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Address: 

	Phone #:

	

	Admission Date:

	Assessment Date:

	Start time:

	End time

	Sex:      Male  |_|     Female   |_|

	Race:

	

	Comments:

	

	

	

	






  
	                 Alcohol & Other Drug Assessment


All questions contained in this questionnaire are strictly confidential 
and will become part of your client record
	Name (Last, First, M.I.):
	
DOB:                                         Age:

	Referral Source  Probation      Parole      Employment      School    Self     Other __________

	Person Making Referral:

	Position: 

	Agency: 

	Address:

	Telephone: 

	Fax: 

	Presenting Problems(s) And/or precipitating factors leading to need for an Assessment

	

	

	

	

	

	

	

	

	

	

	

	

	

	



	History of alcohol and other drug use by client

	Which Substance(s) are the major problems?
	

	How long was your last period of voluntary abstinence from this major substance?
	

	When did this period of abstinence end?  
	

	How many times have you had:  Alcohol related withdrawal symptoms?  
	

	When did you last have:  Alcohol related withdrawal symptoms?  
	

	Have you ever overdosed on other drugs?
	

	What drug did you overdose on?
	

	How many times have you overdosed?
	

	When was your last overdose?
	

	How much money would you say you spend on Alcohol? 
                                                                                                                            
                                                                                                                     
	Alcohol Amount spent: 



	How much money would you say you spend on other drugs?
	Other Drugs Amount spent:

	How many days have you been treated on an outpatient basis for alcohol or other drugs in the past 30 days?
	

	How many AA/NA/CA meetings have you attended in the past 30 days?
	

	History of alcohol and other drug use by significant other

	Does your significant other drink or use other drugs? 
	Yes  |_|     No   |_|


	Do any of your children use alcohol or other drugs?
	Yes  |_|     No   |_|


	Does your significant other have a problem with alcohol/drugs or were you ever concerned about their use of alcohol or other drugs?
	Yes  |_|     No   |_|


	Does your significant other have concerns with your use of alcohol/drugs or were they ever concerned about your use?
	Yes  |_|     No   |_|

	Have any of your other blood-related relatives had what you would call a significant drinking and/or drug use problem?  If so please explain in comments below. 
	Yes  |_|     No   |_|

	Additional Comments (History of alcohol and other drug use by client, family members and/or significant others):

	

	

	

	

	

	

	

	

	

	

	

	


	
	Route:

1] Oral
2] Nasal 
3] Smoking
4] IV
	Age of first use.
	Last Use:
	With whom do you use?
	Amount Used:

Be specific: ie. Four shots of tequila and two beers/whatever I can get my hands on etc. 
	How often do you use?

(daily, weekly, monthly, weekends, socially, never sober etc.)
	Has your use of this substance increased/
decreased or ceased?

	Symptoms within past 12 months
 
Symptoms:  
Tolerance                         Withdrawal                           Loss of Control (explain)
	Comments:

	Alcohol-Any Use
	
	
	
	
	
	
	
	
	

	Alcohol to Intoxication
	
	
	
	
	
	
	
	
	

	Barbiturates

	
	
	
	
	
	
	
	
	

	Cannabis
	
	
	
	
	
	
	
	
	

	Crack/Cocaine
	
	
	
	
	
	
	
	
	

	Hallucinogens
	
	
	
	
	
	
	
	
	

	Heroin
	
	
	
	
	
	
	
	
	

	Inhalants
	
	
	
	
	
	
	
	
	

	Methadone
	
	
	
	
	
	
	
	
	

	Other Opiates
	
	
	
	
	
	
	
	
	

	Other Sedative/ Tranquilizers
	
	
	
	
	
	
	
	
	

	More Than One Substance Per Day Including Alcohol
	
	
	
	
	
	
	
	
	



