Substance Use Assessment
	Client Name:       
	Date of Birth:              



	Date of Update:       
	Clinician:       
	Psychiatrist:      

	Date File Opened:      
	Mental Health Centre:      
	 Update Period (in months):    FORMDROPDOWN 
  


	
	LAST DATE OF USE

d/m/y


	CURRENT FREQUENCY
	EVIDENCE OF ABUSE or DEPENDENCE
	OTHER INFORMATION

	Alcohol   
	     

	 FORMDROPDOWN 


	 FORMDROPDOWN 


	     
# standard drinks per week:       
max # standard drinks consumed on one occasion in past month:       


	Cannabis


	     

	 FORMDROPDOWN 


	 FORMDROPDOWN 

	     
# joints per week:       


	Cocaine 


	     

	 FORMDROPDOWN 


	 FORMDROPDOWN 

	     

	Crystal Meth  


	     

	 FORMDROPDOWN 


	 FORMDROPDOWN 

	     

	MDMA (ecstasy)


	     

	 FORMDROPDOWN 


	 FORMDROPDOWN 

	     

	Hallucinogens – e.g., LSD, mushrooms, PCP, etc.
	     

	 FORMDROPDOWN 


	 FORMDROPDOWN 

	     

	Opioids – e.g, heroin, morphine, codeine, Demerol, etc. 
	     

	 FORMDROPDOWN 


	 FORMDROPDOWN 

	     

	Nicotine 


	     

	 FORMDROPDOWN 


	 FORMDROPDOWN 

	     
#  cigarettes per day:      


	Other – e.g., inhalants, steroids, non-prescription sleep or diet pills, other stimulants, etc. 

          

	     

	 FORMDROPDOWN 


	 FORMDROPDOWN 

	     


Does the client believe that current use is problematic in any way (or that a reduction in use is desirable)?

 FORMDROPDOWN 

List the negative consequences the client experiences from drug use (eg, exacerbation of symptoms, withdrawal effects, financial costs, etc.): 
     
List the positive consequences the client experiences from drug use (eg, feelings of euphoria or relaxation, social facilitation, etc.):      
Describe steps being taken to reduce use of substances and any progress made:
     
Other details regarding substance use:

     
________________________________________


     































































