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Treatment History
Have you ever been involved in any kind of treatment programs for substance abuse?          Yes          No
If yes, where & when, and for what?  __________________________________________________________________________________________
__________________________________________________________________________________________
Have you ever been involved in any kind of counseling (Example: marriage, family, emotional, etc…) where substance use may have been a contributing factor?          Yes          No
If Yes, explain____________________________________________________________________________________
__________________________________________________________________________________________
Have you ever been in any kind of ordered substance use education courses? (Example: Employee Required, DUI, Minor in Possession, etc…)?          Yes          No
If Yes, explain_______________________________________________________________________________
Additional Information:


Medical / Physical
Describe your current medical health:

Poor

Fair

Good 

Excellent
Past Medical History including hospitalizations medical / psychiatric problems?______________________________________________________________________________________________________________________________________________________________________________
How many times in your life have you been to the Emergency Room? __________________________________
Please give a brief description or reasoning of all and any hospital / emergency room visits:_________________________________________________________________________________________________________________________________________________________________________________ 
Have you had any surgeries? If so, please state when and for what procedure.____________________________________________________________________________________________________________________________________________________________________________
Do you have any chronic medical problems that interfere with your life or that we need to take into consideration during treatment?          Yes          No
______________________________________________________________________________________________________________________________________________________________________________________



Have you ever had seizures before?          Yes          No
If Yes, please explain: ______________________________________________________________________________________________________________________________________________________________________________________
Pain Questionnaire
Pain Management:










Are you in pain now?
Yes
No









1
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3
4
5
6
7
8
9
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If Yes, please rate your pain on a scale of 1-10 (with 10 being in the most pain) 










Are you receiving care for the pain?          Yes          No
If yes, when did you start receiving care and with whom? ______________________________________________________________________________________________________________________________________________________________________________________
Are you presently experiencing any withdrawal symptoms or have you in the last month?      Yes          No
If Yes, describe your level of severity          Mild          Moderate         Severe
Nausea _____Vomiting _____Diarrhea _____Constipation _____Muscle Ache _____Nervousness or Anxiety_____ Depression_____ Sweats_____ Stomach Cramps_____ Sleep Disturbances_____ Agitation_____ Irritability_____ Tremors_____ Runny Nose, Eyes_____ Yawning_____ Restless Legs _____Headaches_____ Fever_____ Chills_____ Decreased appetite_____
Have you had withdrawals symptoms in the past?          Yes          No
If Yes, explain and from what substance? What were your symptoms? _________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________
What was the level of severity from withdrawal in the past?          Mild          Moderate          Severe
And when (approx. how long ago)? ______________________________________________________________
Have you ever overdosed from use of a substance?          Yes          No
If Yes, please explain:________________________________________________________________________________________________________________________________________________________________________________


Psychiatric Status:
History of depressed mood:          Yes          No
Any history of irritability, anger or violence (tantrums, hurting others, cruelty to animals, destroying property.) Please explain: ______________________________________________________________________________________________________________________________________________________________________________________
Sleep Pattern: 
Number of hours a day _____ How long does it take you to get to sleep ________
Ability to Concentrate:  Normal _____ Difficulty Concentrating _____
Energy Level:  Low _____ Average / Normal _____ High _____ Hyper active _____
History of current symptoms of PTSD (re-experiencing, avoidance, increased arousal)? Select all that apply: 
Intrusive memories, thoughts, perceptions.
Nightmares
Flashbacks
Avoiding thoughts, feelings, conversations. 
Numbing / detachment 
Restricted display of emotions
Avoiding people, places, activities.
Poor sleep
Irritability
Hypervigilance
Other


Additional Information:




Have you ever talked to a psychiatrist, psychologist, therapist, social worker, or counselor about an emotional problem?          Yes         No
If Yes, please explain: ______________________________________________________________________________________________________________________________________________________________________________________
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?          Yes          No
If Yes, please explain: ______________________________________________________________________________________________________________________________________________________________________________________
Have you ever been advised to take medication for anxiety, depression, hearing voices, or for any other emotional problem?          Yes          No
If Yes, please explain: ______________________________________________________________________________________________________________________________________________________________________________________


