	Part B of the Universal Biopsychosocial

(To be completed by the consumer)

	

	Thank you for completing this form.  Please take your time and complete all questions/areas to the best of your ability.    Incomplete, missing, unclear, false, or misleading information on the form will delay the screening process.  If you need assistance, be sure to ask.

	

	

	In order to complete this form as an online fill-in process, use the "tab" feature to proceed through the highlighted areas.

	

	

	NAME:
	     
	
	     
	
	     
	
	     

	
	(Last)
	
	
	(First)
	(Middle)
	
	
	Maiden
	

	
	
	
	
	
	

	Physical Address:
	     
	City
	     
	State:
	     
	Zip:
	     

	Mailing Address:
	     
	City
	     
	State:
	     
	Zip:
	     

	Phone Number:
	     
	
	Email Address:
	     

	Person to Notify in Case of Emergency:
	
	Relationship:
	

	Address:
	
	Phone Number:
	

	
	

	
	 - Birth Date:
	     
	
	Age:
	     
	
	             Gender:
	 FORMCHECKBOX 
Female
	 FORMCHECKBOX 
Male

	
	Social Security Number:
	
	
	
	Montana Resident?   FORMCHECKBOX 
 Yes    FORMCHECKBOX 
 No

	

	
	         Race & Ethnic Background:
	
	
	Tribal Affiliation:
	

	
	(Have you been in a controlled environment in the last 30 days?
	

	

	
	 FORMCHECKBOX 

	No
	 FORMCHECKBOX 

	Jail
	
	 FORMCHECKBOX 

	Alcohol/Drug Treatment

	
	 FORMCHECKBOX 

	Medical Treatment
	 FORMCHECKBOX 

	Psychiatric Treatment
	
	 FORMCHECKBOX 

	Other 

	If "Other", please specify:
	     

	
	     

	
	     

	
	(For how many days?
	     

	
	

	PROBATION OFFICER:

	
	Name:
	
	City:
	

	
	Phone Number:
	
	
	Cell Number:
	

	
	
	
	

	
	DOC ID# (If applicable):
	
	

	
	Current Legal Charges:
	

	
	
	

	
	
	

	
	Sentenced to:
	
	Date Sentenced:
	

	
	

	
	Are you required to register as a:
	
	

	
	
	Sex Offender:
	 FORMCHECKBOX 

	NO
	 FORMCHECKBOX 

	YES
	
	

	
	
	Violent Offender:
	 FORMCHECKBOX 

	NO
	 FORMCHECKBOX 

	YES
	
	

	

	CHILD AND FAMILY SERVICES SOCIAL WORKER (if applicable):

	
	Name:
	
	City:
	

	
	Phone Number
	
	
	Cell Number:
	

	
	


	Alcohol and Drug History (ASAM D.1)

	Have you used any alcohol/other drugs in the past two weeks?
	 FORMCHECKBOX 

	NO
	 FORMCHECKBOX 

	YES

	
	If "yes" please indicate the following:
	

	

	
	What?
	
	How Much?
	
	Last used?

	
	     
	
	     
	
	     

	
	     
	
	     
	
	     

	
	     
	
	     
	
	     

	
	     
	
	     
	
	     

	

	Have you ever experienced any kind of withdrawal symptoms after stopping alcohol/other drug use?
	 FORMCHECKBOX 

	NO
	 FORMCHECKBOX 

	YES

	
	If "yes" please mark those that apply and fill in the description questions below:

	 FORMCHECKBOX 

	Agitation
	 FORMCHECKBOX 

	Fatigue
	 FORMCHECKBOX 

	Muscle Aches
	 FORMCHECKBOX 

	Sweating

	 FORMCHECKBOX 

	Anxiety
	 FORMCHECKBOX 

	Hallucinations
	 FORMCHECKBOX 

	Nausea/Vomiting
	 FORMCHECKBOX 

	Unpleasant Dreams

	 FORMCHECKBOX 

	Cravings
	 FORMCHECKBOX 

	Hand Tremors
	 FORMCHECKBOX 

	Seizures
	
	

	 FORMCHECKBOX 

	Decreased Appetite
	 FORMCHECKBOX 

	Inability to Concentrate
	 FORMCHECKBOX 

	Sleep Problems
	
	

	 FORMCHECKBOX 

	Depressed Mood
	 FORMCHECKBOX 

	Increased Appetite
	 FORMCHECKBOX 

	Slight Tremors
	
	

	

	Description questions:  

	1.
	Following the use of which chemicals did you experience withdrawal symptoms?
	     

	2.
	How long did the symptoms last? 
	     

	3.
	Did you need or receive medical attention?
	 FORMCHECKBOX 
  NO
	 FORMCHECKBOX 
  YES
	If so, what kind?
	     

	
	

	Have you used alcohol/other drugs until you have passed out or had a “black out”?
	 FORMCHECKBOX 

	NO
	 FORMCHECKBOX 

	YES

	If "yes", when:
	     

	
	

	Are you currently feeling physically ill because of your alcohol/other drug use?
	 FORMCHECKBOX 

	NO
	 FORMCHECKBOX 

	YES

	If "yes", what are your symptoms now?
	     

	
	     

	
	

	Have you overdosed on alcohol/other drugs?
	 FORMCHECKBOX 

	NO
	 FORMCHECKBOX 

	YES

	If "yes", when:
	     

	
	     

	
	

	Were you hospitalized as a result?
	 FORMCHECKBOX 

	NO
	 FORMCHECKBOX 

	YES

	If "yes", when and where:
	     

	
	     

	
	

	Have you been detoxified in a hospital or other setting from alcohol/other drugs?
	 FORMCHECKBOX 

	NO
	 FORMCHECKBOX 

	YES

	If "yes", when and where:
	     

	
	

	
	

	Counselor's Comments

	
	     

	
	     

	
	     

	
	     

	


	

	

	Medical History (ASAM D2)

	Date of your most recent physical exam:
	     
	

	Findings?
	     

	
	     

	
	

	Do you have any history of head injuries?
	 FORMCHECKBOX 

	NO
	 FORMCHECKBOX 

	YES

	If "yes", please explain:
	     

	
	     

	
	

	Do you have medical issues that cause you problems in your everyday life?
	 FORMCHECKBOX 

	NO
	 FORMCHECKBOX 

	YES

	If "yes", please explain:
	     

	
	     

	
	

	(
	How many days in the past 30 days have you experienced medical problems?
	     

	
	

	(
	How troubled or bothered have you been in the past 30 days by these medical problems?