	Family Alcohol and Other Drug Use

	
	Problem?
	Substance Used
	
	Problem?
	Substance Used

	Father
	Yes  |_|     No   |_|
	
	Grandmother
Maternal
	Yes  |_|     No   |_|
	

	Mother
	Yes  |_|       No |_|
	
	Grandfather
Maternal
	Yes  |_|     No   |_|
	

	Brother #1
	[bookmark: Check3]Yes  |_|     No   |_|
	
	Grandmother
Paternal
	Yes  |_|     No   |_|
	

	Brother #2

	Yes  |_|     No   |_|
	
	Grandfather
Paternal
	Yes  |_|     No   |_|
	

	Sister #1

	Yes  |_|     No   |_|
	
	Aunt
Paternal
	Yes  |_|     No   |_|
	

	Sister #2

	Yes  |_|     No   |_|
	
	Uncle
Paternal
	Yes  |_|     No   |_|
	

	Aunt
Maternal
	Yes  |_|     No   |_|
	
	
	Yes  |_|     No   |_|

	

	Uncle
Maternal
	Yes  |_|     No   |_|
	
	
	Yes  |_|     No   |_|
	

	HISTORY OF TREATMENT FOR ALCOHOL OR OTHER DRUG ABUSE


	Have you ever received treatment for Alcohol or Other Drugs?            Yes  |_|     No   |_|
If yes fill in the information below

	Name of facility you received treatment
	Type of Treatment
	Dates of Treatment
	  Successful Completion?

	
	
	
	Yes  |_|     No   |_|

	
	
	
	Yes  |_|     No   |_|

	
	
	
	Yes  |_|     No   |_|

	Additional Comments (HISTORY OF TREATMENT FOR ALCOHOL OR OTHER DRUG ABUSE):

	

	

	

	

	

	

	

	

	

	

	

	

	

	

	

	

	

	

	Medical History

	Are you currently taking any prescription medication?  Yes  |_|     No  |_|
                                 

	Are you currently taking any over-the-counter medication including herbal supplements?   Yes  |_|     No  |_|
                      

	If yes, please fill in the information below.

	Prescription Medication
	Strength
	Frequency Taken
	Reason for Medication

	
	
	
	

	
	
	
	

	
	
	
	

	
	
	
	

	Over the counter Medication/including herbal supplements.
	Strength
	Frequency Taken
	Reason for Medication

	
	
	
	

	
	
	
	

	
	
	
	

	
	
	
	

	Allergies to Medications?
	Yes  |_|     No  |_|

	Allergies to foods?
	Yes  |_|     No  |_|

	Any other allergies?
	Yes  |_|     No  |_|

	If yes, please fill in the information below
	

	Medications/foods/other
	Reactions 

	
	

	
	

	
	

	
	

	
	

	Check if you have, or have had, any problems in the following areas:

	|_|
	Skin 
	|_|
	Chest/Heart      
	|_|
	Recent changes in:      

	|_|
	Head/Neck      
	|_|
	Back      
	|_|
	Weight      

	|_|
	Ears      
	|_|
	Intestinal  
	|_|
	Energy level      

	|_|
	Nose      
	|_|
	Bladder Stomach      
	|_|
	Ability to sleep      

	|_|
	Throat      
	|_|
	Bowel      
	|_|
	Other pain/discomfort: 

	|_|
	Lungs      
	|_|
	Circulation      
	
	

	

	List any medical problems doctors have diagnosed:

	

	

	

	

	

	

	

	

	

	

	

	

	

	

	Surgeries

	Year
	Reason
	Hospital

	     
	     
	     

	     
	     
	     

	     
	     
	     

	     
	     
	     

	Other hospitalizations

	Year
	Reason
	Hospital

	     
	     
	     

	     
	     
	     

	     
	     
	     

	     
	     
	     

	Additional Comments (Medical History):

	

	

	

	

	

	

	

	

	

	

	

	

	

	

	

	

	

	

	

	

	

	

	

	

	