Have you ever been seen in a psychiatric emergency room or been hospitalized for psychiatric reasons?
Yes          No
If Yes, please explain: ______________________________________________________________________________________________________________________________________________________________________________________
Have you ever heard voices no one else could hear or seen objects or things which others could not see?
Yes          No
If Yes, please explain: ______________________________________________________________________________________________________________________________________________________________________________________
Have you been depressed for weeks at a time, lost interest or pleasure in most activities, had trouble concentrating and making decisions, or thought about killing yourself?          Yes          No
If Yes, please explain: ______________________________________________________________________________________________________________________________________________________________________________________
Did you ever attempt to kill yourself?          Yes          No
If Yes, please explain: ______________________________________________________________________________________________________________________________________________________________________________________
Have you ever had nightmares or flashbacks as a result of being involved in some traumatic event? (For example: domestic violence, rape, incest, warfare, car accident, being shot or stabbed)?
Yes          No
If Yes, please explain: ______________________________________________________________________________________________________________________________________________________________________________________
Have you ever experienced strong fears? (For example: of heights, being in a crowd, being alone, animals, dirt, attending social events)?          Yes           No
If Yes, please explain: ______________________________________________________________________________________________________________________________________________________________________________________
Have you ever experienced any emotional problems associated with your sexual interests, your sexual activities, or your choice of sexual partner?          Yes          No
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:  checking and rechecking things you have done, washing and rewashing your hands, maintaining a very rigid schedule of daily activities from which you could not deviate)?          Yes          No
If Yes, please explain: ______________________________________________________________________________________________________________________________________________________________________________________
Have you ever been told by teachers, guidance counselors, or others that you have a special learning problem?          Yes          No
If Yes, please explain: ______________________________________________________________________________________________________________________________________________________________________________________
Has someone close to you ever committed suicide or made serious attempt(s)?          Yes          No
If Yes, please explain: ______________________________________________________________________________________________________________________________________________________________________________________
Are you presently working with any counselor or mental health professional agency?          Yes          No
If Yes, who & for what: ______________________________________________________________________________________________________________________________________________________________________________________
Have you, in the past 3 years worked with any counselor or mental health professional, agency, or hospital?          Yes          No
If Yes, who & for what: __________________________________________________________________________________________
Functional Assessment:
Are you able to care for yourself?          Yes          No
If No, please explain: ______________________________________________________________________________________________________________________________________________________________________________________
Uses or Needs assistive or adaptive devices (select all that apply):
None
Glasses
Walker
Braille
Hearing Aids
Cane
Crutches
Wheelchair
Translated Written Information
Translator for Speaking
Other




Do you have a history of falls?          Yes          No
If Yes, please explain: ______________________________________________________________________________________________________________________________________________________________________________________
Education: 
What is your highest level of education? No degree_____ GED _____ High School _____
Associates _____ Bachelor _____ Master _____ Doctorate _____
List other training or technical education: ______________________________________________________________________________________________________________________________________________________________________________________
Have you ever had any trouble in school / work that alcohol and / or drug use may have been a contributing factor?          Yes          No
If Yes, or possibly, please explain: ______________________________________________________________________________________________________________________________________________________________________________________
Employment History
Name of current Employer & current position held: ___________________________________________________________________________________________
Length of Employment: ________________________________________________________________________
Satisfied _____ Dissatisfied _____ Supervisor Conflict _____ Co-worker Conflict _____
Last Employer: _______________________________________________________________________________
Reason for Leaving: ___________________________________________________________________________________________
Never employed _____ Disabled _____ Retired _____ Student _____ Unstable Work History _____ 
Seasonal _____ Self-employed _____ Temporary _____ Unemployed_____ Actively seeking work _____


