[image: ]MENTAL HEALTH
QUESTIONNAIRE

	Name and Surname
	
	Gender
	

	Age
	
	Contact Details
	



Over the last 2 weeks, how often did you experience any of the following problems or symptoms? 
Please indicate with a ✓.
	Question
	Not at all
	Several days

	More dan half of the days
	Nearly every day

	Little interest or pleasure in doing things?
	
	
	
	

	Feeling down, depressed or hopeless?
	
	
	
	

	Trouble falling asleep or sleeping too much
	
	
	
	

	Feeling tired or having little energy
	
	
	
	

	Poor appetite or overeating?
	
	
	
	

	Feeling bad about yourself, or that you are a failure? Or having the feeling that you let yourself and your family down? 
	
	
	
	

	Trouble concentrating on things?
	
	
	
	

	Moving or speaking slowly so that other people notice it? Being restless and fidgety?
	
	
	
	



I hereby give consent that my information is allowed to be shared with a third party (psychologist and psychiatrists etc.).
I hereby give my permission to be contacted by Goldfields Healthcare.
I do understand that this questionnaire is out of my own free will and it will not be used to diagnose a mental health issue. It is just used as a guideline.
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