
Message to Consumers: 

Please be advised that this packet is intended to guide 
you during your over the phone screening and 

assessment with our staff.  

There is no need to fill this packet out as it will be for 
your reference only. 

Please call (559) 582-4481

Please Note The Days and Times For Phone Screenings below: 

Monday's:  8:00am - 2:00pm

Wednesday's:  8:00am - 2:00pm

Thursday's:  8:00am - 2:00pm

Friday's:  8:00am - 2:00pm
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LAST UPDATED: 12/30/2021

Access & Crisis Services
Name Other Language Gender Title Credential Location Phone Number/Extension

Acosta-Perez, Delia Spanish F Mental Health Therapist Associate Social Worker Hanford 559-582-4481 x2039

Carrico, Tracy F Intake/Crisis Specialist - After Hours Licensed Marriage & Family Therapist Hanford 559-582-4481

Dawson, Quita F Case Manager - CIT Hanford

Garibay, Shavonne F Case Manager Clinical Supervisor - Intensive Licensed Marriage & Family Therapist Hanford 559-582-4481 x2071

Kimble, Daniel M Mental Health Therapist Licensed Marriage & Family Therapist Hanford 559-582-4481 x2060

Leger, Constance F Intake/Crisis Specialist - After Hours Licensed Clinical Social Worker Hanford 559-582-4481

Molinet, Oria Spanish F Case Manager - Crisis Hanford 559-582-4481

Parrish, Alice Spanish F Case Manager - Intensive Hanford 559-582-4481 x2001

Rolfsema, David M Intake/Crisis Specialist Licensed Clinical Social Worker Hanford 559-582-4481 x2013

Schenley, Agnes F Intake/Crisis Specialist - After Hours Licensed Marriage & Family Therapist Hanford 559-582-4481

Thurman-Hatch, Amy F Access/Crisis Clinical Manager Licensed Marriage & Family Therapist Hanford 559-582-4481 x2046

Torrez, Geneva F Case Manager - Intensive Hanford 559-582-4481 x2022

Williams, Jason M Intake/Crisis Specialist Licensed Marriage & Family Therapist Hanford 559-582-4481 x2009

Children's System of Care
Name Other Language Gender Title Credential Location Phone Number/Extension

Davis, Carolina Spanish F Case Manager Hanford 559-582-4481 x2065

Martinez, Alejandra Spanish F Mental Health Therapist Licensed Marriage & Family Therapist Hanford 559-582-4481 x2032

Reynolds, Rebecca F Children's System of Care Clinical Manager Licensed Marriage & Family Therapist Hanford 559-582-4481 x2006

Ramstad, Ashley F Mental Health Therapist MFT Registered Associate Hanford 559-582-4481 x2021

Psychiatry Services
Name Other Language Gender Title Credential Location Phone Number/Extension

Ahmed, Zaheer M Psychiatrist Medical Doctor Hanford Telepsych 559-582-4481

Cano, Isabel Spanish F Nurse Licensed Psychiatric Technician Hanford 559-582-4481

Chu, Wen M Psychiatrist Medical Doctor Hanford Telepsych 559-582-4481

Hall, Stefani F Case Manager Licensed Psychiatric Technician Hanford 559-582-4481 x2079

Licon, Anna F Nursing Supervisor Licensed Psychiatric Technician Hanford 559-582-4481 x2003

Palma, Doxie F Family Nurse Practitioner Family Nurse Practitioner Hanford 559-582-4481

Smith, Marie Janelle Spanish F Nurse Licensed Psychiatric Technician Hanford 559-582-4481

Smith, Anisha F Psychiatrist Doctor of Osteopathy Hanford 559-582-4481

Truta, Mircea M Psychiatrist Medical Doctor Hanford 559-582-4481

Provider Listing

1393 Bailey Drive Hanford, Ca 93230
Telephone: (559) 582-4481
Fax: (559) 582-6547 
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Name Other Language Gender Title Credential Location Phone Number/Extension

Adults System of Care
Name Other Language Gender Title Credential Location Phone Number/Extension

Areias, Cassandra F Team Lead - Recovery Licensed Marriage & Family Therapist Hanford 559-582-4481 x2002

Binney, Jason M Case Manager Hanford 559-582-4481 x2024

Conley, Maria Spanish F Case Manager Certified Addictions Treatment Hanford 559-582-4481 x2048

Cruz, Elizabeth F Mental Health Therapist MFT Registered Associate Hanford 559-582-4481 x2019

DeMasters, Tamara F Case Manager - Outreach Specialist Certified Addictions Treatment Hanford 559-582-4481 x2077

Gonzalez, Sandra Spanish F Mental Health Therapist Licensed Marriage & Family Therapist Hanford 559-582-4481 x2033

