ANXIETY SCALE ’3 KEELLNESMINJE

0 R COUN

Patient’s Name Date / /

DIRECTIONS This scale includes questions about symptoms of anxiety. For each item please indicate how well
it describes you during the PAST WEEK, INCLUDING TODAY. Select the number in the columns next to the item
that best describes you.

0 = not at all true 1 =rarely true 2 = sometimes true 3 = often true 4 = almost always true

During the PAST WEEK, INCLUDING TODAY ...

1. [ felt Nervous or anXious .........cccccceeeeeieeeeeeeeiiiiiiiieeeeeeeeeeaiaas O o O 1 O 2 O 3 O 4
2. 1 worried a lot that something bad might happen ..................... 0o O 1 O 2 O 3 O 4
3. l'worried too much about things ...........ccooooiciiiii s O o O 1 O 2 O 3 0O 4
4. | was jumpy and easily startled by noises ...........ccceevvvviiriinnnnes O o O 1 O 2 O 3 O 4
5. [Ifelt “keyed up” or “On €dge” ......evvvveeeeeiiiiiieeee e O o O 1 O 2 O 3 0O 4
6. lfeltscared .......ocooeiiiiiiiii 0o O 1 O 2 O 3 O 4
7. 1 had muscle tension or muscle aches ........ccccccoveeveiviieeeeneenn. O o O 1 O 2 O 3 O 4
8. I el JIttery v 0o O 1 O 2 O 3 O 4
9. lwasshortofbreath ..........c.oovvvviiiiiiiiiiiiie Oo O 1 O 2 O 3 O 4
10. My heart was pounding Or raCing ........cccccceeeeeieiicciiiiiiieereeeeeeeans O o O 1 O 2 O 3 O 4
11. T had cold, clammy hands ..........cccooeiiciiiiiiiiee e O o O 1 O 2 O 3 O 4
12. Thad adry MOULh ......eeiiiiiiieie e Jo 1 O 2 O 3 O 4
13. 1 was dizzy or lightheaded ...........cccoveeieiiiiii e, o O 1 O 2 O 3 O 4
14. | felt sick to my stomach (nauseated) ............ccccccvviiiieiiieeeeennns O o O 1 O 2 O 3 O 4
15. Thad diarrhea .........ooevveiiiiiiiiciieie e o O 1 O 2 O 3 O 4
16. | had hot flashes or chills .........ccccooeeeiiiiiiii, Oo O 1 O 2 O 3 O 4
17. lurinated freqUENtlY .......ooeviviii i 0o O 1 O 2 O 3 O 4
18. Ifeltalumpin my throat .........coociiiiiiiiii e, o O 1 O 2 O 3 O 4
19. 1 Was SWEALING ... o O 1 O 2 O 3 O 4
20. I had tingling feelings in my fingers or feet ..........cccccccveveeeennns o O 1 O 2 O 3 O 4

___________________________________________________________________________________________________________________________________________________________|
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