
Patient Health Questionnaire - 9 



PHQ-9 Extended 
 

1. In the past year, have you felt depressed or sad most days, even if you felt okay sometimes? 

 

YES                      NO 

 

 

2. Has there been a time in the past month when you have had serious thoughts about ending 

your life? 

YES                      NO 

 

 

3. Have you EVER, in your WHOLE LIFE, tried to kill yourself or made a suicide attempt? 

  

YES                      NO 
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