Hanna, Malia F Mental Health Therapist Associate Social Worker Hanford 559-582-4481 x1015

Miller, Janice F Mental Health Therapist MFT Registered Associate Hanford 559-582-4481

Maestas, Kelly F Case Manager Hanford 559-582-4481 x2007

Parham, Deborah F FSP Program Lead Licensed Marriage & Family Therapist Hanford 559-582-4481 x2016

Rodriguez, Maria Spanish F Clinical Supervisor - Stable Services Hanford 559-582-4481 x2049

Romero, Obed Spanish M Mental Health Therapist MFT Registered Associate Hanford 559-582-4481 x2066

Sandoval, Karina Spanish F Mental Health Therapist MFT Registered Associate Hanford 559-582-4481 x2075

Taylor, Tom M Mental Health Therapist Licensed Clinical Social Worker Hanford 559-582-4481 x2078

Zepeda, Lisa F Adults System of Care Clinical Program Manager Licensed Marriage & Family Therapist Hanford 559-582-4481 x2042

Bakersfield Behavioral Healthcare Hospital, Bakersfield Behavioral Disorders Treatment Program

Therapeutic Behavioral Services

Substance Use Disorders Treatment Program

Kaweah Delta Mental Health Hospital, Visalia Dual Diagnosis Treatment Program

Community Behavioral Health Center, Fresno Juvenile Sex Offender Treatment Program

Aurora Vista Del Mar, Ventura School-Based Counseling

CONTRACTED HOSPITALS SPECIALTY PROGRAMS

All Providers Are Accepting Referrals
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Kings View, Kings County ● 1393 Bailey Drive, Hanford, CA 93230 ● (559) 582-4481 
AUTHORIZATION TO USE, DISCLOSE and OBTAIN PROTECTED HEALTH 

INFORMATION (PHI)  

Client Name: ___________________________________ Case No.: _______________ DOB: ______________ 
I authorize Kings View to use, disclose, obtain and/or exchange my PHI with: 
_________________________________________    ______________________________________________ 
Name of Person(s)/Title or Agency Recipient(s)  Address – Street, City, State, Zip Code; Telephone Number  

Information to be Used, Disclosed, Obtained and/or Exchanged: ☒Mark all that apply
 Mental Health/Medical Treatment Alcohol/Drug Treatment HIV Test Results 

 MH Assessment  MH Progress Notes Time Period (required):  Include 
 Diagnosis  Nursing Notes  Last Admission OR    Other 
 Treatment Plan  Physician Notes    Dates from __________  Home Address 
 Discharge Summary  MD Orders/Medications       to __________  Telephone 
 Psychiatric Evaluation Verification of:  Drug Testing Results   Financial Status 
 Psychiatric History  Attendance  Attendance Report Appointments 
 Psychological Testing  Progress  Treatment Summary   Scheduling 
  Results  Compliance  Treatment Plan  Rescheduling 
 Hospitalization Dates:  SUD Progress Notes  Canceling 

 Previous 6 months OR  Assessment  Listing of Scheduled 
 Dates from ____________ to _____________  Discharge Summary   Appointments 

 Other Information (specify): _____________________________________________________________ 
Format of Information to be Released:  Hardcopy     Electronic  Verbal  Verbal Exchange Only 
For the Specific Purpose of:  Client or Legal Representative Request      Collaboration of Treatment 

 Coordination of Treatment  Reporting Program Compliance  Securing Treatment History  
 Other (specify): _________________________________________________________________________. 

Client Rights and Advisements: I realize that I must voluntarily and knowingly sign this authorization before 
any information can be released (except when mandated by law). I may inspect or copy any information used or 
disclosed as authorized by this release, unless good cause may be shown why not. I realize that information 
disclosed under this authorization may no longer be protected under the HIPAA rules, but may be protected by 
applicable California law. I understand that this authorization is effective immediately. I may revoke this 
authorization at any time, and I understand that my revocation will take effect upon receipt, except to the extent 
that action has already been taken. I am aware that my signature on this authorization will not be a condition of 
my treatment. I have the right to a true copy of this authorization. If not revoked before, this authorization expires 
one (1) year from the date of this release or on date ___________ or event (specify): _____________________. 

     (Month/Day/Year) 

I have reviewed this Authorization and have had my rights explained/read to me. I hereby consent to the 
release of my health information as specified above.  
Client Signature: ___________________________ Date: ___________ Witness: ________________________ 

        (Month/Day/Year) 

Parent/Guardian Signature: _________________________ Date: ___________ 
     (Month/Day/Year) 

If not signed by Client: Printed Name: _________________________ Relationship to Client: _______________ 
As of: ______________, ________ AM / PM, I hereby revoke this release. 

