	TO BE COMPLETED BY COUNSELOR

	
	USE HISTORY
	AGE FIRST USE
	LAST USED
	ORAL
	SMOKING
	INHALATION
	INJECTION
	OTHER

	Name:
	     
	
	
	
	
	
	
	
	

	Date:
	     
	No Use

Past Mo
	1-3X

Past Mo
	1-2X 

Per Wk. Past Mo.
	3-6X 

Per Wk. Past Mo.
	Daily

Past Mo
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	
	
	
	
	
	
	

	DRUG MATRIX
	
	
	
	
	
	
	
	
	
	
	
	

	
	01. Alcohol
	     
	     
	     
	     
	     
	     
	     
	     
	     
	     
	     
	     

	(D6 
	02. Cocaine/Crack
	     
	     
	     
	     
	     
	     
	     
	     
	     
	     
	     
	     

	(D8
	03. Marijuana/Hashish
	     
	     
	     
	     
	     
	     
	     
	     
	     
	     
	     
	     

	(D1
	04. Heroin
	     
	     
	     
	     
	     
	     
	     
	     
	     
	     
	     
	     

	(D2
	05. Methadone
	     
	     
	     
	     
	     
	     
	     
	     
	     
	     
	     
	     

	(D3
	06. Other Opiates
	     
	     
	     
	     
	     
	     
	     
	     
	     
	     
	     
	     

	
	
Oxycontin
	     
	     
	     
	     
	     
	     
	     
	     
	     
	     
	     
	     

	
	
Lortab
	     
	     
	     
	     
	     
	     
	     
	     
	     
	     
	     
	     

	
	
Hydrocodone
	     
	     
	     
	     
	     
	     
	     
	     
	     
	     
	     
	     

	
	
Vicoden
	     
	     
	     
	     
	     
	     
	     
	     
	     
	     
	     
	     

	
	07. PCP
	     
	     
	     
	     
	     
	     
	     
	     
	     
	     
	     
	     

	(D9
	08. Other Hallucinogens
	     
	     
	     
	     
	     
	     
	     
	     
	     
	     
	     
	     

	
	
LSD
	     
	     
	     
	     
	     
	     
	     
	     
	     
	     
	     
	     

	
	
Mushrooms
	     
	     
	     
	     
	     
	     
	     
	     
	     
	     
	     
	     

	
	
MDMA – Ecstacy
	     
	     
	     
	     
	     
	     
	     
	     
	     
	     
	     
	     

	
	
Ketamine
	     
	     
	     
	     
	     
	     
	     
	     
	     
	     
	     
	     

	(D7
	09. Methamphetamine
	     
	     
	     
	     
	     
	     
	     
	     
	     
	     
	     
	     

	(D7
	10. Other Amphetamine
	     
	     
	     
	     
	     
	     
	     
	     
	     
	     
	     
	     

	
	11. Other Stimulants
	     
	     
	     
	     
	     
	     
	     
	     
	     
	     
	     
	     

	
	12. Benzodiazapine
	     
	     
	     
	     
	     
	     
	     
	     
	     
	     
	     
	     

	
	
Ativan
	     
	     
	     
	     
	     
	     
	     
	     
	     
	     
	     
	     

	
	13. Other Tranquilizers
	     
	     
	     
	     
	     
	     
	     
	     
	     
	     
	     
	     

	(D4
	14. Barbiturates
	     
	     
	     
	     
	     
	     
	     
	     
	     
	     
	     
	     

	(D5
	15. Other Sedative or Hypnotic
	     
	     
	     
	     
	     
	     
	     
	     
	     
	     
	     
	     

	(D10
	16. Inhalants
	     
	     
	     
	     
	     
	     
	     
	     
	     
	     
	     
	     

	
	17. Over-the-counter
	     
	     
	     
	     
	     
	     
	     
	     
	     
	     
	     
	     

	
	18. Other (specify)
	     
	     
	     
	     
	     
	     
	     
	     
	     
	     
	     
	     

	
	
Viagra
	     
	     
	     
	     
	     
	     
	     
	     
	     
	     
	     
	     

	
	
Nicotine
	     
	     
	     
	     
	     
	     
	     
	     
	     
	     
	     
	     

	
	
Caffeine
	     
	     
	     
	     
	     
	     
	     
	     
	     
	     
	     
	     

	
	
Sugar
	     
	     
	     
	     
	     
	     
	     
	     
	     
	     
	     
	     

	
	
Steroids
	     
	     
	     
	     
	     
	     
	     
	     
	     
	     
	     
	     

	
	
Ephedrine
	     
	     
	     
	     
	     
	     
	     
	     
	     
	     
	     
	     

	
	
Supplements
	     
	     
	     
	     
	     
	     
	     
	     
	     
	     
	     
	     

	
	
Dextromethorphan
	     
	     
	     
	     
	     
	     
	     
	     
	     
	     
	     
	     

	

	
	CONTINUED ON BACK


	
	(D11 – Did you use more than one substance per day?
	
	
	
	
	 FORMCHECKBOX 
  NO
	 FORMCHECKBOX 
  YES
	

	

	
	(D12 – Did you experience drug-related  problems (health, relationship, employment)?
	
	 FORMCHECKBOX 
  NO
	 FORMCHECKBOX 
  YES
	

	

	
	(A1 – How many days in the past 30 did you use alcohol (any use at all)?
	
	
	

	

	
	(A2 – How many days in the past 30 did you use alcohol (to intoxication)?
	
	
	

	

	
	(A3 – How much money would you say you spent on alcohol in the past 30 days?
	
	
	


	
	
	CHRONOLOGICAL USE HISTORY

	
	
	Alcohol
	Cannabis
	Other Drug

	Time Periods (Chronology):
	
	How Often? / Amount?
	How Often? / Amount?
	How Often? / Amount?

	Age:
	
	
	
	
	

	Age:
	
	
	
	
	

	Age:
	
	
	
	
	

	Age:
	
	
	
	
	

	Age:
	
	
	
	
	

	12 Months prior to today:
	
	
	
	

	Date Last Used:
	
	
	
	

	

	Drug of Choice: (1, 2,3)

	

	Counselor Comments:
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