
Ask the patient: 

(1) In the past few weeks, have you wished you were dead?   YES   NO 

(2) In the past few weeks, have you felt that you or your family would be  YES    NO 

better off if you were dead?

(3) In the past week, have you been having thoughts about killing yourself?   YES   NO 

(4) Have you ever tried to kill yourself?  YES   NO 

If yes, how? _______________________________________ When? ________________ 

If the patient answers yes to any of the above, ask the following question: 

(5) Are you having thoughts of killing yourself right now?   YES   NO 

If yes, please describe: ______________________________________________________ 
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Provide resources to all patients: 24/7 National Suicide Prevention Lifeline 1-800-273-TALK (8255) En Español: 1-888-628-9454     
                  24/7 Crisis Text Line: Text "HOME" to 741-741



Generalized Anxiety Disorder 7-item (GAD-7) scale  

Over the last 2 weeks, how often have you been  Not at  Several  Over half  Nearly  
bothered by the following problems?  all sure days  the days  every day

1. Feeling nervous, anxious, or on edge  0  1  2  3  

2. Not being able to stop or control worrying  0  1  2  3  

3. Worrying too much about different things  0  1  2  3  

4. Trouble relaxing  0  1  2  3  

5. Being so restless that it's hard to sit still  0  1  2  3  

6. Becoming easily annoyed or irritable  0  1  2  3  

7. Feeling afraid as if something awful might  0  1  2  3  
happen  

Add the score for each column  

Total Score (add your column scores) =  

+ + +  

    

If you checked off any problems, how difficult have these made it for you to do your work, take  
care of things at home, or get along with other people?  

Not difficult at all __________  
Somewhat difficult _________  
Very difficult _____________  
Extremely difficult _________

Source: Spitzer RL, Kroenke K, Williams JBW, Lowe B. A brief measure for assessing generalized anxiety  
disorder. Arch Inern Med. 2006;166:1092-1097.  
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