	Self-report adolescent form for 13-17 ages

Glasgow Antipsychotic Side-effect Scale

Name:                                                                                              Date of Birth/ Age:                    
Sex: ☐ Male ☐ Female                                                                               Height/ Weight/ BMI: 

For girls:

Age at thelarce/menarche:                   

   Please list all medications your child is currently taking and their daily doses
   

This questionnaire asks about how you have been feeling recently. It is designed to assess possible side effects associated with the antipsychotic medication you are currently taking.
Please indicate how often you have experienced each of the following side effects during the past week. If you think that a side effect caused you discomfort or distress, please also mark the final column.

	During the past week
	
None
	
One day
	
Several days
	
Everyday
	*Please check if this side effect causes you discomfort.*

	1. I felt sleepy during the day.
	
	
	
	
	

	2. I felt dizzy or slowed down.
	
	
	
	
	

	3. I noticed that my heartbeat was unusually fast or irregular.
	
	
	
	
	

	4. I experienced muscle stiffness or muscle spasms.
	
	
	
	
	

	5. My hands or arms were shaking (trembling).
	
	
	
	
	

	6. I drooled.
	
	
	
	
	

	7. My movements or walking became slower than usual.
	
	
	
	
	

	8. I had movements of my face or body that I could not control, or other people noticed these movements.
	
	
	
	
	

	9. I started to have blurred vision.
	
	
	
	
	

	10. I had a dry mouth.
	
	
	
	
	

	11. I had difficulty urinating.
	
	
	
	
	

	12. I felt nauseated or vomited.
	
	
	
	
	

	13. I wet the bed and/or had urinary incontinence.
	
	
	
	
	

	14. I was very thirsty and/or urinated frequently.
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