Not looking for work _____ Public Assistance _____
Do you usually work? Full time (35 + hours / week) _____ Part time _____ Part time (as needed) _____
Usual type of employment? ___________________________________________________________________________________________
How long was your longest full-time job? ___________________________________________________________________________________________
Have you ever had any disciplinary action or employer concerns due to your drinking and / or drug use?
Yes          No           Possibly          Explain: ___________________________________________________________________________________________
Source of Income: Retirement_____ Social Security _____ Medical Disability _____ Other _____
Military History:
Have you ever served in the military?          Yes          No        Combat?         Yes          No
If Yes, what branch? _________________________________Dates of Service ____________________________ Highest Rank Achieved ______________________________Type of Discharge__________________________ Rank at Discharge___________________________________ Disciplinary Actions ________________________ Are you, or have you, received medical and / or psychiatric services from the VA?          Yes          No
If Yes, please explain: _________________________________________________________________________    __________________
Legal Status:
Was this admission prompted or suggested by the criminal justice system?          Yes          No
Are you on parole or probation?          Yes          No
If Yes, explain: ___________________________________________________________________________________________
Driver’s License: Valid _____ Probationary _____ Suspended _____ Revoked _____ Other _____
Check any you have ever been arrested and charged with:
DUI _____ Other alcohol related driving charges _____ Disorderly conduct _____ Drug Charges _____
Criminal Endangerment _____ Public Intoxication _____ Vagrancy _____ Domestic Violence _____
Shoplifting _____ Vandalism _____ Probation Violations _____ Forgery _____ Bad Checks _____
Burglary / Larceny _____ Theft _____ Robbery _____ Assault _____ Arson _____ Rape _____ 
Homicide / Manslaughter _____ Prostitution _____ Contempt of Court _____ Other _____
How long ago please explain: __________________________________________________________________


Have you ever spent time in jail?          Yes          No
If Yes, how many times in jail and for what? ___________________________________________________________________________________________
___________________________________________________________________________________________Longest length of time in jail? __________________________________________________________________
Have you ever spent time in prison?          Yes          No
If Yes, how many times in prison and for what? ______________________________________________________________________________________________________________________________________________________________________________________
Longest length of time in prison? ________________________________________________________________
Are you presently waiting charges, trial, or sentencing?          Yes          No
If yes, explain: ______________________________________________________________________________________________________________________________________________________________________________________
How many in the past 30 days have you been detained or incarcerated? __________________________________
Are you court ordered treatment?          Yes          No
If Yes, ordered by: ___________________________________________________________________________
Offense: ___________________________________________________________________________________
Length of time: ______________________________________________________________________________
Child Protective Services Status:
Was this admission prompted or suggested by the Child Protective Services?          Yes         No
If Yes, please explain: ______________________________________________________________________________________________________________________________________________________________________________________
Have you had any involvement with Child Protective Services in the past?          Yes         No
If Yes, please explain: ______________________________________________________________________________________________________________________________________________________________________________________
Social Life:
Which best describes you socially? (check all that apply)
Outgoing _____ Tons of friends _____ Small circle of friends _____ Loner _____ Shy _____ Lonely _____


Mostly co-worker friends _____ Mostly church friends _____ More like acquaintances _____ Isolated ____
Primarily just with family _____ Stick with just spouse / partner _____ Active in many social events _____
Workaholic _____ Don’t like people _____ Wish I had a better social life _____ Other _____
Additional Information: _______________________________________________________________________
Leisure & Recreation:
Art _____Backpacking _____ Baseball / Softball _____ Basketball _____ Biking _____ 
Boating / Watersports _____ Bowling _____ Camping _____ Church Activities _____ Concerts _____
Dancing _____ Dirt bikes / 4-wheeling _____ Fishing _____ Fitness / Workout _____ Football _____
Going to Casino _____ Golf _____ Hiking _____ Horseback Riding _____ Hunting _____ Motorcycle _____
Movies _____ Music (listening) _____ Music (playing) _____ Partying _____ Pool _____ Off Roading _____
Ski / Snowboarding _____ Racing _____ Rafting / Kayaking _____ Reading _____ Soccer _____
Swimming _____ Television _____ Time with family_____ Time with friends _____ Travel _____ 
Video Games _____ 
Other _____________________________________________________________________________________
Are you satisfied spending your free time this way?          Yes          No
If No, explain: ______________________________________________________________________________________________________________________________________________________________________________________
What limits your leisure activities? ______________________________________________________________________________________________________________________________________________________________________________________
Spiritual Life:
Do you consider spirituality an important part of your life?          Yes          No
If not, why? ________________________________________________________________________________________________________________________________________________________________________________________
Do you identify with a particular religious faith?          Yes          No
Describe any belief system you have: ________________________________________________________________________________________________________________________________________________________________________________________



