A}

11/3/21, 10:65 AM

The Holmes and Rahe Stress Scale - 8tress Management from Mind Tools
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This scale must not be used in any way to cause harm to an individual's professional

career.

43 Statements to Answer

i Death of spouse (100)

2 Divorce (73)

Marital separation (65)

Jail term (63)

s @

Death of close family member (63)

%]

6 Personal injury or illness (53)
Marriage (50)
8 Fired at work (47)

9 Marital reconciliation (45)

10 Retirement (45)
- Change in health of family member (44)
12 Pregnancy (40)

13 Sex difficulties (39)

14 Gain of new family member (39)
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43 Statements to Answer

5 Business readjustment (39)
16 Change in financial state (38)
17 Death of close friend (37)

.8 Change to a different line of work (36)

19

20 A large mortgage or loan (31)

- Foreclosure of mortgage or loan (30)

22 Change in responsibilities at work (29)

23 Son or daughter leaving home (29)

24 Tronible with in-laws (29)
25 Outstanding personal achievement (28)

36 Spouse begins or stops work (26)

27 Begin or end school/college (26)

28 Change in living conditions (25)

20 Revision of personal habits (24)
30 Trouble with boss (23)

- Change in work hours or conditions (20)

a Change in residence (20)

23 Change in school/college (20)

34 Change in recreation (19)

-
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Change in number of arguments with spouse (35)
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1173721, 10:55 AM The Holmes and Rahe Stress Scale - Stress Management from Mind Tools

43 Statements to Answer Yes No
35 Change in church activities (19) ®
o Change in social activities (18) ®
57 A moderate loan or mortgage (17) @) @
38 Change in sleeping habits (16) ®) ®
55 Change in number of family get-togethers (15) O @®
40 Change in eating habits (15) O ®
" Vacation (13) O @
42 Christmas (12) 'e) ®
43 Minor violations of the law (11) 0O ®

Calculate My Total Total = 0

Note: If you experienced the same event more than once, then to gain a more accurate
total, add the score again for each extra occurrence of the event.

Score Interpretation

Score Comment

11-150  You have only a low to moderate chance of becoming ill in the near future.
150-299 You have a moderate to high chance of becoming ill in the near future.

300-600 You have a high or very high risk of becoming ill in the near future.
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MINI-MENTAL STATE EXAMINATION (MMSE)

ORIENTATION

Where are you? _ . ;
(Ask the general question first, then the specific questions below)

Name this place (building or hospital)'

What floor are you on now?

What state are you in?

What county are you in? (If not in a county, score cov;rect if city is correct)
What city are ySu in (br near) now? ' o

What is the date today?
(Ask the general question first, then the specific questions belqw)

What year is it? .

What season is it?

What month is it?

What is the day of the week?
What is the date today? ‘

Score 1 for each correct,
(Max = 10)

Ooooo

REGISTRATION

Name three objects (ball, flag, and tree) and have patient repeat them.
(Say objects at about 1 word per second. If patient misses object, ask
him/her to repeat it after you until he/she learns it. Stop at 6 repeats.)

Score 1 for each object
correctly repeated
(Max = 3)

]

ATTENTION AND CALCULATION
Subtract 7s from 100 in a serial fashion to 65.
Alternatively

Ask the subject to spell the word WORLD.
Then have the subject spell it backward.

Score 1 for each correct to D

65 (Max=$)

placed letter

. Score'*l for each correctly D

RECALL

Do you recall the names of the three objects?

Score 1 for. each recalled
(Max=3) -

U
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LANGUAGE -

Ask patie_‘nt to provide names of a watcﬁ._ahd pen as you
show them to him., '

Repeat "no ifs, ands, or buts.” (Only one trial)

Give paiient a piece of plain blank paper and say,

“Take the paper in your right hand (1), fold it in half (2),
and put it on the floor (3).” o

Ask patient to read and perform task written on paper:
“Close your eyes.”

Ask patient to write a sentence on a piece_ of paper.

P

Score 1 for each object
. correct (Max = 2)

Score 1 if correct

Score 1 for each part done
correctly (Max = 3)

Score 1 if patient
closes eyes.

Score total of 1 if
sentence has a subject,
object,.and verb. (Max = 1)

CONSTRUCTION

Ask patient to copy the design of the intérlockihg five-sided

J

: . Score 1 if all 10 anglés are present: D
ﬁgures' . and two angles intersect. Ignore
‘ tremor and rotation. (Max = 1)

TOTAL SCORE

(Maximum score = 30) D

“Mini-Mental State™ a practical method for grading the cognitive state of patients for the clinician. J Psychiatr Res.

