PTSD Screening Form

Name DOB Date

Social
History

Medical
History

Current
Medications

Have you ever experienced or witnessed an event in which you were seriously injured or your life was in
danger, or you thought you were going to be seriously injured?

What is the worst thing that has ever happened to you?

When did this occur?

Have you ever sought treatment for this? What have yovu tried?
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(Memories)

After that experience, do you ever experienced upsetting memories that you are unable to stop thinking

about regarding the experience when you did not want to think about it? Y/N
(Dreams)

Do you have recurrent, distressing dreams related to the experience? Y/N
(Flashbacks)

After that experience, do you ever feel like it is happening to you again? Y/N

(Exposure distress)
When you are around people, places or things that remind you of that experience, do you feel intense or
prolonged stress? Y/N

(Physiological reactions)
When you think about or are around people, places, or things, and things that remind you of that
experience, do you have distressing physical responses? i/l

(Internal reminders)
Do you work hard to avoid thoughts, feelings, or physical sensations that bring up memories of this
experience? Y/N

(External reminders)
Do you work hard to avoid people, places and things that bring up memories of this experience? Y /N
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(Impaired memory)
Do you have trouble remembering important parts of the experience? Y/

(Negative self-image) :
Do you frequently think negative thoughts about yourself, other people or the world? /

(Blame)

Do you frequently blame yourself or others for your experience, even when you know that you or they

are not responsible? i/l

(Negative emotional state)

Do you stay down, angry, ashamed or fearful most of the time? l/ N
(Decreased participation)

Are you much less interested in activities in which you used to participation? Y/N
(Detachment)

Do you feel detached or estranged from the people in your life because of this experience  Y/N_

(Inability to experience positive emotions)

Do you find that you cannot feel happy, loved, or satisfied?
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Do you feel numb, or like you cannot love?
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(Irritable or aggressive)

Do you often act very grumpy or become aggressive? Y/N
(Reckless)
Do you often act reckless or have self-destructive behaviors? Y/N

(Hypervigilance)

Do you feel that you always on edge or keyed up? Y/N

(Impaired concentration)

Do you often have trouble concentrating on a task or a problem? Y/N

(Sleep disturbance)

Do you often have difficulty falling asleep, or do you often wake up without feeling rested? Y/N
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