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Instructions 

On the next page are a list of problems that people sometimes have in response to extremely 
stressful experiences: keeping your worst event in mind, please read each problem carefully and then circle once of the 
numbers to indicate how much you have been bothered by that problem in the past month. 

Description of the specific event you are holding in mind 

The PTSD Checklist—Civilian Version—(PCL-C)
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DOB Female Patient Name 

Provider Name Date Male 

Other
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PCL 5 

SCORING SUMMARY SHEET 

CRITERION QUESTION NUMBER TOTALS 

B 

1 2 3 4 5 

C 

6 7 

D 

8 9 10 11 12 13 14 

E 

15 16 17 18 19 20 

TOTAL 
SCORE 

Criterion B – at least one YES/NO 

Criterion C – at least one YES/NO 

Criterion D – at least two YES/NO 

Criterion E – at least two YES/NO 
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