 (Month/Day/Year)       (Time) 

Signature: ___________________________  Verbal Revocation     Witness: _______________________ 
Release of Information Version 11/30/21.1  KV Privacy Office           Original – Chart           Yellow – Client/Legal Representative 

OFFICE USE ONLY 
 

 File Release In Chart
 Request Records
 Send Records
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Behavioral Health Systems, Kings County 

1393 Bailey Drive, Hanford, CA 93230 
Ph (559) 582-4481   Fax (559) 582-6547 

Client Attendance Contract 

1. The client will make and attend appointments according to treatment recommendations.
Zero no-shows and no more than two consecutive cancellations are allowed within a
30-day period.

2. Attendance below 80% in a 90-day period will result in an issued NOABD and
termination of services.

3. All cancellations will occur at least 24 hours in advance of the scheduled appointment.
In case of an emergency requiring same day cancellation, the client/parent/guardian/
foster parent will contact the therapist directly with an explanation of the circumstances.

4. The client will attend all appointments on time. Any client arriving more than 10 minutes
late for a scheduled appointment will not be seen and a no-show will be recorded.

5. Clients will participate in all aspects of treatment recommended by their POC (Plan of
Care), which may include case management, individual rehabilitation, group
rehabilitation, individual therapy, group therapy, and medication services.

6. If bus passes are requested for transportation, the assigned therapist or case manager can
determine eligibility. However, the client must arrive to the first appointment to obtain
their first bus pass. Bus passes can only be used for counseling/medication appointments
and will no longer be provided after a missed appointment.

7. Clients and parents/guardians/foster parents will keep all members of the treatment team
informed of important changes in the case, problems they may be having, and/or
concerns.

By signing this form, the client / parent / guardian / foster parent is agreeing to adhere to the 
“No-Show” policy (items 1-4 above) to continue receiving services through Kings View.  

_______________________________________________ _____________________ 
Client / Parent / Guardian / Foster Parent Signature  Date 

_______________________________________________ _____________________ 
Provider Signature (Witness)  Date 
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YOUR RIGHT TO A STATE HEARING

If you disagree with the action being taken, you have the right to ask for a State Fair Hearing 
upon receipt of this notice (California Code of Regulations, Title 22, Section 51014.1.)  Under 
federal regulations, individuals may request a fair hearing not to exceed 90 days for eligibility or 
fee-for-service issues. DHCS received federal Section 1135 approval to temporarily extend the 
90 days to up to an additional 120, or 210 days after the date of this notice. This temporary 
extension is effective March 1, 2020 and will terminate upon termination of the public health 
emergency. 

To continue a service you are receiving, you must ask for a hearing within 10 days after the 
date of this notice. Your service will continue until the judge's decision. If you withdraw your 
hearing request your service will stop at that time. 

To ask for a hearing 

► You can use the attached State Fair Hearing Request Form

► Write to:

OR 

California Department of Social Services 
State Hearing Division 
P.O. Box 944243, Mail Station 19-37 
Sacramento, CA 94244-2430 

INCLUDE 

• Name of Medi-Cal Beneficiary
• Medi-Cal Number
• Address
• Telephone number
• Reason for asking for a hearing
• Language or dialect (in case you need an interpreter)
• Name and telephone number of person you will bring with

you to hearing to help you

OR 

► Call the Public Inquiry and Response Unit at 1-800-952-5253. This
number can be very busy. You may get a message asking you to
call back later. If you have trouble hearing or speaking, call
TDD 1-800-952-8349.

If you want to know more about your hearing rights call the Public Inquiry and Response Unit 
at 1-800-952-5253. If you have trouble hearing or speaking, call TDD 1-800-952-8349. 

• You can represent yourself, or you can bring a friend, relative, attorney, or any other person
to help you at your hearing. You may also be able to get free legal help to represent you at
your hearing. Look for "Legal Services" in the Community Services section of your local
Yellow Pages.

• If you wish to see the Medi-Cal file related to your case you can arrange this by contacting
the local Medi-Cal Field Office listed on the front page of this notice.

If you disagree with the action being taken, you have the right to ask for a State Fair Hearing upon receipt of this 
notice (California Code of Regulations, Title 22, Section 51014.1.) Under federal regulations, individuals may 
request a fair hearing not to exceed 90 days for eligibility or fee-for-service issues.[begin highlighted text] DHCS 
received federal Section 1135 approval to temporarily extend the 90 days to up to an additional 120, or 210 days 
after the date of this notice. This temporary extension is effective March 1, 2020 and will terminate upon 
termination of the public health emergency. [end highlighted text]
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© Michael Tarren-Sweeney, PhD, 2012.  Copyright for the BAC-A is held by the author. This instrument may only be used, copied or downloaded for 

legitimate mental health screening, casework monitoring and research purposes. It should not be altered without the author’s permission.

