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Yale Food Addiction Scale            Gearhardt, Corbin, Brownell, 2009 
               Contact: ashley.gearhardt@yale.edu 
 
This survey asks about your eating habits in the past year. People sometimes have difficulty controlling their intake of certain foods such as:   
       -  Sweets like ice cream, chocolate, doughnuts, cookies, cake, candy, ice cream 
       -  Starches like white bread, rolls, pasta, and rice 
       -  Salty snacks like chips, pretzels, and crackers 
       -  Fatty foods like steak, bacon, hamburgers, cheeseburgers, pizza, and French fries 
       -  Sugary drinks like soda pop 
When the following questions ask about “CERTAIN FOODS” please think of ANY food similar to those listed in the food group or ANY OTHER foods you 
have had a problem with in the past year                     

 
 

IN THE PAST 12 MONTHS: Never Once a 
month 

2-4 
times a 
month 

2-3 
times a 
week 

4 or 
more 
times or 
daily 

1. I find that when I start eating certain foods, I end up eating much more than planned 0 1 2 3 4 
2. I find myself continuing to consume certain foods even though I am no longer hungry 0 1 2 3 4 
3. I eat to the point where I feel physically ill 0 1 2 3 4 
4. Not eating certain types of food or cutting down on certain types of food is something I worry about 0 1 2 3 4 
5. I spend a lot of time feeling sluggish or fatigued from overeating 0 1 2 3 4 
6. I find myself constantly eating certain foods throughout the day 0 1 2 3 4 
7. I find that when certain foods are not available, I will go out of my way to obtain them.  For example, I will drive to the 

store to purchase certain foods even though I have other options available to me at home. 
0 1 2 3 4 

8. There have been times when I consumed certain foods so often or in such large quantities that I started to eat food instead 
of working, spending time with my family or friends, or engaging in other important activities or recreational activities I 
enjoy. 

0 1 2 3 4 

9. There have been times when I consumed certain foods so often or in such large quantities that I spent time dealing with 
negative feelings from overeating instead of working, spending time with my family or friends, or engaging in other 
important activities or recreational  activities I enjoy. 

0 1 2 3 4 

10. There have been times when I avoided professional or social situations where certain foods were available, because I was 
afraid I would overeat. 

0 1 2 3 4 

11. There have been times when I avoided professional or social situations because I was not able to consume certain foods 
there.   

0 1 2 3 4 

12. I have had withdrawal symptoms such as agitation, anxiety, or other physical symptoms when I cut down or stopped 
eating certain foods.  (Please do NOT include withdrawal symptoms caused by cutting down on caffeinated beverages 
such as soda pop, coffee, tea, energy drinks, etc.) 

0 1 2 3 4 

13. I have consumed certain foods to prevent feelings of anxiety, agitation, or other physical symptoms that were developing. 
(Please do NOT include consumption of caffeinated beverages such as soda pop, coffee, tea, energy drinks, etc.)   

0 1 2 3 4 

14. I have found that I have elevated desire for or urges to consume certain foods when I cut down or stop eating them. 0 1 2 3 4 
15. My behavior with respect to food and eating causes significant distress. 
 

0 1 2 3 4 

16. I experience significant problems in my ability to function effectively (daily routine, job/school, social activities, family 
activities, health difficulties) because of food and eating. 

0 1 2 3 4 



     
IN THE PAST 12 MONTHS: NO YES 

17. My food consumption has caused significant psychological problems such as depression, anxiety, self-loathing, or guilt. 0 1 

18. My food consumption has caused significant physical problems or made a physical problem worse. 0 1 

19. I kept consuming the same types of food or the same amount of food even though I was having emotional and/or physical problems. 0 1 

20. Over time, I have found that I need to eat more and more to get the feeling I want, such as reduced negative emotions or increased pleasure. 0 1 

21. I have found that eating the same amount of food does not reduce my negative emotions or increase pleasurable feelings the way it used to. 0 1 

22. I want to cut down or stop eating certain kinds of food.   0 1 

23. I have tried to cut down or stop eating certain kinds of food. 0 1 

24. I have been successful at cutting down or not eating these kinds of food 0 1 

 
 
25. How many times in the past year did you try to cut down or stop eating certain foods 
altogether? 

1 or fewer 
times 

2 times 3 times 4 times 5 or more times 

 
 
Reference: 
Gearhardt, A.N., Corbin, W.R., & Brownell, K.D. (2009). Preliminary validation of the Yale Food Addiction Scale. Appetite, 52, 430-436.   
 
 
 



DSM-5 Self-Rated Level 1 Cross-Cutting Symptom Measure—Adult 

 



AUDIT 
PATIENT: 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. Your answers will remain confidential, so please 
be honest. 
For each question in the chart below, place an X in one box that best describes your answer. 