1975;12(3):189-198.

The copyright of the Mini-Mental State Examination is wholly owned by the. MiniMental LLC, a Massachusetts limited liability

company. For information about how to obtain permission to use or rep
contact John Gonsalves, Jr., Administrator of the MiniMental LLC, at 31
02116; 617-587-4215.
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roduce the Mini Mental State Examination, please
St. James Avenue, Suite 1, Boston, Massachusetts

Copyright © 1975, 1998 MiniMental LLC
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m& Anxiety Questlonnalre

(Adaptation from BAI)
Date,

‘Name: |

Over the lase week: g
How much have tha symptoms

| below been bothering you?

{MODERATE
('m very A
uncomfortable) '}

NONE MILD

T Doesn’t bothe
' * me much

ik

can’t stand it)

ﬂ, 'Tlnglinﬂg}nnmbness

Sensatlons of heat.

| Leg trernors/mavements

TR SR

,T.f.-vj T T F
AR
5

e S et . s

-1 Just can’t relax.

>

| Fear of the worst happemn&

rDizzmess.

X Raclng heart

3 Unatable S Te

Terrified. ™

10.

Nervous.

"

Sensation of &idwnin_g

KAy

Hands trembllng

L B e —

[1a.

Generalized tremb]ing.

L Tl Atz e s

14

.~
- | g

1 16.

Fear of Iosing control

AR leﬂcultv breathlng

Fear of dying.

iz

Startlecﬂ' rightened.

18,

e
20.

lndlgestion/stomach upsat.

—H_W e

Faelmg weaﬂpowerless

5weating

2.

" Other: ;

H ,




Memory Screening Fssger

The following statements describe everyday life situations. Please rate how common each situation s fal yoy by
selecting one of the following: Daily, Regularly, Occasionally, Rarely, Never. Circle the corresponding number for
eachrating. »

TS ) S _\éax .
ﬁM » . - ‘) R’] !5 2 \
‘ Q;§\Qg’§é’$q§' §.
1. | Forgetting where you have put something. Losing things around the house. 11 3 4 5
2. | Failing to recognize places that you have been before. [ 3 4
3. | Anding a television story difficult to follow. ] 1 Q,_L"
4. | Not remembering a change in your daily routine, such as a change in the place where something is ] Z.?) 4 ;5
kept, or a change in the time something happens. Following your old routine by mistake.
5. | Having to go back to check whether you have done something that you meant to do. ]2 3 45
6. | Completely forgetting to take things with you. or leavinr #einne hehind and having tg go back and 1 2 3 4 5
fetch them.
1. ?grguettliing that you were told something yesterday or a few days aqo, and havingdo.béreminded ~ |1 2 3 4 §
0!
8. gtaf;tng to read something (book, newspaper magazine) without reglizing you have already read it 1723 4 g
gfore .
9, | Having difficuty picking up a new skill. For example, finding it hard to leam a new game or to workaj1 2.3 4 5
new gadget after you have practiced it once or twice. " .
10. | Finding that a word is “on the tip of your tongue.” You know what it Is but you-cannot quite find it. 1 4 5|
11. | Forgetting details of what you did or what happened to you the day before. 1 ;{- 2 3 4
12. :\t!)t:)e:lr;? tflklng to someone, forgetting what you have just said. Maybe saying Whatwas I'talking "— Z.. é 4 5
13. | When reading a newspaper or magazine, being unable to follow the thread of a story; losing track of. ] 2.3 45
what it is about.
14, | Getting the details of what someone has told you mixed up and confused. 1 ‘2_,3 4 5
15. | Telling someone a story or joke that you have told them already. 17 345
16. | Forgetting details of things you do regularly, whether at home or work, for example, forgetting detalls 123 4 S
of what to do or what time it is. :
17. | Forgetting where things are normally kept, or looking for them in the wrong place. 1224 ;;ﬂ
18. | Getting lost or turning in the wrong direction on a journey, on a walk, or in a building where you have | { 2 G qi- 6
been before. -
19. | Repeating to someone what you have just told them or asking them the same question twice. 1 2R ii =
20. | Doing some routine thing twice by mistake. For example putting two bagsofteain the teapot, |1 2 34 5 |
or golng to brush/comb your hair when you have just done so.

Total Score

QUINCY &

www.prevagenpro.com




GLOBAL ASSESSMENT OF FUNCTIONING SCALE (GAF)*

Patient Name:

Consider the psychological, social and occupational functioning on a hypothetical continuum of mental
health-illness. Do not include impairment in functioning due to physical or environmental limiration.

