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MAP-AP Participant Questionnaire

Participant ID #:

Current date (DD/MM/YY): / /

*Please complete this questionnaire before your scheduled interview with your pharmacist*
(PHQ9)

Owar the last 2 weaks, how often have you bean bothered by any of the Hot &t =l Several Mare MHearty
following probleams? days than haf | every day
tha days
1. Litle interest or pleasure in doing things 1] 1 H 3
2. Fealing down, depressed, or hopeless a 1 2 3
3. Trouble falling or staying asleap, or sleaping too much a 1 2 3
4. Fealing tired or having little anargy a 1 2 3
5. Poor appetite or overeating a 1 2 3
6. Fealing bad aboul yourself — or that you are a failure or have lat o i 3 3
yoursalf or your family down
T. Trauble concantraling on things, such as reading the newspapar o i i 3 3
watching television
B. Moving or speaking 5o slowly that othar paople could have noiced?
Or the opposile — being so fidgely or restless that you have been a 1 2 3
maving around a lot more than usual
8. Thoughts that you wauld be better off dead or of hurting yoursalf in o 1 3 3
50Mme way

If you checked off any problema_ how difffewt have these problems made it for you to do your work, take care of things at home, ar
get along with other peopla?

I:l Mot difficult at all |: Somewhat difficult |: Vary difficult |: Extremely difficult
(GAD 7)
Over the |ast 2 weeks, how often have you Mot Several H:"; :':Ia" Mearly
been bothered by the following problems? at all days :laysp evary day
(Use "™ o indicale your answar)

1. Fealing narvaus, anxious or on aedge L] 1 2 3

2. Not being able lo stop or control worrying L] 1 2 3

3. Warrying too much about differant things [ 1 2 3

4. Trouble relaxing L] 1 2 3

5. Being 5o restless that it is hard to sit still L] 1 2 3

6. Bacoming easily annoyed or irritabla L] 1 2 3

7. Fealing afraid as if somathing awful might happen [ 1 2 3
(For office coding: Total Score T = + * ]




UNIVERSITY OF

S ALBERTA REB ID Pro00093776

Side Effects:
Please select any of the following you have experienced since your last questionnaire
(if this is your first time filling this questionnaire, do not complete this section)

Nausea Increased appetite Weight gain Altered sex drive
Fatigue Drowsiness Trouble Sleeping Dry Mouth
Blurred vision Constipation Thoughts of suicide Other

If you circled “Thoughts of suicide”, did you act on this? YES or NO
If you circled “Other”, what did you experience?

NOTE: maybe display as a checklist YES or NO

If you have any questions/concerns please contact primary investigator Dr. Yazid Al
Hamarneh (780) 492-9608, or Dr. Matt Chow (587) 999-0778