	Education History

	Highest Grade Completed
	 |_| 1st      |_| 2nd      |_| 3rd      |_| 4th      |_| 5th      |_| 6th      |_| 7th      |_|  8th 
       
 |_| 9th     |_| 10th  |_|11th    |_| 12th                 |_| Some College  

 |_| Associate Degree        |_| Bachelor Degree        

 |_| Masters or Doctorate Degree  

 |_| Technical/Trade School                           |_| Unknown

	Was a GED earned? 
	Yes  |_|     No  |_| 


	High School(s):
	 

	From:

To: 
	Did you graduate? Yes  |_|     No  |_| 
If no explain:

	Comments: 

	College(s)

	From:

To: 
	Did you graduate? Yes  |_|     No  |_| 
If no explain:

	Comments: 

	Name of School if attending:
	

	What grade are you currently in?
	

	What kind of grades do you normally get?			
	

	Has there been in changes in grades?
	Yes  |_|     No  |_|

If yes explain:



	School issues (disruptive, poor concentration, difficulty with teachers, difficulty with peers etc. 
	Yes  |_|     No  |_|

If yes explain:



	Type of schooling: (regular, IEP, alternative, homeschooling, etc. 
	

	List of school activities, clubs, sports, etc. 
	


	Substance use before/during school?
	Yes  |_|     No  |_|

If yes explain:



	If truant (skipping school), describe use on those day:
	




	Did you experience any problem as a result of alcohol or drug use in school such as:

	Bad Grades/Drop in grades?
	Yes  |_|     No  |_|

If yes explain:



	Truancy (skipping school)/ Tardiness (late)?
	Yes  |_|     No  |_|

If yes explain:



	Poor choice of friends?
	Yes  |_|     No  |_|

If yes explain:



	Conduct/Discipline?
	Yes  |_|     No  |_|

If yes explain:




	Dropped out, expelled, detentions or suspensions?
	Yes  |_|     No  |_|

If yes explain:




	Additional Comments (Educational History):

	

	

	

	

	

	

	

	

	

	

	

	

	

	

	

		

	

	

	

	

	

	

	

	

	

	Employment History

	How many jobs have you had in your lifetime:

	Current/Previous Employment (most recent first)

	Current Job:
	Is the use of Alcohol or Other Drugs causing problems at work or has your AOD use caused problems in the past? If yes explain below.
 Yes  |_|     No  |_| 

	Responsibilities:


	Work Problems:

	Previous Job:
	Is the use of Alcohol or Other Drugs causing problems at work or has your AOD use caused problems in the past? If yes explain below. 
Yes  |_|     No  |_| 

	Responsibilities:


	Work Problems:

	Previous Job:
	Is the use of Alcohol or Other Drugs causing problems at work or has your AOD use caused problems in the past? If yes explain below.
 Yes  |_|     No  |_| 

	Responsibilities:

	Work Problems:

	Previous Job:
	Is the use of Alcohol or Other Drugs causing problems at work or has your AOD use caused problems in the past? If yes explain below. 
Yes  |_|     No  |_| 

	Responsibilities:

	Work Problems:

	Have you ever quit a job knowing you were going to be fired? Yes  |_|     No  |_|
Explain:

	If you are unemployed. How long have you been unemployed?  __________
Explain:

	Are you actively seeking employment? Yes  |_|     No  |_|
Explain:

	Have you ever missed work due to Alcohol or Other drug use? Yes  |_|     No  |_|
Explain:

	Have you ever gone to work under the influence of Alcohol or Other drugs? Yes  |_|     No  |_|
Explain:

	
Did you serve in the military?   Yes  |_|     No  |_|
	
Length of Service:    


	Were you involved in Combat? Yes  |_|     No  |_|
	Type of discharge:

	Did you drink alcohol or used drugs while in the military? Yes  |_|     No  |_|
	Explain military use:

	Did you experience any problems as a result of your alcohol or drug use in the military?
 Yes  |_|     No  |_|
	Explain problems from alcohol or drug use while in the military:


	Did you participate in chemical dependency treatment while in the military: Yes  |_|     No  |_|
	Explain chemical dependency treatment while in the military:


	Additional Comments (Employment History): 

	

	

	

	

	

	

	

	

	

	Legal History

	  Are you currently on Probation?    Name of Probation Officer: 
	 Yes  |_|     No  |_| 

	  Are you currently on Parole?         Name of Parole Officer: 
	 Yes  |_|     No  |_| 

	  Do you have any pending legal charges?  Court Date:     
	 Yes  |_|     No  |_| 

	Have you ever been arrested or charged with the following?