How actively involved are you in faith?
Not involved at all _____ Slightly involved _____ Somewhat involved _____ Fairly involved _____ 
Very involved _____ Additional Information: ______________________________________________________
History of Abuse (Victim & Perpetrator)  
Victim:
Do you believe you have been the victim of any kind of abuse (example: physical, emotional, verbal, sexual or neglect)?          Yes          No
If Yes, describe the kind of abuse you were a victim of:
Physical _____ Emotional _____ Verbal _____ Sexual _____ Neglect _____
If Yes, please explain: ________________________________________________________________________________________________________________________________________________________________________________________
Was the abuse reported?          Yes          No
To whom? __________________________________________________________________________________
Outcome: ___________________________________________________________________________________
Perpetrator:
Do you believe you have been the perpetrator of any kind of abuse (example: physical, emotional, verbal, sexual or neglect)?          Yes          No
If Yes, please explain: ________________________________________________________________________________________________________________________________________________________________________________________
Was the abuse reported?          Yes          No
To whom? ____________________________________________________________________________________________
Outcome: ____________________________________________________________________________________________
Have you ever witnessed abuse or family violence?          Yes         No
If Yes, please explain: ________________________________________________________________________________________________________________________________________________________________________________________



Risk Taking / Impulsive Behavior (current / past) – (select all that apply: 
Unprotected sex
Reckless Driving
Drug dealing
Carrying / using weapon
Trading sex for drugs

Other
Additional information:


Have you been tested for HIV?          Yes          NO
If Yes, date of last test: _______________________________ Results: _________________________________________________________________________________________
Are you currently pregnant?          Yes          No
Family Relationships
Do you have any children?                                      
First Name
Age
Sex
Custody?
Y/N
Lives with?
Y/N
Additional Information




























Who else lives with the you? (Include spouses, partners, siblings, parents, other relatives, friends)
Name
Age
Sex
Relationship
Additional Information




































Primary language of household/family: _________________________________________________________________________________________


Family History
Family History of (select all that apply):

Mother
Father
Siblings
Aunt 
Uncle
Grandparents
Alcohol/Substance Abuse






History of Completed Suicide






History of Mental Illness/ Problems such as:






Depression






Schizophrenia






Bipolar Disorder






Alzheimer’s






Anxiety






Attention Deficit/Hyperactivity






Learning Disorders






School Behavioral Problems






Incarceration






Other






Comments:









Presence or absence of financial difficulties: (Fields below are optional)
No Current Problems _____ Relationship Conflicts Over Finances _____ Impulsive Spending _____
Poverty or below _____ Financial Difficulties _____ Comments ________________________________________________________________________________________
Living Situation:
Housing Adequate _____ Housing Dangerous _____ Dependent on Others _____ Homeless _____
At Risk for Homelessness _____ Other ___________________________________________________________
Usual living arrangements:
With sexual partner & children _____ With sexual partner alone _____ With parents _____ 
With other family members _____ With friends _____ With roommate(s) _____ Alone _____
In controlled environment _____ “Bouncing around” _____ No stable arrangements _____


