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Substance Use

Rating Evaluation Scale
	



	
	Date
	Date
	Date
	Date
	Date
	Date
	Date
	Date

	QUESTIONS
	
	
	
	
	
	
	
	

	Do you ever use drugs or alcohol?
	(Yes

(No
	(Yes

(No
	(Yes

(No
	(Yes

(No
	(Yes

(No
	(Yes

(No
	(Yes

(No
	(Yes

(No

	Do you occasionally use alcohol or marijuana?  

Example:  Occasionally used when out, or a glass of wine with dinner. Use does not interfere with medications or activities of daily living.
	(Yes

(No
	(Yes

(No
	(Yes

(No
	(Yes

(No
	(Yes

(No
	(Yes

(No
	(Yes

(No
	(Yes

(No

	Have you developed a pattern of drug use?  

Example:  You have increased your usage of alcohol or marijuana, and once in a while, you use cocaine or other substances.  There is a notable change in behavior and laboratory evaluation can identify substance use.
	(Yes

(No
	(Yes

(No
	(Yes

(No
	(Yes

(No
	(Yes

(No
	(Yes

(No
	(Yes

(No
	(Yes

(No

	Do you use alcohol or drugs, including prescription medicines for anxiety or pain several times weekly?  Substance use interferes with medication regimen and/or activities of daily living.
	(Yes

(No
	(Yes

(No
	(Yes

(No
	(Yes

(No
	(Yes

(No
	(Yes

(No
	(Yes

(No
	(Yes

(No

	Do you use any substance daily, resulting in non-adherence to medication and inability to function socially?
	(Yes

(No
	(Yes

(No
	(Yes

(No
	(Yes

(No
	(Yes

(No
	(Yes

(No
	(Yes

(No
	(Yes

(No

	Do you use any of the following supplements?

St. John’s Wort

Garlic

Ginseng

Melatonin

Milk Thistle (silymarin)

Geniposide

Skullcap
	(Yes

(No
	(Yes

(No
	(Yes

(No
	(Yes

(No
	(Yes

(No
	(Yes

(No
	(Yes

(No
	(Yes

(No

	Initials of Medical Staff Assessor
	
	
	
	
	
	
	
	


Comments:
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