
Patient Reassessment Form

Current Dose Per Day

Edible     Vaporizer     Smoking

Yes     No

Better          Same          Worse

Licensed Producer(s)

Strain (% THC % CBD)

What form do you most often use?

Do You Experience aQy Side Effects?

If Yes Describe

Since taking cannabis is your FRndition:

Date of BirthFull Name

Section 1 - Pain
�&RPSOHWH�WKLV�21/<�LI�\RX�DUH�SUHVFULEHG�FDQQDELV�IRU�SDLQ�UHOLHI�
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2Q�$YHUDJH

$W�7KLV�0RPHQW

%HVW :RUVW

What treatment or medications are you recieving for your pain?
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'RHV�QRW�LQWHUIHUH &RPSOHWHO\�LQWHUIHUHV

Circle the number that best describes how, during the last 24 hours, pain has interfered with your:

In the last 24 hours how much relief have the pain treatments or medications provided? Circle the one 
number that most shows how much relief you have received
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How often have you:

+DG�0RRG�6ZLQJV
)HOW�WKH�QHHG�IRU�PRUH�PHGLFDWLRQ�WR�WUHDW�\RXU�SDLQ
)HOW�LPSDWLHQW�ZLWK�\RXU�GRFWRU
)HOW�WHQVLRQ�DW�KRPH
&RXQWHG�SDLQ�SLOOV�WR�VHH�KRZ�PDQ\�DUH�OHIW
)HOW�FRQFHUQHG�WKDW�RWKHUV�ZLOO�MXGJH�\RX�IRU�WDNLQJ�SDLQ
PHGLFDWLRQ
)HOW�ERUHG
7DNHQ�PRUH�SDLQ�PHGLFDWLRQ�WKDQ�\RX�ZHUH�VXSSRVHG�WR
:RUULHG�DERXW�EHLQJ�OHIW�DORQH
)HOW�D�FUDYLQJ�IRU�PHGLFDWLRQ
+HDUG�RWKHUV�H[SUHVVLQJ�FRQFHUQ�RYHU�\RXU�XVH�RI�PHGLFDWLRQV
+DYH�DQ\�RI�\RXU�FORVH�IULHQGV�KDG�SUREOHPV�ZLWK�GUXJV�RU
DOFRKRO"
%HHQ�WROG�\RX�KDYH�D�EDG�WHPSHU
)HOW�FRQVXPHG�E\�WKH�QHHG�WR�JHW�PRUH�SDLQ�PHGLFDWLRQ
5XQ�RXW�RI�SDLQ�PHGLFDWLRQ�HDUO\
+DG�RWKHUV�NHHS�\RX�IURP�JHWWLQJ�ZKDW�\RX�GHVHUYHG
+DG�OHJDO�SUREOHPV�RU�EHHQ�DUUHVWHG��LQ�\RXU�OLIHWLPH�
$WWHQGHG�DQ�$$�RU�1$�PHHWLQJ
%HHQ�LQ�DQ�DUJXPHQW�WKDW�ZDV�VR�RXW�RI�FRQWURO�VRPHRQH�JRW�KXUW
%HHQ�VH[XDOO\�DEXVHG
+RZ�RIWHQ�KDYH�RWKHUV�VXJJHVWHG�\RX�KDYH�D�GUXJ�DOFRKRO
SUREOHP
+DG�WR�ERUURZ�SDLQ�PHGLFDWLRQV
%HHQ�WUHDWHG�IRU�DOFRKRO�RU�GUXJ�SUREOHPV�
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1HYHU 6HOGRP 6RPHWLPHV 9HU\ 2IWHQ

Section 2 - Anxiety and Mood Disorders
�&RPSOHWH�WKLV�21/<�LI�\RX�DUH�SUHVFULEHG�&DQQDELV�IRU�$Q[LHW\��6WUHVV��'HSUHVVLRQ��6OHHS�GLVWXUEDQFHV��RU�RWKHU�
PRRG�GLVRUGHUV�

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

)HHOLQJ�QHUYRXV��DQ[LRXV��RQ�HGJH
1RW�EHLQJ�DEOH�WR�VWRS�RU�FRQWURO�ZRUU\LQJ
:RUU\LQJ�WRR�PXFK�DERXW�GLIIHUHQW�WKLQJV
7URXEOH�UHOD[LQJ
%HLQJ�VR�UHVWOHVV�WKDW�LW�LV�KDUG�WR�VLW�VWLOO
%HFRPLQJ�HDVLO\�DQQR\HG�RU�LUULWDEOH
)HHOLQJ�DIUDLG�DV�LI�VRPHWKLQJ�DZIXO�PLJKW�KDSSHQ
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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?
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1HYHU $OZD\V
How Often Do...
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Section 3 - Seizures
�&RPSOHWH�WKLV�21/<�LI�\RX�DUH�SUHVFULEHG�&DQQDELV�IRU�VHL]XUHV�
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Include your feelings about ALL TYPES of 
seizures you’ve had recently

What is most bothersome about your seizure overall (Mark only one):

How have your seizures changed in severity or bothersomeness since changing seizure treatment?

Notes:

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

Answer the next question ONLY after a change in seizure treatment:
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Not being able to stop or control worrying

Little interest or pleasure in doing things

Feeling nervous, anxious, or on edge?

Feeling down, depressed, or hopeless

Trouble falling or staying asleep, or sleeping too much

Worrying too much about different things

Feeling tired or having little energy

Trouble relaxing

Becoming easily annoyed or irritable

Poor appetite or overeating

%HLQJ�VR�UHVWOHVV�WKDW�LW·V�KDUG�WR�VLW�VWLOO

Feeling afraid

Feeling bad about yourself - or that you are a failure  
or have let yourself or your family down

Trouble concentrating on things, such as reading the 
newspaper or watching television

Thoughts that you would be better off dead or hurting 
yourself in some way

Moving or speaking slowly that other people could 
KDYH�QRWLFHG"�2U�WKH�RSSRVLWH���EHLQJ�VR�ÀGJHW\�RU�
restless that you have been moving around a lot more 
than usual.
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PHQ-9

GAD-7

Over the last 2 weeks, how often have you been 
bothered by any of the following problems?
Circle the most appropriate number for each.

Over the past 2 weeks, how often have you been 
bothered by any of the following problems?
Circle the most appropriate number for each.

Not at all

Not at
all

Several
Days

Several
days

More 
than
half the 
days

Over 
half the 
days

Nearly 
every 
day

Nearly 
every 
day
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