	

	
	 FORMCHECKBOX 
 Not at all
	
	 FORMCHECKBOX 
 Slightly
	
	 FORMCHECKBOX 
 Moderately
	
	 FORMCHECKBOX 
 Considerably
	
	 FORMCHECKBOX 
 Extremely

	

	(
	How important to you now is treatment for these medical problems?

	

	
	 FORMCHECKBOX 
 Not at all
	
	 FORMCHECKBOX 
 Slightly
	
	 FORMCHECKBOX 
 Moderately
	
	 FORMCHECKBOX 
 Considerably
	
	 FORMCHECKBOX 
 Extremely

	

	Do you experience any health issues related to your use of alcohol/other drugs?
	 FORMCHECKBOX 

	NO
	 FORMCHECKBOX 

	YES

	If "yes", please explain:
	     

	
	     

	
	

	Do you smoke?
	 FORMCHECKBOX 

	NO
	 FORMCHECKBOX 

	YES

	If "yes", how much and how often:
	     

	
	     


	
	

	Do you chew tobacco?
	 FORMCHECKBOX 

	NO
	 FORMCHECKBOX 

	YES

	If "yes", how much and how often:
	     

	
	     

	
	

	(
	Have you been prescribed medication for any psychological or emotional problems?
	 FORMCHECKBOX 

	NO
	 FORMCHECKBOX 

	YES

	If "yes ", please list:
	     

	
	     

	
	

	Are you currently taking medications?
	 FORMCHECKBOX 

	NO
	 FORMCHECKBOX 

	YES

	If "yes", please list all of the medications that you are currently taking:

	

	
	     
	
	     
	
	     
	

	
	     
	
	     
	
	     
	

	
	     
	
	     
	
	     
	

	


	I am allergic or have had reacted to the following:

	
	NO
	
	YES
	
	
	NO
	
	YES

	Local anesthetics
	 FORMCHECKBOX 

	
	 FORMCHECKBOX 

	
	Barbiturates, sedatives or sleeping pills
	 FORMCHECKBOX 

	
	 FORMCHECKBOX 


	Penicillin
	 FORMCHECKBOX 

	
	 FORMCHECKBOX 

	
	Aspirin
	 FORMCHECKBOX 

	
	 FORMCHECKBOX 


	Other Antibiotics
	 FORMCHECKBOX 

	
	 FORMCHECKBOX 

	
	Food
	 FORMCHECKBOX 

	
	 FORMCHECKBOX 


	Other:
	 FORMCHECKBOX 

	
	 FORMCHECKBOX 

	
	
	
	
	

	
	     

	
	     

	
	     

	

	Have you ever or currently have the following medical problems?  Please check those that apply:

	
	
	
	
	
	
	
	
	

	
	Present
	
	Past
	
	
	Present
	
	Past

	Anemia
	 FORMCHECKBOX 

	
	 FORMCHECKBOX 

	
	Tumor/Cancer/Cyst
	 FORMCHECKBOX 

	
	 FORMCHECKBOX 


	Asthma
	 FORMCHECKBOX 

	
	 FORMCHECKBOX 

	
	Radiation Therapy
	 FORMCHECKBOX 

	
	 FORMCHECKBOX 


	Back Problems
	 FORMCHECKBOX 

	
	 FORMCHECKBOX 

	
	Weakness/Paralysis
	 FORMCHECKBOX 

	
	 FORMCHECKBOX 


	Chronic Pain
	 FORMCHECKBOX 

	
	 FORMCHECKBOX 

	
	Tetanus Immunization
	 FORMCHECKBOX 

	
	 FORMCHECKBOX 


	Depression
	 FORMCHECKBOX 

	
	 FORMCHECKBOX 

	
	Abnormal Heart Condition
	 FORMCHECKBOX 

	
	 FORMCHECKBOX 


	Diabetes
	 FORMCHECKBOX 

	
	 FORMCHECKBOX 

	
	Chest Pain
	 FORMCHECKBOX 

	
	 FORMCHECKBOX 


	Epilepsy/Seizures
	 FORMCHECKBOX 

	
	 FORMCHECKBOX 

	
	Kidney Trouble
	 FORMCHECKBOX 

	
	 FORMCHECKBOX 


	Fainting/Dizzy Spells
	 FORMCHECKBOX 

	
	 FORMCHECKBOX 

	
	Abnormal Bleeding
	 FORMCHECKBOX 

	
	 FORMCHECKBOX 


	Glaucoma/Eye Problems
	 FORMCHECKBOX 

	
	 FORMCHECKBOX 

	
	Inflammatory Rheumatism
	 FORMCHECKBOX 

	
	 FORMCHECKBOX 


	Hepatitis A
	 FORMCHECKBOX 

	
	 FORMCHECKBOX 

	
	Hemophilia
	 FORMCHECKBOX 

	
	 FORMCHECKBOX 


	Hepatitis B
	 FORMCHECKBOX 

	
	 FORMCHECKBOX 

	
	Sinus Condition
	 FORMCHECKBOX 

	
	 FORMCHECKBOX 


	Hepatitis C
	 FORMCHECKBOX 

	
	 FORMCHECKBOX 

	
	Thyroid
	 FORMCHECKBOX 

	
	 FORMCHECKBOX 


	Headaches/Migraines
	 FORMCHECKBOX 

	
	 FORMCHECKBOX 

	
	Replacement (knee, hip, joint)
	 FORMCHECKBOX 

	
	 FORMCHECKBOX 


	Hearing Difficulty
	 FORMCHECKBOX 

	
	 FORMCHECKBOX 

	
	Liver Disease
	 FORMCHECKBOX 

	
	 FORMCHECKBOX 


	High Cholesterol
	 FORMCHECKBOX 

	
	 FORMCHECKBOX 

	
	Chickenpox Immunization
	 FORMCHECKBOX 

	
	 FORMCHECKBOX 


	HIV/AIDS
	 FORMCHECKBOX 

	
	 FORMCHECKBOX 

	
	MMR Immunization
	 FORMCHECKBOX 

	
	 FORMCHECKBOX 


	Immune Deficiency/Lupus
	 FORMCHECKBOX 

	
	 FORMCHECKBOX 

	
	TB test
	 FORMCHECKBOX 

	
	 FORMCHECKBOX 


	Dental Problems
	 FORMCHECKBOX 

	
	 FORMCHECKBOX 

	
	Pneumonia Immunization
	 FORMCHECKBOX 

	
	 FORMCHECKBOX 


	Hepatitis Immunization
	 FORMCHECKBOX 

	
	 FORMCHECKBOX 

	
	
