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Anxiety Disorders Screener
This is a screening measure to help you determine whether you may benefit from further assessment of your anxiety.  This tool is not designed to make a diagnosis. If you answer YES to any of the following questions it would be helpful to speak with a mental health provider for further assessment. Evidence-based treatment are available. For more information please call Cognitive Behavior Therapy and Wellness Center at 516-382-4567. 
	Are you troubled by the following?

☐ Yes    ☐ HTMLCONTROL Forms.HTML:Text.1  \* MERGEFORMAT \sNo HTMLCONTROL Forms.HTML:Text.1  \* MERGEFORMAT \s
	Do you experience excessive worry? 

	☐ Yes    ☐ HTMLCONTROL Forms.HTML:Text.1  \* MERGEFORMAT \sNo HTMLCONTROL Forms.HTML:Text.1  \* MERGEFORMAT \s
	Is your worry excessive in intensity, frequency, or amount of distress it causes?

	☐ Yes    ☐ HTMLCONTROL Forms.HTML:Text.1  \* MERGEFORMAT \sNo HTMLCONTROL Forms.HTML:Text.1  \* MERGEFORMAT \s
	Do you find it difficult to control the worry (or stop worrying) once it starts?

	☐ Yes    ☐ HTMLCONTROL Forms.HTML:Text.1  \* MERGEFORMAT \sNo HTMLCONTROL Forms.HTML:Text.1  \* MERGEFORMAT \s
	Do you worry excessively or uncontrollably about minor things such as being late for an appointment, minor repairs, homework, etc.?

	☐ Yes    ☐ HTMLCONTROL Forms.HTML:Text.1  \* MERGEFORMAT \sNo HTMLCONTROL Forms.HTML:Text.1  \* MERGEFORMAT \s
	In social situations where you might be observed or evaluated by others or when you are meeting new people, do you feel fearful, anxious or nervous?

	☐ Yes    ☐ HTMLCONTROL Forms.HTML:Text.1  \* MERGEFORMAT \sNo HTMLCONTROL Forms.HTML:Text.1  \* MERGEFORMAT \s
	Do you currently have times when you feel a sudden rush of intense fear or discomfort? 

	☐ Yes    ☐ HTMLCONTROL Forms.HTML:Text.1  \* MERGEFORMAT \sNo 
☐ Yes    ☐ No HTMLCONTROL Forms.HTML:Text.1  \* MERGEFORMAT \s
	Over the last several months, have you been continually worried or anxious about an of events or activities in your daily life? 

Do you experience recurrent thoughts of a scary or upsetting event in your life?

	☐ Yes    ☐ HTMLCONTROL Forms.HTML:Text.1  \* MERGEFORMAT \sNo HTMLCONTROL Forms.HTML:Text.1  \* MERGEFORMAT \s
	Currently, do you fear or do you avoid such things as animals, things related to the natural environment (heights, storms, water), things related to blood or injury, situations (air travel, elevators/enclosed spaces, driving or other things such as choking or vomiting?

	☐ Yes    ☐ HTMLCONTROL Forms.HTML:Text.1  \* MERGEFORMAT \sNo HTMLCONTROL Forms.HTML:Text.1  \* MERGEFORMAT \s
	Do you have thoughts that repeat in your head and you have difficulty controlling your thoughts or have the need to perform certain actions?

	Do you have unwanted ideas, images, or impulses that seem silly, nasty, or horrible?
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