	Year
	Charge
	Alcohol or Other Drugs involvement?

	     
	Arson
	Yes  |_|     No  |_|

	     
	Assault
	Yes  |_|     No  |_|

	     
	Burglary/Larceny/B & E
	Yes  |_|     No  |_|

	     
	Contempt of Court
	Yes  |_|     No  |_|

	     
	Disorderly Conduct
	Yes  |_|     No  |_|

	     
	Domestic Violence
	Yes  |_|     No  |_|

	     
	Driving While Intoxicated
	Yes  |_|     No  |_|

	     
	Drug Charges
	Yes  |_|     No  |_|

	     
	Forgery
	Yes  |_|     No  |_|

	     
	Homicide/Manslaughter
	Yes  |_|     No  |_|

	     
	Major Driving Violations
	Yes  |_|     No  |_|

	     
	Parole/Probation Violations
	Yes  |_|     No  |_|

	     
	Prostitution
	Yes  |_|     No  |_|

	     
	Public Intoxication
	Yes  |_|     No  |_|

	     
	Rape
	Yes  |_|     No  |_|

	     
	Robbery
	Yes  |_|     No  |_|

	     
	Shoplifting/Vandalism
	Yes  |_|     No  |_|

	     
	Vagrancy
	Yes  |_|     No  |_|

	     
	Weapons Offense 
	Yes  |_|     No  |_|

	     
	Other Offense not listed: 
	Yes  |_|     No  |_|

	Which of the above resulted in convictions? 

	How much time have you been incarcerated in your lifetime?

	Have you engaged in illegal activities for profit?	

	Additional Comments (Legal History):

	

	

	

	

	Psychiatric History

	How many times have you been treated for any psychological or emotional problems?

	
In a hospital or inpatient setting? _______________________________________

Outpatient or Private Practice? _________________________________________


	Have you had a significant period of time(that was not a direct result of alcohol/drug use) in which you have:

Experienced Depression?
	


Yes  |_|     No  |_|

	Experienced Anxiety/Tension?
	Yes  |_|     No  |_|

	Experienced Hallucinations?	
	Yes  |_|     No  |_|

	Experienced Trouble Understanding, Concentrating or Remembering?
	Yes  |_|     No  |_|

	Experienced Trouble Controlling Violent Behavior?
	Yes  |_|     No  |_|

	Experienced Thoughts of Suicide?
	Yes  |_|     No  |_|

	Attempted Suicide?	
	Yes  |_|     No  |_|

	Been Prescribed Medication for Any Psychological Problems?	
	Yes  |_|     No  |_|

	How often have you experienced these psychological problems?                      
	

	Have you ever been emotionally abused?  If yes, Explain:

	Yes  |_|     No  |_|

	Have you ever been abused physically? If yes, Explain:
	Yes  |_|     No  |_|

	Additional Comments (Psychiatric History):

	

	

	

	

	

	

	

	

	

	

	Mental Status Screen

	Appearance                                              Motor Activity                                         Mood

	|_|     Well groomed                                 |_|     Calm                                                |_|     Euthymic         

	|_|     Disheveled                                      |_|     Overactive                                      |_|     Depressed

	|_|     Seductive                                        |_|     Poor Coordination                         |_|     Anxious

	|_|     Meticulous                                      |_|     Tremors                                           |_|    Euphoric

	|_|     Depressed                                      |_|      Motor Retardation                          |_|    Other

	|_|     Bizarre/Eccentric                           |_|      Other

	|_|      Other

	Attitude                                                          Affect                                                               Speech

	|_|     Cooperative                                   |_|     Appropriate                                      |_|     Normal

	|_|     Uncooperative                                   |_|     Flat                                                    |_|     Delayed

	|_|     Guarded                                         |_|     Labile                                                |_|     Soft

	|_|      Suspicious                                   |_|      Anxious/Worrisome                        |_|     Loud

	|_|     Belligerent                                     |_|      Expansive                                        |_|     Slurred

	|_|     Angry                                             |_|      Other                                                 |_|     Excessive

	|_|     Other                                                                                                                   |_|     Pressured