Brief Assessment Checklist for Adolescents  (ages 12 to 17)

Young person’s name ......................................................................................... Male / Female 

Young person’s age ........................ 

Your relationship to this young person ........................................................     (e.g. mother, father, aunt, foster mother, grandfather) 

 

 
 
 

1. 0 1 2 Constantly seeking excitement or ‘thrills’      

2. 0 1 2 Craves affection      

3. 0 1 2 Does not share with friends 

4. 0 1 2 Does not show affection 

5. 0 1 2 Feels victimized or misunderstood 

6. 0 1 2 Gorges food 

7. 0 1 2 Hides feelings 

8. 0 1 2 Impulsive (acts rashly, without thinking) 

9. 0 1 2 Lacks guilt or empathy 

10. 0 1 2 Relates to strangers ‘as if they were family’ 

11. 0 1 2 Resists being comforted when hurt 

12. 0 1 2 Shows intense and inappropriate anger 

13. 0 1 2 Too friendly with strangers  

14. 0 1 2 Too jealous 

15. 0 1 2 Tries too hard to please other young people 

16. 0 1 2 Withdrawn 

 

17. 

17. 0 1 2 Appears dazed, ‘spaced out’ (like in a trance) 

18. 0 1 2 Intense reaction to criticism 

19. 0 1 2 Sexual behavior not appropriate for her/his age 

20. 0 1 2 Sudden or extreme mood changes 

U.S. English version www.childpsych.org.uk 

Here are some statements that describe young people’s behavior and feelings.  
For each statement, please circle the number that best describes your child in the last 4 to 6 months. 

 circle  0  if the statement is not true for this young person in the last 4 to 6 months.

 circle  1  if the statement is partly true for this young person in the last 4 to 6 months.

 circle  2  if the statement is mostly true for this young person in the last 4 to 6 months.

BAC-A 

For each of the following statements: 

 circle  0  if the behavior did not occur in the last 4 to 6 months.

 circle  1  if the behavior occurred once in the last 4 to 6 months.

 circle  2  if the behavior occurred more than once in the last 4 to 6 months.

Office use 

ID: Date:  Score: 
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© Michael Tarren-Sweeney, PhD, 2012.  Copyright for the BAC-C is held by the author. This instrument may only be used, copied or downloaded for legitimate 
mental health screening, casework monitoring and research purposes. It should not be altered without the author’s permission.

Brief Assessment Checklist for Children  (ages  4 to 11)

Child’s name ......................................................................................... Boy / Girl 

Child’s age ........................ 

Your relationship to this child ........................................................     (e.g. mother, father, aunt, foster mother, grandfather) 

 

 
 
 

1. 0 1 2 Can’t concentrate, short attention span      

2. 0 1 2 Craves affection      

3. 0 1 2 Eats too much 

4. 0 1 2 Fears you will reject her/him 

5. 0 1 2 Hides feelings 

6. 0 1 2 Is convinced that friends will reject her/him 

7. 0 1 2 Lacks guilt or empathy 

8. 0 1 2 Prefers to be with adults, rather than children 

9. 0 1 2 Relates to strangers ‘as if they were family’ 

10. 0 1 2 Seems insecure 

11. 0 1 2 Startles easily (‘jumpy’) 

12. 0 1 2 Suspicious 

13. 0 1 2 Too dramatic (false emotions) 

14. 0 1 2 Too friendly with strangers  

15. 0 1 2 Too jealous 

16. 0 1 2 Treats you as though you were the child and she/he was the parent 

17. 0 1 2 Uncaring (shows little concern for others) 

 

18. 

18. 0 1 2 Distressed or troubled by traumatic memories 

19. 0 1 2 Does not show pain if physically hurt 

20. 0 1 2 Sexual behavior not appropriate for her/his age 

U.S. English version www.childpsych.org.uk 

Here are some statements that describe children’s behavior and feelings.  
For each statement, please circle the number that best describes your child in the last 4 to 6 months. 

 circle  0  if the statement is not true for your child in the last 4 to 6 months.

 circle  1  if the statement is partly true for your child in the last 4 to 6 months.

 circle  2  if the statement is mostly true for your child in the last 4 to 6 months.

BAC-C 

For each of the following statements: 

 circle  0  if the behavior did not occur in the last 4 to 6 months.

 circle  1  if the behavior occurred once in the last 4 to 6 months.

 circle  2  if the behavior occurred more than once in the last 4 to 6 months.

