National Depression Screening Day® —Post Traumatic Stress Disorder (PTSD) Screening Form

1) Age:_________  
2)
Gender: ( M ( F

3)
Ethnic / Racial Group:


( African American
( Asian American
( Hispanic


( American Indian
( Caucasian
( Other
4)
Have you received  treatment for: (check all that apply)
( PTSD or trauma   
( Anxiety

(  Alcohol Abuse

( Drug Abuse    
( Depression 

(  Manic-Depression

5) Do you have a previous history of PTSD or trauma:

( Yes
( No 

6)  What was your level of exposure to the recent terrorist attacks on the U.S.: (check all that apply):

( I was on site and escaped death or serious injury

( I was nearby and personally witnessed the attack and immediate aftermath

( I participated in the rescue/recovery, medical care or crisis counseling efforts

( I lost an acquaintance or family member at the targeted sites or in the hijacked airplanes

( I saw that attack and rescue/recovery in the media

( Other ___________________________________

Short PTSD Rating Interview (SPRINT)(


 (  In the past week…
Not at

all
A little

bit
Moderately
Quite

a lot
Very much
Staff Use Only

 1.
   How much have you been bothered by unwanted memories,                                                                          nightmares, or reminders of the event?








2.
How much effort have you made to avoid thinking or talking                                about the event, or doing things which remind you of what happened?








3.
To what extent have you lost enjoyment for things, kept your distance from people, or found it difficult to experience feelings?








4.
How much have you been bothered by poor sleep, poor concentration, jumpiness, irritability, or feeling watchful around you?








5.
How much have you been bothered by pain, aches, or tiredness?








6. 
How much would you get upset when stressful events or setbacks happen to you? 








7.
How much have the above symptoms interfered with your ability to work or carry out daily activities?








8.
How much have the above symptoms interfered with your relationships with family or friends?
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Total Score:


Screening Recommendation (To be filled out by clinician)

Check all that apply:

(  Follow-up recommended for Post Traumatic Stress Disorder 

(  Follow-up recommended for other psychiatric disorder ________________________


( I consider this to be an emergency    

( I also screened this person for depression

(  Outpatient referral  ( To your facility  ( Referred elsewhere   

    ( Referred back to current provider
(  Inpatient referral   ( To your facility    ( Referred elsewhere   

National Depression Screening Day( is a program of Screening for Mental Health, Inc., a non-profit organization.
















