?
	
	
	

	5. Do you have an intensive fear of something (e.g. small animals, the sight of blood etc.), which leads to you avoiding contact with these objects or situations? 
	
	
	

	6. Are you afraid of drawing attention to yourself or of blushing in public, vomitting or losing control of your bladder or bowel movements?
	
	
	

	7. Are you very afraid of crowds, public places or generally of situations when you believe there is no way out or do you avoid going large distances from your home without someone accompanying you? 
	
	
	

	8. Have you experienced anxiety attacks without any clear cause, in which you felt panicky and/ or your heart beat harder, you became sweaty, began to tremble or suffered from dryness of the mouth or had the feeling of losing control of yourself or felt afraid of becoming mad? 
	
	
	

	9. Was there ever a period of at least 6 months during which you generally worried a lot, in particular about whether you or someone close to you could experience something bad or have an accident? During this period were you generally overly tense, nervous and worried? 
	
	
	

	10. Have you ever suffered from thoughts, which you found senseless, worrying, threatening or shameful (e.g. the thought that you may accidentally have harmed someone or that others could be damaged by something you do or that you could shout something out in public?)
	
	
	

	11. Have you ever found yourself doing the same things again and again (e.g. washing, checking or counting) to relieve yourself of inner tension or worries? 
	
	
	

	12. Have you ever been convinced over a longer period (at least 6 months) that you were suffering from a serious physical or mental illness or a disfigurement or deformity even though medical examinations showed several times that you are healthy?
	
	
	

	13a. Have you ever been a victim or witness to a catastrophe, a crime or any other threatening situation? 
	
	
	

	13b. Was this followed by your being unable to get over it afterwards with memories or images of the event forcing themselves upon you or was your lifestyle or your attitude towards life changed by it?
	
	
	

	14. At some point in your life has an extreme event (e.g. an illness, a bereavement, a separation) led to your feeling anxious, depressed or in some way adversely affected you?
	
	
	

	15. Have you ever had such a ravenous appetite that you have consumed a large amount of food all at once? Have you then deliberately thrown the food up afterwards?
	
	
	

	16. Have you ever paid attention to your body weight over a longer period of time such that other people remarked that you are too thin or should put on weight?
	
	
	

	17. Have there been phases in your life in which you have experienced any of the following: hardly needed any sleep, made extensive plans or were much more active than usual, spoke a lot more than normal or suffered from rapidly changing ideas? 
	
	
	

	18. Have you ever felt observed, influenced or pursued by others or believed that your thoughts could be heard by other people or were given to you by others or have you heard voices commenting on your activities or believed that certain events or processes (e.g. the news on the television) had a particular meaning only for you?
	
	
	

	19. Have you ever had problems with your orientation (not knowing where you are), with your memory (often losing or forgetting important things) or with your concentration (clumsiness, accidents, periods of feeling mentally absent, daydreams)? 
	
	
	

	20a. Do you often have difficulties in your relationships, with your emotions or your self-perception? 
	
	
	

	20b. Or do you sometimes behave impulsively (e.g. reckless driving, self-harming, binge-eating etc)?
	
	
	

	20c. Do you often experience sudden episodes of extremely unpleasant inner tension without being able to match them to feelings of fear, anger, guilt etc? 
	
	
	

	21. Has there been a phase in your life during which you have had problems with your sexuality or your sexual function over an extended period of time?
	
	
	

	22. Are there other mental or social problems, conflicts or events, which either you or people close to you (partner, colleagues) regard as peculiar, problematic, disturbing or threatening? 
	
	
	

	23. Has anyone ever told you they think you use computer games or gamble excessively? Or have you had the impression that you could no longer control your use of these and actually used them more than you originally intended to?
	
	
	

	24. Have there been medical or psychological examinations for any of the above-mentioned problems? If so, please write them down below or on an extra sheet and bring copies of test results with you. 





	About qu. no. ____
	Examination by:
	Date:
	Result: 

	
	
	
	

	
	
	
	

	
	
	
	



	25. Which medication do you currently take? 
_________________________________________________________________________________
_________________________________________________________________________________
If you are not currently taking any medication, have you taken any medication in the past in relation to the symptoms that have brought you to therapy? 
_________________________________________________________________________________
_________________________________________________________________________________



	26. Referring to questions 4a-c above, please can you fill out the table with your consumption of alcohol, cigarettes and any other substances over a typical week. 



	
	Sunday
	Monday
	Tuesday
	Wednesday
	Thursday
	Friday
	Saturday

	Alcohol  e.g. 2 x beer 0,33L
	
	
	
	
	
	
	

	cigarettes
	
	
	
	
	
	
	

	other 
	
	
	
	
	
	
	

	other 
	
	
	
	
	
	
	




