Name: Date:

Symptom Checklist

Please place a checkmark in the appropriate column.

None Mild Moderate | Severe

Angry

Believe someone is watching you

Crying/tearfulness

Difficulty getting out of bed

Difficulty making decisions

Feeling empty

Feeling sad
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Hearing voices that others do not
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Heart palpitations
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Irritable
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Loss of energy
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Mood swings
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Need to repeat actions
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' Racing thoughts
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Sleep problems
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Thoughts of death
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Trouble concentrating
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Wishing you were dead
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Worried
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Use of alcohol/recreational drugs
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Other

Current Medications
Please list all medications.

Medication
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