	Thought content

	Hallucinations    |_| Not Present           |_|  Present      |_| Auditory          |_| Visual                |_| Olfactory

	Delusions            |_| Not Present          |_|  Present      |_| Persecutory     |_| Controlled        |_| Grandiose

	Suicide                |_| Not Present           |_|  Present      |_| Plan                 |_| Means

	Homicide             |_| Not Present          |_|  Present      |_| Plan                  |_| Means

	Orientation          |_| Time                      |_|  Place          |_| Person                

	Memory/Recent  |_| Intact                     |_|  Impaired     |_| Confabulation

	Memory/Remote |_| Intact                     |_|  Impaired    |_| Amnesia

	Intellect                |_| Above Average    |_| Average      |_| Below Average

	Family History

	Marital Status:     |_| Married         |_|  Widowed  |_| Divorced  |_| Significant Relationship   
|_|  Remarried    |_| Separated     |_| Single

	Has your Alcohol or other Drug use affected your Relationship or has your AOD use affected your relationships in the past? Yes  |_|     No  |_|

How?


	Are you satisfied with your current relationship?                           Yes  |_|     No  |_|

Why or Why not?

	Current living arrangement:

 |_| With spouse                                                 |_| Homeless
 |_| With sexual partner and children                 |_| With Friends                             |_| With parents  
 |_| With sexual partner                                      |_| Alone                                        |_| With family 
 |_| With children alone                                       |_|No stable arrangement             |_| Controlled environment

	Are you satisfied with these arrangements?

Why or Why Not?

	Yes  |_|     No  |_|

	Do you live with someone who uses Alcohol or Other Drugs?
	Yes  |_|     No  |_|

	With whom do you spend most of your free time?      |_|    Family  |_|  Friends  |_|  Alone
Do they use Alcohol or other drugs? 

	
Yes  |_|     No  |_|

	How many close friends do you have? ______________________________________________________                               

	Have you had problems getting along with any of your family members and/or friends due to your or their Alcohol or other drug use?  If yes Explain:


	Yes  |_|     No  |_|

	Do you avoid family and/or friends due to your or their Alcohol or other drug use? If yes Explain:
	Yes  |_|     No  |_|

	Do you feel isolated due to your or their Alcohol or other drug use? If yes Explain:



	Yes  |_|     No  |_|

	Who do you feel influenced you the most while growing up? How or Why?

	Number of Children in family you grew up with (who lived in your home)?

	What was your birth order?

	Were both parents in the home?
	Yes  |_|     No  |_|

	If both parents were not in the home which was the primary caregiver? 
	

	If neither parent was in the home who raised you?
	

	Was your family stable or dysfunctional (by your definition)?

	Why do you consider it stable or dysfunctional?

	Additional Comments (Family History):

	

	

	

	

	

	

	

	

	

	

	

	

	

	Sexual History

	Sexual Orientation

|_|    Heterosexual         |_|    Homosexual      |_|    Bisexual   

	At what age did you first start having sex?