Office use 

ID: Date:  Score: 
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Difficulties in Emotion Regulation Scale (DERS) 
Please indicate how often the following statements apply to you by writing the appropriate number from the 
scale below on the line beside each item. 
1---------------------------2---------------------------3---------------------------4---------------------------5 
almost never           sometimes about half the time           most of the time     almost always 
(0-10%) (11-35%)         (36-65%)               (66-90%)        (91-100%) 
_____ 1) I am clear about my feelings.
_____ 2) I pay attention to how I feel.
_____ 3) I experience my emotions as overwhelming and out of control.
_____ 4) I have no idea how I am feeling.
_____ 5) I have difficulty making sense out of my feelings.
_____ 6) I am attentive to my feelings.
_____ 7) I know exactly how I am feeling.
_____ 8) I care about what I am feeling.
_____ 9) I am confused about how I feel.
_____ 10) When I’m upset, I acknowledge my emotions.
_____ 11) When I’m upset, I become angry with myself for feeling that way.
_____ 12) When I’m upset, I become embarrassed for feeling that way.
_____ 13) When I’m upset, I have difficulty getting work done.
_____ 14) When I’m upset, I become out of control.
_____ 15) When I’m upset, I believe that I will remain that way for a long time.
_____ 16) When I’m upset, I believe that I will end up feeling very depressed.
_____ 17) When I’m upset, I believe that my feelings are valid and important.
_____ 18) When I’m upset, I have difficulty focusing on other things.
_____ 19) When I’m upset, I feel out of control.
_____ 20) When I’m upset, I can still get things done.
_____ 21) When I’m upset, I feel ashamed at myself for feeling that way.
_____ 22) When I’m upset, I know that I can find a way to eventually feel better.
_____ 23) When I’m upset, I feel like I am weak.
_____ 24) When I’m upset, I feel like I can remain in control of my behaviors.
_____ 25) When I’m upset, I feel guilty for feeling that way.
_____ 26) When I’m upset, I have difficulty concentrating.
_____ 27) When I’m upset, I have difficulty controlling my behaviors.
_____ 28) When I’m upset, I believe there is nothing I can do to make myself feel better.
_____ 29) When I’m upset, I become irritated at myself for feeling that way.
_____ 30) When I’m upset, I start to feel very bad about myself.
_____ 31) When I’m upset, I believe that wallowing in it is all I can do.
_____ 32) When I’m upset, I lose control over my behavior.
_____ 33) When I’m upset, I have difficulty thinking about anything else.
_____ 34) When I’m upset I take time to figure out what I’m really feeling.
_____ 35) When I’m upset, it takes me a long time to feel better.
_____ 36) When I’m upset, my emotions feel overwhelming.
Reverse-scored items (place a subtraction sign in front of them) are numbered 1, 2, 6, 7, 8, 10, 17, 20, 22, 24 and 34. 
Calculate total score by adding everything up. Higher scores suggest greater problems with emotion regulation.   
SUBSCALE SCORING**:  The measure yields a total score (SUM) as well as scores on six sub-scales: 
1. Nonacceptance of emotional responses (NONACCEPT): 11, 12, 21, 23, 25, 29
2. Difficulty engaging in Goal-directed behavior (GOALS):  13, 18, 20R, 26, 33
3. Impulse control difficulties (IMPULSE):  3, 14, 19, 24R, 27, 32
4. Lack of emotional awareness (AWARENESS):  2R, 6R, 8R, 10R, 17R, 34R
5. Limited access to emotion regulation strategies (STRATEGIES):  15, 16, 22R, 28, 30, 31, 35, 36
6. Lack of emotional clarity (CLARITY): 1R, 4, 5, 7R, 9
Total score: sum of all subscales
**”R” indicates reverse scored item
REFERENCE:
Gratz, K. L. & Roemer, L. (2004).  Multidimensional assessment of emotion regulation and dysregulation:

Development, factor structure, and initial validation of the Difficulties in Emotion Regulation Scale. 
Journal of Psychopathology and Behavioral Assessment, 26, 41-54. 
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GAD-7 

Over the last 2 weeks, how often have you   
  been bothered by the following problems? 

(Use “✔” to indicate your answer) 

Not 
at all 

Several 
days 

More than 
half the 

days 
Nearly 

every day

1. Feeling nervous, anxious or on edge 0 1 2 3 

2. Not being able to stop or control worrying 0 1 2 3 

3. Worrying too much about different things 0 1 2 3 

4. Trouble relaxing 0 1 2 3 

5. Being so restless that it is hard to sit still 0 1 2 3 

6. Becoming easily annoyed or irritable 0 1 2 3 

7. Feeling afraid as if something awful
might happen

0 1 2 3

(For office coding: Total Score T____  =   ____    +   ____    +    ____ ) 

Developed by Drs. Robert L. Spitzer, Janet B.W. Williams, Kurt Kroenke and colleagues, with an 
educational grant from Pfizer Inc.  No permission required to reproduce, translate, display or distribute. 
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LIFE EVENTS CHECKLIST (LEC)   

Listed below are a number of difficult or stressful things that sometimes happen to people. For each event 
check one or more of the boxes to the right to indicate that: (a) it happened to you personally, (b) you 
witnessed it happen to someone else, (c) you learned about it happening to someone close to you, (d) you’re 
not sure if it fits, or (e) it doesn’t apply to you. 