	
	
	

	Blood Pressure:
	 FORMCHECKBOX 

	
	 FORMCHECKBOX 

	
	
	
	
	

	
	 FORMCHECKBOX 
   High
	
	
	
	
	
	
	
	

	
	 FORMCHECKBOX 
   Low
	
	
	
	
	
	
	
	

	
	 FORMCHECKBOX 
   Normal
	
	
	
	
	
	

	Any Heart Condition:
	 FORMCHECKBOX 

	
	 FORMCHECKBOX 

	
	
	

	
	Please list:
	
	
	

	
	     
	
	
	

	
	     
	
	
	

	
	     
	
	
	

	Sexually Transmitted Disease:
	 FORMCHECKBOX 

	
	 FORMCHECKBOX 

	
	
	

	
	Please list:
	
	
	

	
	     
	
	
	

	
	     
	
	
	

	
	     
	
	
	

	

	Have you been hospitalized for any medical reasons in the past five years?
	 FORMCHECKBOX 

	NO
	 FORMCHECKBOX 

	YES

	Where?
	     
	For What?
	     

	When?
	     

	


	Do you have current medical providers?
	 FORMCHECKBOX 

	NO
	 FORMCHECKBOX 

	YES

	If no, do you need one?
	 FORMCHECKBOX 

	NO
	 FORMCHECKBOX 

	YES

	If "yes", please list either the clinic name or the physician:
	     

	
	     

	
	

	Are you or do you suspect that you are pregnant?
	 FORMCHECKBOX 

	NO
	 FORMCHECKBOX 

	YES

	If "yes", when is the baby's due date? 
	     

	Name of physician overseeing pregnancy:
	     

	# of pregnancies
	     
	
	# of miscarriages
	     
	
	# of abortions
	     
	
	# of adoptions
	     

	
	

	Any complications during pregnancies/deliveries?
	 FORMCHECKBOX 

	NO
	 FORMCHECKBOX 

	YES

	If "yes", please explain:
	     

	
	     

	
	

	Do you have a disability?
	 FORMCHECKBOX 

	NO
	 FORMCHECKBOX 

	YES

	If "yes", please indicate by checking the following:
	 FORMCHECKBOX 

	Reading
	
	 FORMCHECKBOX 

	Learning
	
	 FORMCHECKBOX 

	Psychiatric

	
	 FORMCHECKBOX 

	Physical
	
	 FORMCHECKBOX 

	Other
	

	If Other, please explain:
	     

	
	

	Have you ever needed reasonable accommodation for the above?
	 FORMCHECKBOX 

	NO
	 FORMCHECKBOX 

	YES

	If "yes", please explain:
	     

	
	     

	
	

	Counselor's Comments

	
	     

	
	     

	
	     

	
	     

	

	

	

	Mental Health (ASAM D3) 
	

	Have you ever been referred for mental health counseling?
	 FORMCHECKBOX 

	NO
	 FORMCHECKBOX 

	YES

	

	Have you ever talked to a psychiatrist, psychologist, therapist, social worker, or counselor about an emotional problem?
	 FORMCHECKBOX 

	NO
	 FORMCHECKBOX 

	YES

	If "yes", please list when and where services were received (and providers):
	     

	
	     

	
	

	
	In the past 30 days, have you had a significant period of time in which you have experienced serious depression?
	 FORMCHECKBOX 

	NO
	 FORMCHECKBOX 

	YES

	If "yes", please explain:
	     

	
	     

	
	

	
	In the past 30 days, have you had a significant period of time in which you have experienced, anxiety or tension?
	 FORMCHECKBOX 

	NO
	 FORMCHECKBOX 

	YES

	If "yes", please explain:
	     

	
	     

	
	


	Have you ever been advised to take medication for anxiety, depression, hearing voices, or for any other emotional problem?
	 FORMCHECKBOX 

	NO
	 FORMCHECKBOX 

	YES

	If "yes", please list when and where services were received (and providers):
	     

	
	     

	
	

	Have you ever/currently been diagnosed with any of the following mental health disorders? 

	
	 FORMCHECKBOX 

	Alcoholism
	
	 FORMCHECKBOX 

	Gambling Addiction
	

	
	 FORMCHECKBOX 

	Anxiety Disorder
	
	 FORMCHECKBOX 

	Hyperactivity (ADHD, ADD)
	

	
	 FORMCHECKBOX 

	Bi-polar
	
	 FORMCHECKBOX 

	Obsessive Compulsive Disorder
	

	
	 FORMCHECKBOX 

	Depression
	
	 FORMCHECKBOX 

	Panic Attacks
	

	
	 FORMCHECKBOX 

	Drug Dependency
	
	 FORMCHECKBOX 

	Schizophrenia
	

	
	 FORMCHECKBOX 

	Eating Disorder
	
	 FORMCHECKBOX 

	Sexual Disorders
	

	
	 FORMCHECKBOX 

	Fetal Alcohol Syndrome/Effect
	
	 FORMCHECKBOX 

	Nervous Breakdown
	

	

	Have you ever been seen in a psychiatric emergency room or been hospitalized for psychiatric reasons?
	 FORMCHECKBOX 

	NO
	 FORMCHECKBOX 

	YES

	If "yes", please list when and where services were received (and providers):
	     

	
	     

	
	

	Have you ever felt you needed help with your emotional problems, or have you had people tell you that you should get help for your emotional problems?
	 FORMCHECKBOX 

	NO
	 FORMCHECKBOX 

	YES

	If "yes", please explain:
	     

	
	     

	
	

	
	In the past 30 days, have you had a significant period of time in which you have experienced hallucinations (heard voices no one else could hear or see objects or things, which others could not see)?
	 FORMCHECKBOX 

	NO
	 FORMCHECKBOX 

	YES

	If "yes", please explain:
	     

	
	     

	
	

	Have you ever had nightmares or flashbacks as a result of being involved in some traumatic or terrible event? For example, warfare, gang fights, domestic violence, rape, incest, car accident, being shot or stabbed.
	 FORMCHECKBOX 

	NO
	 FORMCHECKBOX 

	YES

	If "yes", please explain:
	     

	
	     

	
	

	
	In the past 30 days, have you had a significant period of time in which you have experienced trouble controlling violent behavior?
	 FORMCHECKBOX 

	NO
	 FORMCHECKBOX 

	YES

	If "yes", please explain:
	     

	
	     

	
	

	Have you ever given in to an aggressive urge or impulse, on more than one occasion, that resulted in serious harm to others or led to destruction of property?
	 FORMCHECKBOX 

