
 

	

 

Hello, 
 
As part of your appointment we have included a questionnaire to be filled out. See 
below for your options to return this document: 
 

1. Fill	out	attachment	on	the	computer	and	email	to	
weightlosssurgery@uvmhealth.org	

2. Print	attachment	and	fill	out	form	by	hand.	Scan	or	take	a	picture	of	the	
completed	document.	Email	to	weightlosssurgery@uvmhealth.org.	Please	
ensure	we	will	be	able	to	read	the	document.	

3. Print	attachment	and	fill	out	form	by	hand.	Mail	to:	
Bariatric	Surgery	
353	Blair	Park	Road	
Williston,	VT	05495	

4. Call	802-847-5311	to	review	the	form	with	a	nurse.	You	will	speak	to	Heidi	
RN	who	will	walk	you	through	the	form	and	fill	out	a	copy	which	will	be	
given	to	the	provider.	

 
If you have any questions about this process please call 802-847-5311. If you 
reach voicemail please leave a message clearly stating your name and date of 
birth. We will return your call with 48 business hours. 
 
Thank you, 
The Bariatric Surgery Team 

University of Vermont Medical 
Center 

BARIATRIC & GENERAL 
SURGERY 
 
Williston - Blair Park 
      

353 Blair Park Rd 

Williston, VT 05495 

PHONE 802-847-3330 

FAX      802-847-0733 

 

Dr. Wasef Abujaish 

Dr. Patrick Forgione 

Bruce Chutter-Cressy PA 

      

      

      

      

      

      

      

      

      

      

 



Alcohol Use Disorders Identification Test (AUDIT)- Self Report Version 

General Instructions 
The Alcohol Use Disorders Identification Test (AUDIT) is an alcohol screening instrument, created by 
the World Health Organization (WHO).

Because alcohol use can affect your health and can interfere with certain medications and 
treatments, it is important that we ask some questions about your use of alcohol. 

Please mark one answer to each question in terms of standard drinks. A chart describing the general 
number of standard drinks in different alcohol beverages is included as a guide.

1. How often do you have a drink containing alcohol?
Never 
Monthly or less 
2-4 times a month

2-3 times a week
4 or more times a week

2. How many drinks containing alcohol do you have on a typical day when you are
drinking?

1 or 2 
3 to 4 
5 to 6 

7 to 9 
10 or more 

3. How often do you have six or more drinks on one occasion?
Daily or almost daily 
Weekly 
Monthly 

Less than monthly 
Never 

4. How often during the last year have you found that you were not able to stop drinking
once you had started?

Daily or almost daily 
Weekly 
Monthly 

Less than monthly 
Never 

5. How often during the last year have you failed to do what was normally expected of you
because of drinking?

Daily or almost daily 
Weekly 
Monthly 

Less than monthly 
Never 

Date: ________________Date of Birth: _________________Name: _________________



6. How often during the last year have you needed a first drink in the morning to get
yourself going after a heavy drinking session?

Daily or almost daily 
Weekly 
Monthly 

Less than monthly 
Never 

7. How often during the last year have you had a feeling of guilt or remorse after drinking?
Daily or almost daily 
Weekly 
Monthly 

Less than monthly 
Never 

8. How often during the last year have you been unable to remember what happened the
night before because of your drinking?

Daily or almost daily 
Weekly 
Monthly 

Less than monthly 
Never 

9. Have you or someone else been injured because of your drinking?
No 
Yes, but not in the last year 

Yes, during the last year 

10. Has a relative, friend, doctor or other health care worker been concerned about your
drinking or suggested you cut down?

No 
Yes, but not in the last year 

Yes, during the last year 



Instructions: This questionnaire consists of 21 groups of statements. Please read each 

group of statements carefully. And then pick out the one statement in each group that 

best describes the way you have been feeling during the past two weeks, including 

today. Check the number beside the statement you have picked. If several statements 

in the group seem to apply equally well, check the highest number for that group. Be 

sure that you do not choose more than one statement for any group, including Item 16 

(Changes in Sleeping Pattern) or Item 18 (Changes in Appetite). 

