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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)   

  

  
  

(GAD   7)   
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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)   
  

  
  

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   
  

2   

Nausea     Increased   appetite     Weight   gain   Altered   sex   drive   

Fatigue     Drowsiness   Trouble   Sleeping   Dry   Mouth     

Blurred   vision   Constipation     Thoughts   of   suicide    Other     


