CCBT POST-SCREENING QUESTIONNAIRE

Further to your assessment at the Stress Self-Help Clinic, please complete this questionnaire. 

Your answers would be strictly confidential to the clinic staff.
Name:      





Date:      /     /     
To allow us to work out how helpful our clinic is for different people, we’d like to ask you a few more questions:

1. Do you live with a partner or spouse?  YES  FORMCHECKBOX 
 / NO  FORMCHECKBOX 
  (please tick)

2. Do you have any children? YES  FORMCHECKBOX 
 / NO  FORMCHECKBOX 
  (please tick) 

If YES, how many?       How old are they?      ,      ,      ,      
3. Have you given up work because of your problem? YES  FORMCHECKBOX 
 / NO  FORMCHECKBOX 
  (please tick)

4. From whom have you sought help for your present problem? Please tick below (you can tick more than one):
	
	NHS / Private
	Approx. dates

	GP
	 FORMCHECKBOX 

	     

	Psychiatrist
	 FORMCHECKBOX 

	     

	Psychologist
	 FORMCHECKBOX 

	     

	Nurse
	 FORMCHECKBOX 

	     

	Social Worker
	 FORMCHECKBOX 

	     

	Counsellor
	 FORMCHECKBOX 

	     

	Clergyman
	 FORMCHECKBOX 

	     

	Other (specify:      )
	 FORMCHECKBOX 

	     

	Psychiatric inpatient admission
	 FORMCHECKBOX 

	     

	Nobody (I’ve never asked for help for this from anyone before)
	 FORMCHECKBOX 

	     


5. Are you currently receiving treatment for your problem? YES  FORMCHECKBOX 
 / NO  FORMCHECKBOX 
  (please tick)

If YES, from whom? specify name and address (if known):      
6. Have you had behavioural or cognitive therapy for your current problem? 

(please circle) YES  FORMCHECKBOX 
 / NO  FORMCHECKBOX 
  (please tick). 

If YES, please give details including how many sessions, how long ago and whether you improved:     
7. If on medication now, please give:

	Name:
	Dose:
	Date started:

	
	
	

	
	
	

	
	
	


8. Which medications have you had in the past for your problem?: 

i)      
ii)      
iii)      
9. Does anyone in your family suffer from alcoholism, depression, nerves or any mental illness? YES  FORMCHECKBOX 
 /  NO  FORMCHECKBOX 
  (please tick)  

If yes, please give details:      
10. What age did you start school?       years  …finish school?       years

11. How many GCSE, O- or A- level exams did you pass? (please, list them):      
12. Did you get any higher qualifications? (e.g. City & Guilds, University, etc.) YES  FORMCHECKBOX 
/  NO  FORMCHECKBOX 
  (please tick)  

If YES, please give details:      
13. What was the longest job you’ve had, for how long, and when did it stop?      
14. How often do you use computers?

0 ---------- 1 ---------- 2 ---------- 3 ----------- 4 ---------- 5 ---------- 6 ---------- 7 ---------- 8

  Never used
        Occasionally                  Often
        Quite often              Most days 

  them before
                   





15. If your self-help program requires you to carry out homework tasks that bring on anxiety or discomfort, how much time would you be willing to spend engaged in such activities on average, each day?

Hours       Minutes      
Gega et al, 2005