Be sure to consider your entire life (growing up as well as adulthood) as you go through the list of events. 

Event Happened 
to me 

Witnessed 
it 

Learned 
about it Not Sure Doesn’t 

apply 
1. Natural disaster (for example, flood,

hurricane, tornado, earthquake)

2. Fire or explosion

3. Transportation accident (for example, car
accident, boat accident, train wreck, plane
crash)

4. Serious accident at work, home, or during
recreational activity

5. Exposure to toxic substance (for example,
dangerous chemicals, radiation)

6. Physical assault (for example, being
attacked, hit, slapped, kicked, beaten up)

7. Assault with a weapon (for example, being
shot, stabbed, threatened with a knife, gun,
bomb)

8. Sexual assault (rape, attempted rape, made
to perform any type of sexual act through
force or threat of harm)

9. Other unwanted or uncomfortable sexual
experience

10. Combat or exposure to a war-zone (in the
military or as a civilian)

11. Captivity (for example, being kidnapped,
abducted, held hostage, prisoner of war)

12. Life-threatening illness or injury

13. Severe human suffering

14. Sudden, violent death (for example,
homicide, suicide)

15. Sudden, unexpected death of someone
close to you

16. Serious injury, harm, or death you caused
to someone else

17. Any other very stressful event or
experience

Blake, Weathers, Nagy, Kaloupek, Charney, & Keane, 1995 1 
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P A T I E N T  H E A L T H  Q U E S T I O N N A I R E - 9
( P H Q - 9 )

Over the last 2 weeks, how often have you been bothered 
by any of the following problems? 
(Use “✔” to indicate your answer) Not at all 

Several 
days 

More 
than half 
the days 

Nearly 
every 
day 

1. Little interest or pleasure in doing things 0 1 2 3

2. Feeling down, depressed, or hopeless 0 1 2 3

3. Trouble falling or staying asleep, or sleeping too much 0 1 2 3

4. Feeling tired or having little energy 0 1 2 3

5. Poor appetite or overeating 0 1 2 3

6. Feeling bad about yourself — or that you are a failure or
have let yourself or your family down 0 1 2 3

7. Trouble concentrating on things, such as reading the
newspaper or watching television 0 1 2 3

8. Moving or speaking so slowly that other people could have
noticed?  Or the opposite — being so fidgety or restless
that you have been moving around a lot more than usual

0 1 2 3

9. Thoughts that you would be better off dead or of hurting
yourself in some way 0 1 2 3

FOR OFFICE CODING     0      + ______  +  ______  +  ______ 

=Total Score:  ______ 

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

Not difficult  
at all 

 

Somewhat  
difficult 

 

Very  
difficult 

 

Extremely  
difficult 

 

 

Developed by Drs. Robert L. Spitzer, Janet B.W. Williams, Kurt Kroenke and colleagues, with an educational grant from 
Pfizer Inc.  No permission required to reproduce, translate, display or distribute.
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The APA is offering a number of “emerging measures” for further research and 

clinical evaluation. These patient assessment measures were developed to be 

administered at the initial patient interview and to monitor treatment progress. 

They should be used in research and evaluation as potentially useful tools to 

enhance clinical decision-making and not as the sole basis for making a clinical 

diagnosis. Instructions, scoring information, and interpretation guidelines are 

provided; further background information can be found in DSM-5. The APA 

requests that clinicians and researchers provide further data on the 

instruments’ usefulness in characterizing patient status and improving patient 

care at http://www.dsm5.org/Pages/Feedback-Form.aspx. 

Measure: Severity of Posttraumatic Stress Symptoms—Adult (National Stressful 
Events Survey PTSD Short Scale [NSESSS]) 
Rights granted: This measure can be reproduced without permission by 
researchers and by clinicians for use with their patients. 
Rights holder: American Psychiatric Association 
To request permission for any other use beyond what is stipulated above, 
contact: http://www.appi.org/CustomerService/Pages/Permissions.aspx 
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Severity of Posttraumatic Stress Symptoms—Adult* 
*National Stressful Events Survey PTSD Short Scale (NSESSS) 

Name:____________________________________   Age: ______    Sex:  Male      Female     Date:_________________ 

Please list the traumatic event that you experienced: _________________________________________________________ 

Date of the traumatic event: ________________________ 

Instructions: People sometimes have problems after extremely stressful events or experiences.  How much have you been 
bothered during the PAST SEVEN (7) DAYS by each of the following problems that occurred or became worse after an 
extremely stressful event/experience? Please respond to each item by marking ( or x) one box per row.     

