	Patient`s Name and Social Security Number
	

	 0614:  Alcohol / Drug Questionnaire

	 1.
	When did alcohol or drugs first become a problem for you?

	2.
	What kinds of alcohol or drugs have you used regularly?

	3.
	What kinds are you using currently?

	4.
	Have you used them daily or in binges? Yes____  No____

	5.
	Note the approximate periods of time you've been off drugs or alcohol:

	6.
	Have you ever been detoxed?

Yes____  No____   If "yes", where and when?

	7.
	What other treatment programs have you been in (such as medical and mental health clinics, N.A., A.A., inpatient rehab. programs, D.U.I.L., methadone programs, counseling services, halfway houses, or other treatment). Please describe and give the approximate dates that you've been through the above treatments.

	8.
	Is there a friend, relative, or neighbor who knows about your problem who we can contact?
Yes____  No____
If "yes", what is the person's name, address, telephone number:

	9.
	Have you had any legal difficulties as a result of your doing drugs or alcohol?

Yes____  No____.   If "yes", please describe.

	10.
	Have you had any difficulties with family or friends as a result of your drugs or alcohol problems?

Yes____  No____.. If "yes", please describe.

	11.
	Have you had any difficulties with employment because of your drug or alcohol problems?

Yes____  No____.. If "yes", please describe.

	12.
	What is your daily sleeping and eating routine?

	13.
	Has your problem with drugs or alcohol affected your usual daily activities? Yes____  No____. 

Are there things you used to do that you no longer are able to do because of your problem with drugs or alcohol? Yes____  No____

Please describe.

	

	_________________________________
Signature of Claimant
_________________________________
Signature of Person Completing this
Form (if different)
_________________________________
Print Name (if different from claimant, give
relationship also)
_________________________________
Date
_________________________________
Telephone


 