	NO
	 FORMCHECKBOX 

	YES

	If "yes", please explain:
	     

	
	     

	

	Have you ever felt that people had something against you, without them necessarily saying so, or that someone or some group may be trying to influence your thoughts or behaviors?
	 FORMCHECKBOX 

	NO
	 FORMCHECKBOX 

	YES

	If "yes", please explain:
	     

	
	     


	

	Have you ever had a period of time when you were so full of energy and your ideas came very rapidly, when you talked nearly non-stop, when you moved quickly from one activity to another, when you needed little sleep, and believed you could do almost anything?
	 FORMCHECKBOX 

	NO
	 FORMCHECKBOX 

	YES

	If "yes", please explain:
	     

	
	     

	
	

	Have you ever had spells or attacks when you suddenly felt anxious, frightened, or uneasy to the extent that you began sweating, your heart began to beat rapidly, you were shaking or trembling, your stomach was upset, you felt dizzy or unsteady, as if you would faint?
	 FORMCHECKBOX 

	NO
	 FORMCHECKBOX 

	YES

	If "yes", please explain:
	     

	
	     

	
	

	Have you ever experienced any strong fears? For example, of heights, insects, animals, dirt, attending social events, being in a crowd, being alone, being in places where it may be hard to escape or get help?
	 FORMCHECKBOX 

	NO
	 FORMCHECKBOX 

	YES

	If "yes", please explain:
	     

	
	     

	
	

	Have you ever had a persistent, lasting thought or impulse to do something over and over that caused you considerable distress and interfered with normal routines, work, or your social relations? Examples would include repeatedly counting things, checking and rechecking on things you had done, washing and rewashing your hands, or maintaining a very rigid schedule of daily activities from which you could not deviate.
	 FORMCHECKBOX 

	NO
	 FORMCHECKBOX 

	YES

	If "yes", please explain:
	     

	
	     

	
	

	
	In the past 30 days, have you had a significant period of time in which you have experienced trouble understanding, concentrating or remembering?
	 FORMCHECKBOX 

	NO
	 FORMCHECKBOX 

	YES

	If "yes", please explain:
	     

	
	     

	
	

	
	How many days in the past 30 days have you experienced psychological or emotional problems?
	     

	
	

	
	How troubled or bothered have you been in the past 30 days by psychological or emotional problems?

	

	
	 FORMCHECKBOX 
 Not at all
	
	 FORMCHECKBOX 
 Slightly
	
	 FORMCHECKBOX 
 Moderately
	
	 FORMCHECKBOX 
 Considerably
	
	 FORMCHECKBOX 
 Extremely

	

	
	How important to you now is treatment for these psychological or emotional problems?

	

	
	 FORMCHECKBOX 
 Not at all
	
	 FORMCHECKBOX 
 Slightly
	
	 FORMCHECKBOX 
 Moderately
	
	 FORMCHECKBOX 
 Considerably
	
	 FORMCHECKBOX 
 Extremely

	

	Have you ever experienced any emotional problems associated with your sexual interests, your sexual activities, or your choice of sexual partner?
	 FORMCHECKBOX 

	NO
	 FORMCHECKBOX 

	YES

	If "yes", please describe:
	     

	
	     

	
	


	Have you had any personal crises in the past year (death in family, other losses, severe illness, etc.)?
	 FORMCHECKBOX 

	NO
	 FORMCHECKBOX 

	YES

	Event:
	
	Date:
	

	     
	
	     
	

	     
	
	     
	

	     
	
	     
	

	

	Describe the three most traumatic events you have experienced in your lifetime.

	Event:
	
	Date:
	

	     
	
	     
	

	     
	
	     
	

	     
	
	     
	

	

	Have you ever been a victim of a violent or non-violent crime?
	 FORMCHECKBOX 

	NO
	 FORMCHECKBOX 

	YES

	If "yes", please explain:
	     

	
	     

	
	

	Have you ever engaged in violent or combative behavior?
	 FORMCHECKBOX 

	NO
	 FORMCHECKBOX 

	YES

	If "yes", please explain:
	     

	
	     

	
	


	Have you ever had thoughts of harming someone else?
	 FORMCHECKBOX 

	NO
	 FORMCHECKBOX 

	YES

	If "yes", please explain:
	     

	
	     

	
	

	Have you caused harm to yourself (i.e., cutting, burning, oxygen deprivation, etc.)?
	 FORMCHECKBOX 

	NO
	 FORMCHECKBOX 

	YES

	If "yes", please describe how and when this occurred:
	     

	
	     

	
	

	Have you ever had suicidal thoughts?
	 FORMCHECKBOX 

	NO
	 FORMCHECKBOX 

	YES

	At any time, did those thoughts include a plan?
	 FORMCHECKBOX 

	NO
	 FORMCHECKBOX 

	YES

	If "yes", please give specifics:
	     

	
	     

	
	

	Have you made any suicide attempts?
	 FORMCHECKBOX 

	NO
	 FORMCHECKBOX 

	YES

	If "yes", please list when and how:
	     

	
	     

	
	

	
	In the past 30 days, have you had a significant period of time in which you have experienced serious thoughts of suicide?
	 FORMCHECKBOX 

	NO
	 FORMCHECKBOX 

	YES

	If "yes", please explain:
	     

	
	     

	
	

	
	In the past 30 days, have you had a significant period of time in which you have attempted suicide?
	 FORMCHECKBOX 

	NO
	 FORMCHECKBOX 

	YES

	If "yes", please explain:
	     

	
	     

	
	


	Has there ever been a period in your life when you spent a lot of time thinking and worrying about gaining weight, becoming fat, or controlling your eating? For example, by repeatedly dieting or fasting, engaging in much exercise to compensate for binge eating, taking enemas, or forcing yourself to throw up?
	 FORMCHECKBOX 

	NO
	 FORMCHECKBOX 

	YES

	If "yes", please explain:
	     

	
	     

	
	

	Are you concerned that you may have an eating disorder?
	 FORMCHECKBOX 

	NO
	 FORMCHECKBOX 

	YES

	If "yes", please explain:
	     

	
	     

	
	

	Do you get easily upset when you area teased or criticized?
	 FORMCHECKBOX 

	NO
	 FORMCHECKBOX 

	YES

	If "yes", please explain:
	     

	
	     

	
	

	Do you get uncomfortable or nervous when meeting new people or when you are around a lot of people?
	 FORMCHECKBOX 

	NO
	 FORMCHECKBOX 

	YES

	If "yes", please explain:
	     

	
	     

	
	

	Have you ever lost considerable sums of money through gambling or had problems at work, in school, with your family and friends as a result of your gambling?
	 FORMCHECKBOX 

	NO
	 FORMCHECKBOX 

	YES

	If "yes", please explain:
	     

	
	     

	
	

	Have you ever attended counseling for gambling?
	 FORMCHECKBOX 

	NO
	 FORMCHECKBOX 

	YES

	If "yes", when:
	     

	Who was you counselor for this problem?
	     