Are you satisfied with these arrangements?          Yes          No
If No, explain: ________________________________________________________________________________________________________________________________________________________________________________________
Do you live with someone who has a current alcohol and/or other drug problem?        Yes          No
If Yes, explain: ________________________________________________________________________________________________________________________________________________________________________________________
Do you live with someone who has had an alcohol or drug problem in the past?         Yes          No
If Yes, explain: ________________________________________________________________________________________________________________________________________________________________________________________
Do you live with someone who has a mental health condition?          Yes          No
If Yes, explain: ________________________________________________________________________________________________________________________________________________________________________________________
Additional Information: ____________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________
In your lifetime have you had significant periods of time where you experienced serious problems getting along with: (check all that apply)
Father _____ Mother _____ Siblings _____ Other family _____ Spouse / Partner _____ Children _____
Co-workers _____ Friends _____
If checked, please explain: ________________________________________________________________________________________________________________________________________________________________________________________
In the last 6 months have you had significant periods of time where you experienced serious problems getting along with: (check all that apply)
Father _____ Mother _____ Siblings _____ Other family _____ Spouse / Partner _____ Children _____
Co-workers _____ Friends _____
If checked, please explain: ________________________________________________________________________________________________________________________________________________________________________________________




Supportive Social Network? (Rate the network using a scale of 1 Weak to 5 Strong)
Immediate Family
Extended Family
Friends
School
Work
Community
Religious
Other
Comment:

Childhood upbringing:
Who were you primarily raised by?
Biological Mother & Father _____ Biological Mother & Stepfather _____ Primarily Mother _____
Biological Father & Stepmother _____ Primarily Father _____ Primarily other family member _____
How many siblings (brothers or sisters) do you have? _______________________________________________
While growing up, have you experienced any of the following? (Check all that apply)
Divorced parents _____ Difficult relationship with a step parent _____ Abuse or Neglect _____
Death of a close family member or someone very close to you _____ 
Alcohol and / or drug abuse by parent or legal guardian _____ 
Alcohol and / or drug abuse by other family members or people close to you _____ 
Parent / family member experiencing significant medical conditions, accidents, or injuries _____ 
Your own significant medical conditions, accidents, or injuries _____
Frequent moves, or moves that were difficult for you _____ 
Parent / family member experiencing significant mental health conditions _____ Other ____
Additional Information: _______________________________________________________________________
Current Relationships:
Married with children _____ Married with no children _____ Separated but attempting reconciliation ___
Separated and considering divorce _____ Recently Divorced (in the past 2 years) _____ Divorced _____
Divorced, hoping to reconcile _____ In serious relationship (living together) _____ 
In serious relationship (not living together) _____ With Boyfriend / Girlfriend _____ 
With Boyfriend / Girlfriend (living together) _____ Single, hoping to be in a relationship _____ 
Single with no desire to be in a relationship _____ Single _____ Single with children _____ Other _____



How would you describe your current relationship?
Happy _____ Challenging _____ Comfortable _____ Okay _____ Troubled / Rocky _____ Up & Down ___
Loving _____ Strong _____ Unsatisfying _____ Abusive _____ For Life _____ Temporary _____ Fun ____
Other _____
Additional Information: _______________________________________________________________________
If married, Separated, Divorced or in Serious Relationship for how long? ________________________________________________________________________________________________________________________________________________________________________________________
Nutrition:
Appetite:          Good          Fair          Poor, please explain below:
Recently gained / lost significant amount of weight
Binges / overeats to excess
Restricts food / vomits / over-exercises to avoid weight gain.
Special dietary needs
Hiding / hoarding food 
Food allergies

Medications / RX
Are you taking any prescribed medication on a regular basis?          Yes          No
Medication: (Please list all medications you currently are taking)

Dosage:

Frequency:

Date Begun:

Example: Zoloft

One 50mg pill

Twice daily

1 year ago






























Do you have any allergies (Medication or other)? ________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________



MAST & CAGE
ANSWER QUESTIONS WITH YES OR NO. 1-22 REFERS TO ALCOHOL ONLY, NOT TO ANY TYPE OF DRUG.