<
N

100 90 80 70 60 50 40 30 20 10 0

v

CODE

CHARACTERISTICS

100

Superior functlomno in a wide range of activities, life’s problems never seem to get out
of hand, is sought out by others because of positive qualities.

Absent of minimal symptoms, good functioning in all areas, interested in wide range of
activities, socially effective, generally satisfied with life, no more than every day
problems (mild anxiety, an occasional argument with family).

If symptoms are present, they are transient and expectable reactions to psychosocial
stressors no more than slight impairment in social, occupational or school functionTng

(difficulty concentrating after family argument, temporarily falling behmd in
schoolwork).

70

Some mild symptoms or some difficulty in social, occupational or school functioning
but generally functioning pretty well, has some meaningful interpersonal relationships
(depressed mood and mild insomnia, occasional truancy or theft within the household).

Moderate symptoms or moderate difficulty in social, occupational or school

functioning (flat affect and circumstantial speech, occasional panic attacks, few friends,
conflicts with peers or coworkers).

50

Serious symptoms or any serious impairment in social occupational or school

functioning (suicidal ideation, severe obsessional rituals, frequent shoplifting, no

friends, unable to keep a job).

Some impairment in reality testing or communication or major impairment in several
areas such as work or school, family relations, judgement, thinking or mood (speech at
times is illogical, obscure or irrelevant, depressed and avoid friends, neglectful of
family, unable to work, defiant at home, failing in school).

Behavior is influenced by delusions/hallucinations/serious impairment in
communication or judgement or inability to function in almost any area (suicidal, stays
in bed all day, no job, no friends, no home).

Some danger of hurting self or others or occasionally fails to maintain minimal

personal hygiene or impaired gross impairment in communication (suicide attempts,
frequently violent, manic excitement, smears feces, mute).

10

Persistent danger of severely hurting self or others or persistent inability to maintain
minimal personal hygiene or serious suicidal act with clear expectations of death.

Inadequate information.

Signature/Title: Date:
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Success in Primary Care through
Optimizing Psychiatric Evaluations

Generalized Anxiety Disorder 7 (GAD-7)

The GAD-7 is a brief clinical measure for the assessment of generalized anxiety disorder. This tool may serve
-as a screening instrument to identify probable cases of GAD, and the scale scores provide a measure of

severity.
GAD-7
Over the last 2 weeks, how often have you been bothered Not at | Several More | Nearly
by any of the following problems? all days |than half| every
(circle the best answer) the days 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 is 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 happen 0 1 2 3
GAD-7 Score and Anxiety Severity
GAD-7 Anxiety Severity
0-4 Minimal
5-9 Mild
10-14 Moderate
15-21 Severe

Spitzer ct al have identified a cut off score of 10 or greater on the GAD-7 for identifying probable cases of
GAD. Additional evaluation should be used to confirm a diagnosis of GAD.

Spitzer R, Kroenke K, Williams ], Lowe B. A brief measure for assessing generalized anxiety disorder. The
GAD-7. Arch Int Med. 2006;166:1092-1097. Copyright © (2006). American Medical Association. All rights

reserved.
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#99202 Geriatric Failure to Thrive: A Multidimensional Problem

GERIATRIC DEPRESSION SCALE (SHORT FORM)

Patient’s Name: Date:

Instructions: Choose the best answer for how you felt over the past week.

No. | Question | Answer | Score
1. | Are you basically satisfied with your life? Yes / No
2. | Have you dropped many of your activities and interests? Yes /No
3. | Do you feel that your life is empty? Yes / No
4. | Do you often get bored? Yes / No
5. | Are you in good spirits most of the time? Yes /No
6. | Are you afraid that something bad is going to happen to you? Yes / No
7. | Do you feel happy most of the time? Yes /No
8. | Do you often feel heipless? Yes / No
9. | Do you prefer to stay at home, rather than going out and doing new things? Yes /No
10. | Do you feel you have more problems with memory than most? Yes / No
11. | Do you think it is wonderful to be alive? Yes / No
12. | Do you feel pretty worthless the way you are now? Yes /No
13. | Do you feel full of energy? ' Yes / No
14. | Do you feel that your situation is hopeless? Yes / No
15. | Do you think that most people are better off than you are? Yes / No

TOTAL

Scoring:

Assign one point for each of these answers:

1. No 4. Yes 1. No 10. Yes 13. No

2. Yes 5. No 8. Yes 11. No 14. Yes

3. Yes 6. Yes 9. Yes 12. Yes 15. Yes

A score of 0 to 5 is normal. A score above 5 suggests depression.

Source: [48] Figure 3
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