
© 2009 Forest Laboratories, Inc. Printed in U.S.A. 41-1016128P 10/09 SAP# 16219

297579_L01_LR.indd   2-3297579_L01_LR.indd   2-3 1/22/10   11:47:05 AM1/22/10   11:47:05 AM



297579_L01_LR.indd   4-5297579_L01_LR.indd   4-5 1/22/10   11:47:09 AM1/22/10   11:47:09 AM



297579_L01_LR.indd   6-7297579_L01_LR.indd   6-7 1/22/10   11:47:10 AM1/22/10   11:47:10 AM



297579_L01_LR.indd   8-9297579_L01_LR.indd   8-9 1/22/10   11:47:10 AM1/22/10   11:47:10 AM



297579_L01_LR.indd   10-11297579_L01_LR.indd   10-11 1/22/10   11:47:11 AM1/22/10   11:47:11 AM



297579_L01_LR.indd   12-13297579_L01_LR.indd   12-13 1/22/10   11:47:12 AM1/22/10   11:47:12 AM



297579_L01_LR.indd   14-15297579_L01_LR.indd   14-15 1/22/10   11:47:12 AM1/22/10   11:47:12 AM



297579_L01_LR.indd   16-17297579_L01_LR.indd   16-17 1/22/10   11:47:13 AM1/22/10   11:47:13 AM



297579_L01_LR.indd   18-19297579_L01_LR.indd   18-19 1/22/10   11:47:14 AM1/22/10   11:47:14 AM



297579_L01_LR.indd   20-21297579_L01_LR.indd   20-21 1/22/10   11:47:15 AM1/22/10   11:47:15 AM



(For example, “I think clearly, I feel like making plans to do fun activities  
with my friends”)

 
(For example, “I do what I have to do, but it is a struggle to get through  
the day”)

 
(For example, “I feel like nothing matters, I feel guilty and really anxious”)

 
 

(For example, “I start to feel really tired”)

(For example, “I fight with my friends”)

 
(For example, “I talk to my friends on the phone or go to the gym”)

 
 

(For example, “I go to school every day”)

(For example, “I feel excited about a school activity again”)
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1. Note your mood most of the day:
     Happy (H)       Mad (M)       Cranky (C)       Sad (S)  

2. Sleep:  
     More (M)     Less (L)     Not at all (N)     Usual (U) 

3. How mad/sad/happy did you feel during your mood change?
    Mild (M)       Moderate (MO)       Severe (S)

4. If your mood changed, did something happen 
    before it changed?
    Yes (Y)   If yes, describe. 

5. How long did this mood last?
    5 min     15 min     30 min     60 min     1/2 day     Full day

6. What was your mood like after the event?
    Happy (H)       Mad (M)       Cranky (C)       Sad (S)

    Describe.

7. How often does  your mood change during the day?
    Minutes (M)       Hours (H)       Twice a day (D)  

Sun Mon Tues Wed Thurs Fri Sat

11. Did you drink alcohol or use drugs? (eg, marijuana)
          Yes (Y)   If yes, what was used?

12. Did anything help to improve your mood?
          Yes (Y)   If yes, describe.  

8. When angry, do you do any of the following:
swear, yell, cry, throw or destroy yours or others’
stuff, hit others or self?

    Yes (Y)   If yes, describe.

9. When you feel like you have energy, are you able
to get more projects done, do you feel creative, 
or do you feel like you don’t need sleep?

    Yes (Y)   If yes, describe.

10. Do you have thoughts of cutting or hurting yourself?
    Yes (Y)* 

13. For girls: was this behavior around the time of 
       your menstrual period?
       Yes (Y)   

14. Is there a time of year when your mood is worse?
       If yes, describe.  

Sun Mon Tues Wed Thurs Fri Sat
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Month Answer the questions below every day.  

Discuss your answers with your healthcare provider, parent, or caregiver.

Date:

Are you feeling down,

depressed, or hopeless? 

Do you have little interest

and a lack of pleasure in

doing things? 

List all the drugs, prescription

and nonprescription,

you are taking. 

 

 

 

What other signs would

you like to keep track of?* 

What positive events or

feelings happened this week? 

What is your overall

wellness today 

(as defined in Step 1)? 

M T W TH F SS M T W TH F SS

Example Week  

Week 

Total

Week 

Total

If you answer yes to a

question, check off the box

on the right for the day.

Are you feeling down, 

depressed, or hopeless?

Do you have little interest 

and a lack of pleasure 

in doing things? 

List all the drugs, prescription

and nonprescription, 

you are taking. 

 

What other signs would

you like to keep track of?* 

What positive events or

feelings happened this week? 

What is your overall

wellness today 

(as defined in Step 1)?  

If you answer yes to a

question, check off the box

on the left for the day. 

Week 

Total

M T W TH F SS M T W TH F SS Week 

Total

Week  Week  
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Date:

I went to bed last night at:

 

I got out of bed this

morning at: 

 

Last night I fell asleep in:

I woke up during the night:

(Record number of times) 
 

When I woke up for the

day, I felt: (Check one)   

Last night I slept a total of:

(Record number of hours) 
 

 

 

 

Day 1 

Day

Day 2 

Day

Day 3 

Day

Day 4 

Day

Day 5 

Day

Day 6 

Day

Day 7 

Day

PM/AM PM/AM PM/AM PM/AM PM/AM PM/AM PM/AM

PM/AM PM/AM PM/AM PM/AM PM/AM PM/AM PM/AM

Minutes Minutes Minutes Minutes Minutes Minutes Minutes

Times Times Times Times Times Times Times

Refreshed

Somewhat  
refreshed

Fatigued

Refreshed

Somewhat  
refreshed

Fatigued

Refreshed

Somewhat  
refreshed

Fatigued

Refreshed

Somewhat  
refreshed

Fatigued

Refreshed

Somewhat  
refreshed

Fatigued

Refreshed

Somewhat  
refreshed

Fatigued

Refreshed

Somewhat  
refreshed

Fatigued

Hours Hours Hours Hours Hours Hours Hours

My sleep was disturbed by:

(List any mental, emotional, 
physical, or environmental
factors that affected your
sleep; eg, nightmares,
stress, snoring, physical
discomfort, temperature)    

Important Phone Numbers

Your healthcare provider(s) Phone number 

Your pharmacy Phone number 

Person to contact in case of emergency   Phone number

Emergency medical help
911

National Suicide Prevention Lifeline
 1-800-273-TALK

About Teen Depression
 http://www.about-teen-depression.com/teen-depression.html

Families for Depression Awareness
 http://www.familyaware.org
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