1. Do you feel you are a normal drinker? ("normal" - drink as much or less than others)  __	 Circle Answer: YES   NO 
2. Have you ever awakened the morning after some drinking the night before and found that you could not remember a part of the evening? Circle Answer: YES   NO 
3. Does any near relative or close friend ever worry or complain about your drinking? 	Circle Answer: YES   NO 
4. Can you stop drinking without difficulty after one or two drinks? ___________________Circle Answer: YES   NO 
5. Do you ever feel guilty about your drinking? 		Circle Answer: YES   NO 
6. Have you ever attended a meeting of Alcoholics Anonymous (AA)? 	Circle Answer: YES   NO 
7. Have you ever gotten into physical fights when drinking? 	_________________________Circle Answer: YES   NO 
8. Has drinking ever created problems between you and a near relative or close friend?	 Circle Answer: YES   NO 
10. Have you ever lost friends because of your drinking? 		Circle Answer: YES   NO 
11. Have you ever gotten into trouble at work because of drinking? 	Circle Answer: YES   NO 
12. Have you ever lost a job because of drinking? 		Circle Answer: YES   NO 
13. Have you ever neglected your obligations, your family, or your work for two or more days in 
a row because you were drinking? 	_____________________________________________Circle Answer: YES   NO 
14. Do you drink before noon often? 	___________         ____________________________Circle Answer: YES   NO 
15. Have you ever been told you have liver trouble such as cirrhosis? _________________Circle Answer: YES   NO 
16. After heavy drinking have you ever had delirium tremens (D.T.'s), severe shaking, visual or auditory (hearing) hallucinations? _____________________________________________________________Circle Answer: YES   NO 
17. Have you ever gone to anyone for help about your drinking? 		Circle Answer: YES   NO 
18. Have you ever been hospitalized because of drinking? 		Circle Answer: YES   NO 
19. Has your drinking ever resulted in your being hospitalized in a psychiatric ward? 	Circle Answer: YES   NO 
20. Have you ever gone to any doctor, social worker, clergyman or mental health clinic for help with any emotional problem in which drinking was part of the problem? 		Circle Answer: YES   NO 
21. Have you been arrested more than once for driving under the influence of alcohol? 	Circle Answer: YES   NO 
22. Have you ever been arrested, even for a few hours because of other behavior while drinking? 
Circle Answer: YES   NO (If Yes, how many times ________ ) 	
CAGE
Have you ever felt you should cut down on your drinking or drug use?           ___________Circle Answer: YES  /   NO
Have people annoyed you by criticizing your drinking or drug use? 	___________________Circle Answer: YES  /   NO
Have you ever felt bad or guilty about your drinking or drug use?                                  ____ Circle Answer: YES  /   NO
Have you ever had a drink first thing in the morning to steady your nerves or rid of a hangover?
Circle Answer: YES  /   NO



DAST
The following questions concern information about your potential involvement with drugs not including alcoholic beverages during the past 12 months. Circle your response 
1. Have you used drugs other than those required for medical reasons?	__Yes   No 
2. Have you abused prescription drugs?		__Yes	  No 
3. Do you abuse more than one drug at a time? 		__Yes   No 
4. Can you get through the week without using drugs?		__Yes   No 
5. Are you always able to stop using drugs when you want to?	__Yes   No 
6. Have you had "blackouts" or "flashbacks" as a result of drug use? 	__Yes   No 
7. Do you ever feel bad or guilty about your drug use? 		__Yes   No 
8. Does your spouse (or parents) ever complain about your involvement with drugs? Yes   No 
9. Has drug abuse created problems between you and your spouse or your parents?  Yes   No 
10. Have you lost friends because of your use of drugs? 	________________________Yes   No 
11. Have you neglected your family because of your use of drugs? _______________Yes   No 
12. Have you been in trouble at work because of drug abuse?___________________Yes   No 
13. Have you lost a job because of drug abuse?	_______________________________Yes   No 
14. Have you gotten into fights when under the influence of drugs? ______________Yes   No 
15. Have you engaged in illegal activities in order to obtain drugs? _______________Yes   No 
16. Have you been arrested for possession of illegal drugs? 		__Yes   No 
17. Have you ever experienced withdrawal symptoms (felt sick) when you stopped taking drugs? 	Yes    No 
18. Have you had medical problems as a result of your drug use 
(e.g. memory loss, hepatitis, convulsions, bleeding, etc.)? ______________________Yes    No 
19. Have you gone to anyone for help for a drug problem?	_____________________ Yes    No 
20. Have you been involved in a treatment program specifically related to drug use?  Yes   No






image1.png
«////{\\/\

Alpenglow Clinic