1. Sadness
o. I do not feel sad.
1. I feel sad much of the time.

2. I am sad all the time.

3. I am so sad or unhappy that I can't stand it.

2. Pessimism
o. I am not discouraged about my future.

1. I feel more discouraged about my future than I used to.

2. I do not expect things to work out for me.

3. I feel my future is hopeless and will only get worse.

3. Past Failure
o. I do not feel like a failure.

1. I have failed more than I should have.

2. As I look back, I see a lot of failures.

3. I feel I am a total failure as a person.

4. Loss of Pleasure

o. I get as much pleasure as I ever did from the things I

enjoy.

1. I don't enjoy things as much as I used to.
2. I get very little pleasure from the things I used to enjoy.
3. I can't get any pleasure from the things I used to enjoy.

5. Guilty Feelings

o. I don't feel particularly guilty.

1. I feel guilty over many things I have done or should

have done.

2. I feel quite guilty most of the time.

3. I feel guilty all of the time.

6. Punishment Feelings

o. I don't feel I am being punished.

1. I feel I may be punished.
2. I expect to be punished.
3. I feel I am being punished.

7. Self-Dislike

o. I feel the same about myself as ever.

1. I have lost confidence in myself.

2. I am disappointed in myself.
3. I dislike myself.

Name: _________________________
Date of Birth: ___________________
Date of Completion: ___________
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8. Self-Criticalness

o. I don't criticize or blame myself more than usual.

1. I am more critical of myself than I used to be.

2. I criticize myself for all of my faults.

3. I blame myself for everything bad that happens.

9. Suicidal Thoughts or Wishes

o. I don't have any thoughts of killing myself.

1. I have thoughts of killing myself, but I would not

carry them out.

2. I would like to kill myself.

3. I would kill myself if I had the chance.

10. Crying

o. I don't cry anymore than I used to.

1. I cry more than I used to.

2. I cry over every little thing.

3. I feel like crying, but I can't.

11. Agitation 

o. I am no more restless or wound up than usual.

1. I feel more restless or wound up than usual.

2. I am so restless or agitated, it's hard to stay still.

3. I am so restless or agitated that I have to keep

moving or doing something.

12. Loss of Interest 

o. I have not lost interest in other people or

activities.

1. I am less interested in other people or things

than before.

2. I have lost most of my interest in other people or

things.

3. It's hard to get interested in anything.

13. Indecisiveness

o. I make decisions about as well as ever.

1. I find it more difficult to make decisions than

usual.

2. I have much greater difficulty in making

decisions than I used to.

3. I have trouble making any decisions.

14. Worthlessness

o. I do not feel I am worthless.

1. I don't consider myself as worthwhile and useful

as I used to.

2. I feel more worthless as compared to others.

3. I feel utterly worthless.

15. Loss of Energy

o. I have as much energy as ever.

1. I have less energy than I used to have.

2. I don't have enough energy to do very much.

3. I don't have enough energy to do anything.




	NS questionnaire instructions
	AUDIT-SelfReport
	General Instructions

	Beck Depression Inventory II

	Frequency: Off
	Number of Drinks: Off
	Six or more Drinks: Off
	unable to stop drinking after starting: Off
	unable to do what was normally expected: Off
	DOB: 
	1st drink in morning: Off
	guilt/remorse after drinking: Off
	memory after drinking: Off
	someone inured from drinking: Off
	others' concern about drinking: Off
	Name: 
	Date of Birth: 
	Date of Completion: 
	Sadness: Off
	Pessimism: Off
	Past Failure: Off
	loss of pleasure: Off
	guilt: Off
	punishment: Off
	self dislike: Off
	Self-Criticalness: Off
	suicidal ideation: Off
	crying: Off
	agitation: Off
	loss of interest: Off
	indecisiveness: Off
	worthlessness: Off
	loss of energy: Off
	Total Score: 
	sleep: Off
	irritability: Off
	appetite: Off
	concentration: Off
	fatigue: Off
	interest in sex: Off


