
CLIENT NAME: DATE:

Please answer questions as you are able. Note that we ask these questions, in part,
because of Medicare guidelines encouraging us to attend to younoverall health.

r. Alcohol (CAGE) Questionnaire:
Have you ever felt the need to Ctrt doun on alcohol use?

Have you ever feltAnnoyedby olhers criticizing your drinking?

Have you ever felt Guilty about your drinking?

Have you ever taken anEge opene? (drink to start the d"yf)e
Do you think your use of alcohol, drugs, or prescription medication is a problem?

z. Tobacco:
Do you use tobacco?

Are you interested in quitting at this time?

Yes

Yes

Yes

Yes

Yes

Yes

Yes

No

No

No

No

No

No

No

3. Elder Abuse Screen (if 6S years or older):
Have you relied on people for bathing, dressing, shopping, banking, or meals? Yes No

Has anyone prevented you from getting food, clothes, medication, glasses, hearing
aids or medical care, or from being with people you wanted to be with? Yes No

Have you been upset because someone talked to you in a way that made you feel
shamed or threatened? Yes No

Has anyone tried to force you to sign papers or to use your money against your will? Yes No

Has anyone made you afraid, touched you in ways that you did not want, or hurt you physically? Yes No
*Elder Abuse Suspicion Index (EASI)

4. How would you rate your (physical) pain today (indicate on scale below):

01
NONE MILD

45
MODERATE

7
SEVERE

910
WORSTPOSSIBLE

5. Please list any medications, vitamins, and/or supplements you are taking; use
back of page if needed. (Ifyouhaue c Iist handg, ute cantrnake a copy.)



NAME DATE

Over the last 2 weeks, how often have you been bothered
by any of the following problems?
(Use '/" to indicate your answer)

More Nearly
Several than half every

Not at all days the days day

1. Little interest or pleasure in doing things

2. Feeling down, depressed, or hopeless

3. Trouble falling or staylng asleep, or sleeping too much

4. Feeling tired or having little energy

5. Poor appetite or overeating

6. Feeling bad about yourself - or that you are a failure or
have let yourself or your family down

7. Trouble concentrating on things, such as reading the
newspaper or watching television

8. Moving or speaking so slowly that other people could have
noticed? Or the opposite - being so fidgety or restless
that you have been moving around a lot more than usual

9. Thoughts that you would be better off dead or of hurting
yourself in some way

FoR oFFrcE coorr.rc 0 +

=Total Score:

lf you checked off g4y problems, how gl!!flqll have these problems made it for you to do your
work, take care of things at home, or get along with other people?

Not difficult
at all

tr

Somewhat
difficult

tr

Very Extremely
difficult difficult

trtr

Developed by Drs. Robert L. Spitzer, Janet B.W. Williams, Kurt Kroenke and colleagues, with an educational grant from
Pfizer lnc. No permission required to reproduce, translate, display ordistribute.



NAME DATE

Over the last 2 weeks, how often have you
been bothered by the following problems?

(Use'/" to indicate your answer)

severat *r"#[ffi' 
Nearry

days ;;,.- every day
Not

at all

1. Feeling nervous, anxious or on edge

2. Not being able to stop or control worrying

3. Worrying too much about different things

4. Trouble relaxing

5. Being so restless that it is hard to sit still

6. Becoming easily annoyed or irritable

7. Feeling afraid as if something awful
might happen

lFor office coding: Total Score T_

Developed by Drs. Robert L. Spitzer, Janet B.W. Williams, Kurt Kroenke and colleagues, with an
educational grant from Pfizer lnc. No permission required to reproduce, translate, display or distribute.