Clinician 
Use 

Not 
at all 

A 
little 
bit 

Moderately 
Quite 
a bit 

Extremely 
Item 
score 

1. 

Having “flashbacks,” that is, you suddenly acted or 
felt as if a stressful experience from the past was 
happening all over again (for example, you 
reexperienced parts of a stressful experience by 
seeing, hearing, smelling, or physically feeling parts 
of the experience)? 

 0  1  2  3  4

2. 
Feeling very emotionally upset when something 
reminded you of a stressful experience? 

 0  1  2  3  4

3. 
Trying to avoid thoughts, feelings, or physical 
sensations that reminded you of a stressful 
experience? 

 0  1  2  3  4

4. 

Thinking that a stressful event happened because you 
or someone else (who didn’t directly harm you) did 
something wrong or didn’t do everything possible to 
prevent it, or because of something about you? 

 0  1  2  3  4

5. 
Having a very negative emotional state (for example, 
you were experiencing lots of fear, anger, guilt, 
shame, or horror) after a stressful experience? 

 0  1  2  3  4

6. 
Losing interest in activities you used to enjoy before 
having a stressful experience? 

 0  1  2  3  4

7. 
Being “super alert,” on guard, or constantly on the 
lookout for danger? 

 0  1  2  3  4

8. 
Feeling jumpy or easily startled when you hear an 
unexpected noise? 

 0  1  2  3  4

9. 
Being extremely irritable or angry to the point where 
you yelled at other people, got into fights, or 
destroyed things? 

 0  1  2  3  4

Total/Partial Raw Score: 

Prorated Total Raw Score: (if 1-2 items left unanswered) 

Average Total Score: 
Kilpatrick DG, Resnick HS, Friedman, MJ. Copyright © 2013 American Psychiatric Association. All rights reserved.  
This measure can be reproduced without permission by researchers and by clinicians for use with their patients. 
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Copyright © 2013 American Psychiatric Association. All Rights Reserved. 
This material can be reproduced without permission by researchers and by clinicians for use with their patients.

Instructions to Clinicians 
The National Stressful Events Survey PTSD Short Scale (NSESSS) is a 9-item measure that assesses the severity of 
posttraumatic stress disorder in individuals age 18 and older following an extremely stressful event or experience. 
The measure was designed to be completed by an individual upon receiving a diagnosis of posttraumatic stress 
disorder (or clinically significant posttraumatic stress disorder symptoms) and thereafter, prior to follow-up visits 
with the clinician. Each item asks the individual receiving care to rate the severity of his or her posttraumatic 
stress disorder during the past 7 days. 

Scoring and Interpretation 
Each item on the measure is rated on a 5-point scale (0=Not at all; 1=A little bit; 2=Moderately; 3=Quite a bit, and 
4=Extremely). The total score can range from 0 to 36 with higher scores indicating greater severity of 
posttraumatic stress disorder. The clinician is asked to review the score on each item of the measure during the 
clinical interview and indicate the raw score for each item in the section provided for “Clinician Use.”  The raw 
scores on the 9 items should be summed to obtain a total raw score.  In addition, the clinician is asked to calculate 
and use the average total score. The average total score reduces the overall score to a 5-point scale, which allows 
the clinician to think of the severity of the individual’s posttraumatic stress disorder in terms of none (0), mild (1), 
moderate (2), severe (3), or extreme (4). The use of the average total score was found to be reliable, easy to use, 
and clinically useful to the clinicians in the DSM-5 Field Trials. The average total score is calculated by dividing the 
raw total score by number of items in the measure (i.e., 9). 

Note: If 3 or more items are left unanswered, the total score on the measure should not be calculated.  Therefore, 
the individual receiving care should be encouraged to complete all of the items on the measure.  If 1 or 2 items 
are left unanswered, you are asked to calculate a prorated score.  The prorated score is calculated by summing 
the scores of items that were answered to get a partial raw score.  Multiply the partial raw score by the total 
number of items on the NSESSS—PTSD (i.e., 9) and divide the value by the number of items that were actually 
answered (i.e., 7 or 8). The formula to prorate the partial raw score to Total Raw Score is: 

____________(Raw sum x 9)______________ 
Number of items that were actually answered 

If the result is a fraction, round to the nearest whole number. 