	
	     

	
	

	Has any member of your family ever had the following conditions:

	
	Condition
	
	Family Member
	

	
	Alcoholism
	
	     
	

	
	Anxiety Disorder
	
	     
	

	
	Attempted Suicide
	
	     
	

	
	Bi-Polar
	
	     
	

	
	Depression
	
	     
	

	
	Drug Dependency
	
	     
	

	
	Eating Disorder
	
	     
	

	
	Fetal Alcohol Syndrome/Effect
	
	     
	

	
	Gambling Addiction
	
	     
	

	
	Hyperactivity (ADHD, ADD)
	
	     
	

	
	Nervous Breakdown
	
	     
	

	
	Obsessive Compulsive Disorder
	
	     
	

	
	Other Mental Health Problem
	
	     
	

	
	Panic Attacks
	
	     
	

	
	Schizophrenia
	
	     
	

	
	Self-Harm Behaviors
	
	     
	

	
	Sexual Disorders
	
	     
	

	
	Suicide (ideation or plan)
	
	     
	


	

	Counselor's Comments

	
	     

	
	     

	
	     

	
	     

	

	

	

	Treatment Readiness (ASAM D4)

	Do you believe you have a problem with alcohol/other drugs?
	 FORMCHECKBOX 

	NO
	 FORMCHECKBOX 

	YES

	Do you believe you have alcoholism/addiction?
	 FORMCHECKBOX 

	NO
	 FORMCHECKBOX 

	YES

	How do you define alcoholism/other drug addiction?
	     

	
	     

	
	

	Have you ever been diagnosed with a substance abuse disorder?
	 FORMCHECKBOX 

	NO
	 FORMCHECKBOX 

	YES

	If "yes", by whom and when:
	     

	
	     

	
	

	 Have you received chemical dependency treatment (either outpatient or inpatient) in the past?
	 FORMCHECKBOX 

	NO
	 FORMCHECKBOX 

	YES

	If "yes", please list below:

	

	Approximate Dates
	
	Treatment Agency
	
	Outpatient/Inpatient
	
	Did You Complete?

	     
	
	     
	
	     
	
	     

	     
	
	     
	
	     
	
	     

	     
	
	     
	
	     
	
	     

	     
	
	     
	
	     
	
	     

	     
	
	     
	
	     
	
	     

	     
	
	     
	
	     
	
	     

	

	Do family members or friends express concerns to you about your alcohol/other drug use?
	 FORMCHECKBOX 

	NO
	 FORMCHECKBOX 

	YES

	If “Yes” what do you think about their concerns?
	     

	
	     

	
	

	(
	How many days in the past 30 days have you experienced alcohol-related problems (i.e., economic, relationship, health)?
	     

	
	

	(
	How troubled or bothered have you been in the past 30 days by these alcohol problems?

	

	
	 FORMCHECKBOX 
 Not at all
	
	 FORMCHECKBOX 
 Slightly
	
	 FORMCHECKBOX 
 Moderately
	
	 FORMCHECKBOX 
 Considerably
	
	 FORMCHECKBOX 
 Extremely

	

	Do you think you need to stop using alcohol?
	 FORMCHECKBOX 

	NO
	 FORMCHECKBOX 

	YES

	If "yes", please explain:
	     

	
	     

	
	

	(
	How important to you now is treatment for these alcohol problems?

	

	
	 FORMCHECKBOX 
 Not at all
	
	 FORMCHECKBOX 
 Slightly
	
	 FORMCHECKBOX 
 Moderately
	
	 FORMCHECKBOX 
 Considerably
	
	 FORMCHECKBOX 
 Extremely

	

	(
	How troubled or bothered have you been in the past 30 days by these drug problems?

	

	
	 FORMCHECKBOX 
 Not at all
	
	 FORMCHECKBOX 
 Slightly
	
	 FORMCHECKBOX 
 Moderately
	
	 FORMCHECKBOX 
 Considerably
	
	 FORMCHECKBOX 
 Extremely

	


	Do you think you need to stop using drugs?
	 FORMCHECKBOX 

	NO
	 FORMCHECKBOX 

	YES

	If "yes", please explain:
	     

	
	     

	
	

	(
	How important to you now is treatment for these drug problems?

	

	
	 FORMCHECKBOX 
 Not at all
	
	 FORMCHECKBOX 
 Slightly
	
	 FORMCHECKBOX 
 Moderately
	
	 FORMCHECKBOX 
 Considerably
	
	 FORMCHECKBOX 
 Extremely

	

	What negative life consequences or impact has your alcohol/other drugs use produced?
	     

	
	     

	
	

	Do you believe you can recover on your own?
	 FORMCHECKBOX 

	NO
	 FORMCHECKBOX 

	YES

	If "yes", please explain:
	     

	
	     

	
	

	Are you willing to make changes in your life?
	 FORMCHECKBOX 

	NO
	 FORMCHECKBOX 

	YES

	If "yes", please explain:
	     

	
	     


	
	

	As honestly as you can, please describe your willingness to do the following:

	

	Yes,

I Want To
Yes,

If I Have To
Not At All
Abstain from chemical use throughout treatment

 FORMCHECKBOX 

 FORMCHECKBOX 

 FORMCHECKBOX 

Attend group/individual therapy sessions from


one to three times weekly

 FORMCHECKBOX 

 FORMCHECKBOX 

 FORMCHECKBOX 

Take Antabuse or other medication to assist in treatment

 FORMCHECKBOX 

 FORMCHECKBOX 

 FORMCHECKBOX 

Submit to random chemical use testing

 FORMCHECKBOX 

 FORMCHECKBOX 

 FORMCHECKBOX 

Attend self help groups at least one time weekly

 FORMCHECKBOX 

 FORMCHECKBOX 

 FORMCHECKBOX 



	

	Do you know what you want out of addiction treatment?
	 FORMCHECKBOX 

	NO
	 FORMCHECKBOX 

	YES

	If "yes", please explain:
	     

	
	     

	

	What problems/situations do you feel might affect your ability to fully participate in treatment?
	     