NOTE: In the U.S., a single drink serving contains about 14 grams of ethanol or “pure” alcohol. Although the drinks 
below are different sizes, each one contains the same amount of pure alcohol and counts as a single drink: 

 
12 oz. of 
beer 
(about 5% 
alcohol) 

8-9 oz. of 
malt liquor 
(about 7% 
alcohol) 

1.5 oz. of 
hard liquor 
(about 40% 
alcohol) 

5 oz. of 
wine 
(about 12% 
alcohol) 

= = =
Questions 0 1 2 3 4 0 

1. How often do you have a drink 
containing alcohol? 

Never Monthly 
or less 

2 to 4 
times a month

2 to 3 
 times a week 

4 or more 
times a week 

0 

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

1 or 2 3 or 4 5 or 6 7 to 9 10 or more 0 

3. How often do you have 5 or more 
drinks on one occasion? 

Never Less than 
monthly 

Monthly Weekly Daily or 
almost daily 

0 

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

Never Less than 
monthly 

Monthly Weekly Daily or 
almost daily 

0 

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

Never Less than 
monthly 

Monthly Weekly Daily or 
almost daily 

0 

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? 

Never Less than 
monthly 

Monthly Weekly Daily or 
almost daily 

0 

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

Never Less than 
monthly 

Monthly Weekly Daily or 
almost daily 

0 

8. How often during the last year 
have you been unable to remem-
ber what happened the night be
fore because of your drinking? 

Never Less than 
monthly 

Monthly Weekly Daily or 
almost daily 

0 

9. Have you or someone else been 
injured because of your drinking? 

No 0 Yes, but not in 
the last year 

0 Yes, during 
the last year 

0 

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

No 0 Yes, but not in 
the last year 

0 Yes, during 
the last year 

0 

Total 0 

Note: This questionnaire (the AUDIT) is reprinted with permission from the World Health Organization. To reflect drink serving sizes in the 
United States (14g of pure alcohol), the number of drinks in question 3 was changed from 6 to 5. A free AUDIT manual with guidelines for use in 
primary care settings is available online at www.who.org. 

Excerpted from NIH Publication No. 07-3769 National Institute on Alcohol and Alcoholism www.niaaa.nih.gov/guide 



BDI - II 
 

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. Circle the number beside the statement you have picked. If several statements in 
the group seem to apply equally well, circle 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  

0. 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  
0. 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  
0. 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  

0. 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  
0. 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  
0. 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  

0. 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.  

 
 
 
 



 
8. Self-Criticalness  

0. 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  
0. 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  

0. 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  
0. 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  

0. 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  
0. 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  

0. 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  

0. 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.  

 



16. Changes in Sleeping Pattern  
0. I have not experienced any change in my sleeping.  
1a I sleep somewhat more than usual. 
1b I sleep somewhat less than usual.  
2a I sleep a lot more than usual.  
2b I sleep a lot less than usual.  
3a I sleep most of the day.  
3b I wake up 1-2 hours early and can't get back to 

sleep.  
 

  
17. Irritability  

0. I am not more irritable than usual.  
1. I am more irritable than usual.  
2. I am much more irritable than usual.  
3. I am irritable all the time.  
 

 
18. Changes in Appetite  

0. I have not experienced any change in my 
appetite.  

1a  My appetite is somewhat less than usual.  
1b  My appetite is somewhat greater than usual.  
2a  My appetite is much less than before.  
2b  My appetite is much greater than usual.  
3a   I have no appetite at all. 
3b  I crave food all the time.  

 
 
 

19. Concentration Difficulty  
0. I can concentrate as well as ever.  
1. I can't concentrate as well as usual.  
2. It's hard to keep my mind on anything for 

very long.  
3. I find I can't concentrate on anything.  

 
 

20. Tiredness or Fatigue  
0. I am no more tired or fatigued than usual.  
1. I get more tired or fatigued more easily than usual.  
2. I am too tired or fatigued to do a lot of the things I        
      used to do.  
3. I am too tired or fatigued to do most of the  
      things I used to do.  

 
 

21. Loss of Interest in Sex  
0. I have not noticed any recent change in my    
      interest  in sex.  
1. I am less interested in sex than I used to be.  
2. I am much less interested in sex now.  
3. I have lost interest in sex completely.  

 
 

Total Score:  _______ 
  

Copyright  1996, by Aaron T. Beck. All rights reserved. 

 



Beck Anxiety 
Inventory 

Below is a list of common symptoms of anxiety.  Please carefully read each item in the list. 
Indicate how much you have been bothered by that symptom during the past month, including 
today, by circling the number in the corresponding space in the column next to each symptom. 

Not At All

0 

Mildly but it 
didn’t bother me 
much.   1

Moderately - it 
wasn’t pleasant at 
times   2

Severely – it 
bothered me a lot

3 
Numbness or tingling 

Feeling hot 

Wobbliness in legs 

Unable to relax 

Fear of worst 
happening 
Dizzy or lightheaded 

Heart pounding/racing 

Unsteady 

Terrified or afraid 

Nervous 

Feeling of choking 

Hands trembling 

Shaky / unsteady 

Fear of losing control 

Difficulty in breathing 

Fear of dying 

Scared 

Indigestion 

Faint / lightheaded 

Face flushed 

Hot/cold sweats 

Column Sum 

 Scoring - Sum each column.  Then sum the column totals to achieve a grand score. 

Write grand score here _________ . 
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