Frequency of Use 
To track changes in the severity of the individual’s posttraumatic stress disorder over time, the measure may be 
completed at regular intervals as clinically indicated, depending on the stability of the individual’s symptoms and 
treatment status. Consistently high scores on a particular domain may indicate significant and problematic areas 
for the individual that might warrant further assessment, treatment, and follow-up. Your clinical judgment should 
guide your decision. 
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DSM- IV items that constitute the 7-item screening scale. In: Breslau N, Peterson EL, Kessler RC. Short screening 
scale for DSM-IV posttraumatic stress disorder. Am J Psychiatry 1999;156:908-911.[17] 

C2 Did you avoid being reminded of this experience by staying away from certain places, people 
or activities? (Remind respondent of life event if necessary) 

1. Yes
2. No

C4 Did you lose interest in activities that were once important or enjoyable? (Remind 
respondent of life event if necessary) 

1. Yes
2. No

C5 Did you begin to feel more isolated or distant from other people? (Remind respondent of life 
event if necessary) 

1. Yes
2. No

C6 Did you find it hard to have love or affection for other people? (Remind respondent of life 
event if necessary) 

1. Yes
2. No

C7 Did you begin to feel that there was no point in planning for the future? (Remind respondent 
of life event if necessary) 

1. Yes
2. No

D1 After this experience were you having more trouble than usual falling asleep or staying 
asleep? (Remind respondent of life event if necessary) 

1. Yes
2. No

D5 Did you become jumpy or get easily startled by ordinary noises or movements? (Remind 
respondent of life event if necessary) 

1. Yes
2. No

Based on the Diagnostic Interview Schedule for DSM-IV (DIS-IV), Washington Univ., St Louis, 1995). 

The 7-item scale screens for DSM-IV PTSD in persons exposed to traumatic events as defined in DSM-IV. It is intended to be 
used only after establishing that the respondent has experienced a qualifying event. Please read the paper carefully. It contains 
all the information needed for using the scale. As we emphasise in the paper, the screening scale is not an adequate substitute 
for a psychiatric diagnosis. 
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Therapist's Toolkit 

Burns Anxiety Inventory 
* - >, 

>, Ill ai 
� 

1
-

(Revised) - I! E 
< GI -

I!! E "Cl 0 

Instructions: Put a check (✓) to indicate how much you have 
-

-I >< 0 0 0

experienced each symptom during the past week, including z "1 :ii: ci: ' ' 
' ' ' ' I 

today. Please answer all 25 items. 0 ... N "' "" 

Anxious Thoughts and Feelings 

1. Feeling anxious

2. Feeling nervous

3. Feeling frightened

4. Feeling scared

5. Worrying about things

6. Feeling that you can't stop worrying

7. Feeling tense, agitated or on edge

8. Feeling stressed

9. Feeling "uptight"

10. Thoughts that something frightening will happen

11. Feeling alarmed or in danger

12. Feeling insecure

Anxious Physical Symptoms 

13. Feeling dizzy, lightheaded or off balance

14. Rubbery or "jelly" legs

15. Feeling like you are choking

16. A lump in the throat

17. Feeling short of breath or difficulty breathing

18. Skipping, racing or pounding of the heart

19. Pain or tightness in the chest

20. Restlessness or jumpiness

21. Tight, tense muscles

22. Trembling or shaking

23. Numbness or tingling

24. Butterflies or discomfort in the stomach

25. Sweating or hot flashes

Please Total Your Score on Items 1 to 25 Here➔ 

•Copyright© 1984 by David D. Burns, M.D. (Revised, 1996, 1997.)
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Therapist's Toolkit 

Burns Depression Checklist* 
- b

b 
<( 

ftl 
s .c Cl) 

(Revised) :i I I! E 
Cl) -

I!!E "C 0 
-

0 ..J )( Instructions: Put a check (✓) to indicate how much you have 0 0 
z ti) :E <F w 

experienced each symptom during the past week, including ' ' ' 
I ' • ' ' 

today. Please answer all 25 items. C) .... N C') "It 

Thoughts and Feelings 

1. Feeling sad or down in the dumps

2. Feeling unhappy or blue

3. Crying spells or tearfulness

4. Feeling discouraged

5. Feeling hopeless

6. Low self-esteem

7. Feeling worthless or inadequate

8. Guilt or shame

9. Criticizing yoursfllf or blaming yourself

10. Difficulty making decisions

Activities and Personal Relationships 

11. Loss of interest in family, friends or colleagues

12. Loneliness

13. Spending less time with family or friends

14. Loss of motivation ' 

15. Loss of interest in work or other activities

16. Avoiding work or other activities

17. Loss of pleasure or satisfaction in life

Physical Symptoms 

18. Feeling tired

19. Difficulty sleeping or sleeping too much

20. Decreased or increased appetite

21. Loss of interest in sex

22. Worrying about your health

Suicidal Urges .. 

23. Do you have any suicidal thoughts?

24. Would you like to end your life?

25. Do you have a plan for harming yourself?

Please Total Your Score on Items 1 to 25 Here➔ 

*Copyright© 1984 by David D. Burns, M.D. (Revised, 1996.)
.. Anyone with suicidal urges should seek help from a mental health professional. 
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