	
	     

	


	LEGAL HISTORY

	

	Have you ever been arrested for any of the following, whether or not it resulted in a conviction?

	
	
	
	
	
	
	
	
	
	
	
	
	

	
	
	Age of First
	
	Age of Last
	
	Number of
	
	On
	
	Violated
	
	

	OFFENSE
	
	Offense
	
	Offense
	
	Offenses
	
	Probation
	
	Probation
	
	Incarcerated

	Arson
	
	     
	
	     
	
	     
	
	     
	
	     
	
	     

	Assault
	
	     
	
	     
	
	     
	
	     
	
	     
	
	     

	Breaking/Entering
	
	     
	
	     
	
	     
	
	     
	
	     
	
	     

	Burglary
	
	     
	
	     
	
	     
	
	     
	
	     
	
	     

	Disorderly Conduct
	
	     
	
	     
	
	     
	
	     
	
	     
	
	     

	Domestic Violence
	
	     
	
	     
	
	     
	
	     
	
	     
	
	     

	Driving Under Influence
	
	     
	
	     
	
	     
	
	     
	
	     
	
	     

	Drug Charges
	
	     
	
	     
	
	     
	
	     
	
	     
	
	     

	Forgery
	
	     
	
	     
	
	     
	
	     
	
	     
	
	     

	Homicide/Manslaughter
	
	     
	
	     
	
	     
	
	     
	
	     
	
	     

	Larceny/Theft
	
	     
	
	     
	
	     
	
	     
	
	     
	
	     

	Major Driving Violations
	
	     
	
	     
	
	     
	
	     
	
	     
	
	     

	Public Intoxication
	
	     
	
	     
	
	     
	
	     
	
	     
	
	     

	Prostitution
	
	     
	
	     
	
	     
	
	     
	
	     
	
	     

	Robbery
	
	     
	
	     
	
	     
	
	     
	
	     
	
	     

	Sexual Offenses (any)
	
	     
	
	     
	
	     
	
	     
	
	     
	
	     

	Shoplifting
	
	     
	
	     
	
	     
	
	     
	
	     
	
	     

	Vagrancy
	
	     
	
	     
	
	     
	
	     
	
	     
	
	     

	Weapons Offense
	
	     
	
	     
	
	     
	
	     
	
	     
	
	     

	Other: 
	
	
	
	
	
	
	
	
	
	
	
	

	     
	
	     
	
	     
	
	     
	
	     
	
	     
	
	     

	     
	
	     
	
	     
	
	     
	
	     
	
	     
	
	     

	     
	
	     
	
	     
	
	     
	
	     
	
	     
	
	     

	     
	
	     
	
	     
	
	     
	
	     
	
	     
	
	     

	

	(
	Are you presently awaiting charges, trial or sentence?
	 FORMCHECKBOX 

	NO
	 FORMCHECKBOX 

	YES

	If "yes", please explain:
	     

	
	     

	
	

	(
	How much money did you receive from illegal income in the last 30 days?
	     

	
	

	(
	How many days in the past 30 days have you engaged in illegal activities for profit?
	     

	
	

	(
	How serious do you feel your present legal problems are?

	

	
	 FORMCHECKBOX 
 Not at all
	
	 FORMCHECKBOX 
 Slightly
	
	 FORMCHECKBOX 
 Moderately
	
	 FORMCHECKBOX 
 Considerably
	
	 FORMCHECKBOX 
 Extremely

	

	(
	How important to you now is counseling or referral for these legal problems?

	

	
	 FORMCHECKBOX 
 Not at all
	
	 FORMCHECKBOX 
 Slightly
	
	 FORMCHECKBOX 
 Moderately
	
	 FORMCHECKBOX 
 Considerably
	
	 FORMCHECKBOX 
 Extremely

	

	Have you been court-ordered to complete treatment?
	 FORMCHECKBOX 

	NO
	 FORMCHECKBOX 

	YES

	If "yes", what court?
	     

	
	     

	
	

	Have you ever been on probation as an adult?
	 FORMCHECKBOX 

	NO
	 FORMCHECKBOX 

	YES

	


	Have you been ordered to not use alcohol/other drugs?
	 FORMCHECKBOX 

	NO
	 FORMCHECKBOX 

	YES

	If "yes", by whom and when?
	     

	
	     

	
	

	Counselor's Comments

	
	     

	
	     

	
	     

	
	     

	

	

	Relapse Potential (ASAM D5)

	

	Have you ever stopped using all alcohol/other drugs before?
	 FORMCHECKBOX 

	NO
	 FORMCHECKBOX 

	YES

	If "yes", when and for how long?
	     

	
	     

	
	

	What was the longest period of time in which you have neither drank nor used any mood-altering chemicals? 

	In the past 30 days?
	     
	
	In the past six months?
	     

	
	

	If you stopped using alcohol/other drug, what caused you to drink or use again?
	     

	
	     

	
	

	Do you often find yourself thinking about using alcohol/other drugs?
	 FORMCHECKBOX 

	NO
	 FORMCHECKBOX 

	YES

	If "yes", please explain:
	     

	
	     

	
	

	How often do you experience cravings (longing for, looking forward to) alcohol/other drugs?
	
	 FORMCHECKBOX 
  Often
	 FORMCHECKBOX 
  Sometimes
	 FORMCHECKBOX 
  Never

	Please describe:
	     

	
	     

	
	

	Are you experiencing any significant problems in your life at this time?
	 FORMCHECKBOX 

	NO
	 FORMCHECKBOX 

	YES

	If “yes”, please check areas and give a brief explanation below: 

	

	
	 FORMCHECKBOX 

	Family
	
	 FORMCHECKBOX 

	Medical
	
	 FORMCHECKBOX 

	Emotional/Psychological

	
	 FORMCHECKBOX 

	Relationship
	
	 FORMCHECKBOX 

	Employment
	
	 FORMCHECKBOX 

	Housing

	
	 FORMCHECKBOX 

	Recent Loss
	
	 FORMCHECKBOX 

	Financial
	
	 FORMCHECKBOX 

	Other Crisis

	

	Please explain:
	     

	
	     

	
	

	Do you believe any of these problems might cause you to drink or use any mood-altering substances?
	 FORMCHECKBOX 

	NO
	 FORMCHECKBOX 

	YES

	If "yes", please explain:
	     

	
	     

	
	

	Do you tend to use alcohol/other drugs impulsively (without planning)?
	 FORMCHECKBOX 

	NO
	 FORMCHECKBOX 

	YES

	If "yes", please explain:
	     

	
	     