	When you are sexually active do you use condoms?  
	|_| Sometimes
	|_| Always
	|_| Never

	What other type of contraceptives are used? 
|_| Birth control pill             |_| IUD                     |_| Diaphragm                |_| Other ______________________
|_| Norplant                          |_| Depo Prevara    |_|  Rhythm method 

	Have you ever forced someone to engage in sex when they did not want to?
	Yes  |_|     No  |_|

	Have you ever been sexually abused or forced to perform sexual acts?  
Explain: ____________________________________________________________
___________________________________________________________________
___________________________________________________________________

	Yes  |_|     No  |_|

	Have you ever been sexually active when not under the influence of alcohol or other drugs?
	Yes  |_|     No  |_|

	Are you more sexually promiscuous when under the influence of alcohol or other drugs?
	Yes  |_|     No  |_|

	Have you ever traded sex for food, drugs/alcohol, money or a place to stay? 
	Yes  |_|     No  |_|

	Have you ever tested positive for HIV or other sexually transmitted infections?  Explain: _____________________________________________________________________________________________________________________________________________________________________________________________________________________
_______________________________________________________________________

	Yes  |_|     No  |_|

	Additional Comments (Sexual History):

	

	

	

	

	

	

	

	

	Religious/Spiritual Orientation

	What is your religious or spiritual affiliation

|_| Protestant     |_| Catholic     |_| Jewish     |_| ___Islam   |_| Buddhist  |_| Christian   |_| Other_____________ 
                                                                                                                                                           Please name

	Presently, are you involved with religious/spiritual activities?
	Yes  |_|     No  |_|

	Do you have a higher power or spiritual beliefs?  Please describe below: 

	

	

	

	Strengths/Assets

	What do you believe are your strengths/assets:__________________________________________________________
______________________________________________________________________________________________________________________________________________________________________________________________
What does the clinician believe are the client’s strengths/assets which will help them achieve sobriety: _____________
_____________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________

	Weaknesses/Limitations

	What do you believe are your weaknesses/limitations:_____________________________________________________
______________________________________________________________________________________________________________________________________________________________________________________________
What does the clinician believe are the client’s weaknesses/limitations that will interfere with sobriety: ______________________________________________________________________________________________
______________________________________________________________________________________________________________________________________________________________________________________________


				
_____________________________________________________                                      _______________
Signature and Credentials of Staff Person Completing Assessment                                      Date 
____________________________________________________                                        _______________
Clinical Supervisor, if applicable                                                                                                   Date
	
	
	
	

	




















	
	
	



	                        Recommendations for treatment
	
	

	Level of care recommended:____________________________________________________________

Level of care placed:__________________________________________________________________
	
	

	If not placed in level of care recommended, check reasons below:

                                           ____Waiting list                                    ____ Level of care offered, client not able 
                                                                                                                   to attend

                                           ____Level of care not available           ____Client refuses level of care

Comments:_______________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________

	





	DSM Diagnosis



	Signs and Symptoms Justifying Diagnosis:_______
____________________________________________
____________________________________________
____________________________________________
____________________________________________
____________________________________________
____________________________________________
____________________________________________


DSM Diagnostic Code and Written Description:                 
                                            
Axis I: ___________________________________
Axis II: __________________________________                                                                                                     
Axis III: __________________________________
Axis IV: __________________________________
Axis V: ___________________________________

 ___________________________________________________                ____________                    
 Signature and Credentials of Staff Person Rendering Diagnosis               Date
____________________________________________________               ____________
Counter-signature and Credentials, if required                                            Date               

[bookmark: _GoBack]Master Problem List for Individualized Treatment Plan
Based on Problems Identified from the Assessment
1. ___________________________ 	|_| Address in ITP 
|_| Referred in ITP
|_| Deferred until later
|_| Receiving services at _______________________
2. ___________________________ 	|_| Address in ITP 
|_| Referred in ITP
|_| Deferred until later
|_| Receiving services at _______________________
3. ___________________________ 	|_| Address in ITP 
|_| Referred in ITP
|_| Deferred until later
|_| Receiving services at _______________________
4. ___________________________ 	|_| Address in ITP 
|_| Referred in ITP
|_| Deferred until later
|_| Receiving services at _______________________
5. ___________________________ 	|_| Address in ITP 
|_| Referred in ITP
|_| Deferred until later
|_| Receiving services at _______________________
6. ___________________________ 	|_| Address in ITP 
|_| Referred in ITP
|_| Deferred until later
|_| Receiving services at _______________________
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