	
	

	Are you able to refuse alcohol/other drugs when offered?
	 FORMCHECKBOX 

	NO
	 FORMCHECKBOX 

	YES

	Would you have to avoid certain friends or family members or situations to stay sober and straight?
	 FORMCHECKBOX 

	NO
	 FORMCHECKBOX 

	YES

	If “Yes” how difficult would this be for you? (check one):

	
	 FORMCHECKBOX 
  Not at all
	
	 FORMCHECKBOX 
  A little bit
	
	 FORMCHECKBOX 
  Pretty difficult
	
	 FORMCHECKBOX 
  I doubt I could do it

	


	Do you believe that you can remain free of alcohol/other drugs for (pick one):

	
	 FORMCHECKBOX 

	Not At All
	
	 FORMCHECKBOX 

	A Month
	
	 FORMCHECKBOX 

	One Year

	
	 FORMCHECKBOX 

	A Few Days
	
	 FORMCHECKBOX 

	Three Months
	
	 FORMCHECKBOX 

	

	
	 FORMCHECKBOX 

	A Week
	
	 FORMCHECKBOX 

	Six Months
	
	 FORMCHECKBOX 

	

	

	Are you practicing other addictive behaviors? (i.e., gambling, spending, sexual acting out, masturbation, pornography, overeating, problem relationships)?
	 FORMCHECKBOX 

	NO
	 FORMCHECKBOX 

	YES

	If "yes", please explain:
	     

	
	     

	
	

	If you return and/or continue to use what consequences will occur?
	     

	
	     

	
	

	Counselor's Comments

	
	     

	
	     

	
	     

	
	     

	

	

	

	Recovery Environment (ASAM D6)

	

	Who are you currently living with?

	

	
	Name:
	     
	
	Age:
	     
	

	
	Relationship:
	     
	
	
	
	

	Please describe their alcohol/other drug use:
	     

	
	     

	
	

	Does your current living situation make it difficult to work on recovery from alcohol/other drugs problem?
	 FORMCHECKBOX 

	NO
	 FORMCHECKBOX 

	YES

	If "yes", in what ways?
	     

	
	     

	
	

	(
	What is your current marital status?
	
	
	
	
	

	
	 FORMCHECKBOX 
 Married
	
	 FORMCHECKBOX 
 Remarried
	
	 FORMCHECKBOX 
 Widowed
	
	 FORMCHECKBOX 
 Separated
	
	 FORMCHECKBOX 
 Divorced
	

	
	 FORMCHECKBOX 
 Life Partner
	
	 FORMCHECKBOX 
 Never Married
	

	
	
	
	
	
	
	
	
	

	(
	Are you satisfied with your current marital status?
	
	 FORMCHECKBOX 

	INDIFFERENT
	 FORMCHECKBOX 

	NO
	 FORMCHECKBOX 

	YES

	If "no", please explain:
	     

	
	     

	
	

	If you are in a relationship, how long have you been in the relationship?
	     

	If you are in a relationship are there any changes you would like to see happen?
	     

	
	     

	
	

	Who do you feel closest to?

	
	 FORMCHECKBOX 

	Husband
	
	 FORMCHECKBOX 

	Boyfriend
	
	 FORMCHECKBOX 

	Wife
	
	 FORMCHECKBOX 

	Girlfriend
	
	 FORMCHECKBOX 

	Life Partner/S. O.

	
	 FORMCHECKBOX 

	Mother
	
	 FORMCHECKBOX 

	Father
	
	 FORMCHECKBOX 

	Brother
	
	 FORMCHECKBOX 

	Sister
	
	 FORMCHECKBOX 

	Aunt

	
	 FORMCHECKBOX 

	Uncle
	
	 FORMCHECKBOX 

	Grandmother
	
	 FORMCHECKBOX 

	Grandfather
	
	 FORMCHECKBOX 

	Children
	
	 FORMCHECKBOX 

	Friend

	
	 FORMCHECKBOX 

	Other (please list):
	
	     

	
	
	     

	


	(
	In the past 30 days, have you had significant periods in which you have experienced serious problems getting along with?

	

	N/A

NO

YES

N/A

NO
YES

Mother

 FORMCHECKBOX 

 FORMCHECKBOX 

 FORMCHECKBOX 

Father

 FORMCHECKBOX 

 FORMCHECKBOX 

 FORMCHECKBOX 

Brothers

 FORMCHECKBOX 

 FORMCHECKBOX 

 FORMCHECKBOX 

Sisters

 FORMCHECKBOX 

 FORMCHECKBOX 

 FORMCHECKBOX 

Partner

 FORMCHECKBOX 

 FORMCHECKBOX 

 FORMCHECKBOX 

Spouse

 FORMCHECKBOX 

 FORMCHECKBOX 

 FORMCHECKBOX 

Children

 FORMCHECKBOX 

 FORMCHECKBOX 

 FORMCHECKBOX 

Other Significant Family

 FORMCHECKBOX 

 FORMCHECKBOX 

 FORMCHECKBOX 

Close Friends

 FORMCHECKBOX 

 FORMCHECKBOX 

 FORMCHECKBOX 

Neighbors

 FORMCHECKBOX 

 FORMCHECKBOX 

 FORMCHECKBOX 

Co-workers

 FORMCHECKBOX 

 FORMCHECKBOX 

 FORMCHECKBOX 



	

	If "yes" to any of the above, please explain:
	     

	
	     

	
	

	(
	How many days in the past 30 days have you experienced family problems?
	     

	
	

	(
	How troubled or bothered have you been in the past 30 days by family problems?

	

	
	 FORMCHECKBOX 
 Not at all
	
	 FORMCHECKBOX 
 Slightly
	
	 FORMCHECKBOX 
 Moderately
	
	 FORMCHECKBOX 
 Considerably
	
	 FORMCHECKBOX 
 Extremely

	

	(
	How important to you now is treatment for these family problems?

	

	
	 FORMCHECKBOX 
 Not at all
	
	 FORMCHECKBOX 
 Slightly
	
	 FORMCHECKBOX 
 Moderately
	
	 FORMCHECKBOX 
 Considerably
	
	 FORMCHECKBOX 
 Extremely

	

	Does your family understand alcoholism/drug dependency?
	 FORMCHECKBOX 

	NO
	 FORMCHECKBOX 

	YES

	Do your important friends understand alcoholism/drug dependency?
	 FORMCHECKBOX 

	NO
	 FORMCHECKBOX 

	YES

	

	Does your family encourage you to abstain from alcohol/other drugs?
	 FORMCHECKBOX 

	NO
	 FORMCHECKBOX 

	YES

	Do your friends encourage you to abstain from alcohol/other drugs?
	 FORMCHECKBOX 

	NO
	 FORMCHECKBOX 

	YES

	Do you have contact with friends or family who do not use alcohol/other drugs?
	 FORMCHECKBOX 

	NO
	 FORMCHECKBOX 

	YES

	If "yes", who:
	     

	
	     

	
	

	Do you use friends and family members for support?
	 FORMCHECKBOX 

	NO
	 FORMCHECKBOX 

	YES

	If "yes", who and how?
	     

	
	     

	
	

	Do you believe that anyone will support you while you are in treatment?
	 FORMCHECKBOX 

	NO
	 FORMCHECKBOX 

	YES

	If "yes", who?
	     

	
	

	Do you want them to be involved in your treatment?
	 FORMCHECKBOX 

	NO
	 FORMCHECKBOX 

	YES

	If "yes", please explain:
	     

	
	     

	
	

	Do you have serious problems with your family, friends or on the job that could interfere with your staying clean and/or sober?
	 FORMCHECKBOX 

	NO
	 FORMCHECKBOX 

	YES

	If "yes", please explain:
	     

	
	     

	
	

	To what extent do your contacts with friends involve the use of alcohol/other drugs?

	
	 FORMCHECKBOX 
 Always
	
	 FORMCHECKBOX 
 Nearly always
	
	 FORMCHECKBOX 
 Sometimes
	
	 FORMCHECKBOX 
 Infrequently
	
	 FORMCHECKBOX 
 Not at all

	

	What recreational hobbies are you interested in?
	     

	
	     

	
	


	To what extent do your recreational activities involve the use of alcohol/other drugs?

	
	 FORMCHECKBOX 
 Always
	
	 FORMCHECKBOX 
 Usually
	
	 FORMCHECKBOX 
 Sometimes
	
	 FORMCHECKBOX 
 Rarely
	
	 FORMCHECKBOX 
 Never

	

	(
	How many days were you paid for working in the past 30 days?
	     

	
	

	(
	How much money did you receive from employment income in the last 30 days?
	     

	
	

	Does your job put you in situations where it is very difficult to avoid drinking/using?
	 FORMCHECKBOX 

	NO
	 FORMCHECKBOX 

	YES

	If "yes", please explain:
	     

	
	     

	
	

	If employed, do your co-workers support you having a sober lifestyle?
	 FORMCHECKBOX 

	NO
	 FORMCHECKBOX 

	YES

	How will your employment or lack of employment impact recovery?
	     

	
	     

	
	

	Have you lost or experienced any work related problems due to your use of alcohol/other drugs?
	 FORMCHECKBOX 

	NO
	 FORMCHECKBOX 

	YES

	If "yes", please explain:
	     

	
	     

	
	

	Are you experiencing any financial difficulties at this time?
	 FORMCHECKBOX 

	NO
	 FORMCHECKBOX 

	YES

	If "yes", please explain:
	     

	
	     

	
	

	How many jobs have you held in the past 5 years?
	     

	
	

	(
	Do you have a valid driver’s license?
	
	 FORMCHECKBOX 

	NO
	 FORMCHECKBOX 

	YES


	

	(
	Do you have an automobile available?
	
	 FORMCHECKBOX 

	NO
	 FORMCHECKBOX 

	YES


	

	Are you able to perform daily living skills, such as maintain employment, participate in and attend structured activities?
	 FORMCHECKBOX 

	NO
	 FORMCHECKBOX 

	YES

	If "no", please explain:
	     

	
	     

	
	

	Have you ever served in the military?
	 FORMCHECKBOX 

	NO
	 FORMCHECKBOX 

	YES

	If "yes", did you ever serve in active combat?
	 FORMCHECKBOX 

	NO
	 FORMCHECKBOX 

	YES

	Type of discharge?
	     

	
	

	Are you eligible for Veteran’s assistance?
	 FORMCHECKBOX 

	NO
	 FORMCHECKBOX 

	YES

	

	Did drug or alcohol use affect your service or discharge?
	 FORMCHECKBOX 

	NO
	 FORMCHECKBOX 

	YES

	If "yes", please explain:
	     

	
	     

	
	

	Do you have any spiritual/religious beliefs?
	 FORMCHECKBOX 

	NO
	 FORMCHECKBOX 

	YES

	If "yes", please explain:
	     

	
	     

	
	

	Has your spiritual practice/orientation been affected by your alcohol/other drug use?
	 FORMCHECKBOX 

	NO
	 FORMCHECKBOX 

	YES

	If "yes", please explain:
	     

	
	     

	
	

	When it comes to your ethnicity, do you feel close to your culture?
	 FORMCHECKBOX 

	NO
	 FORMCHECKBOX 

	YES

	If "yes", please explain:
	     

	
	     

	
	


	Do you practice some of the traditions of your culture?
	 FORMCHECKBOX 

	NO
	 FORMCHECKBOX 

	YES

	If "yes", please explain:
	     

	
	     

	
	

	Are you currently enrolled in college or technical school?
	 FORMCHECKBOX 

	NO
	 FORMCHECKBOX 

	YES

	If "yes", please explain:
	     

	
	     

	
	

	Are you considering further education or vocational training?
	 FORMCHECKBOX 

	NO
	 FORMCHECKBOX 

	YES

	If "yes", please explain:
	     

	
	     

	
	

	Did you ever get suspended, drop out, get expelled or face any other disciplinary actions in school?
	 FORMCHECKBOX 

	NO
	 FORMCHECKBOX 

	YES

	If "yes", please explain:
	     

	
	     

	
	

	Have you ever been told by teachers, guidance counselors, or others that you have a special learning problem?
	 FORMCHECKBOX 

	NO
	 FORMCHECKBOX 

	YES

	If "yes", please explain:
	     

	
	     

	
	

	Did you have problems at school because of behavior problems or substance use at school?
	 FORMCHECKBOX 

	NO
	 FORMCHECKBOX 

	YES

	If "yes", please explain:
	     

	
	     

	
	

	Have you attended recovery support groups in the community in the past (i.e., AA/NA/GA)?
	 FORMCHECKBOX 

	NO
	 FORMCHECKBOX 

	YES

	

	Counselor's Comments

	
	     

	
	     

	
	     

	
	     

	

	

	

	
	
	

	Consumer's Signature
	
	Date

	

	

	

	Thank you for completing this form.

Your counselor will discuss your responses with you and 

then assist you in completing the following form.
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