ALCOHOL & DRUG SERVICES OF GALLATIN COUNTY

2310 N. 7th Avenue

BOZEMAN, MT 59715

PHONE:  (406) 586-5493 FAX (406) 587-1238
CONCERNED PERSON QUESTIONNAIRE

CLIENT:





You are being asked to complete this questionnaire to assist us in the evaluation of the above client.  Evaluation and diagnosis for chemical dependency is a complex and thorough procedure requiring data from a variety of sources.  Chemical dependency is a widespread illness affecting perhaps 20 million Americans.  We do not assume everyone we work with has the disease.  Our initial obligation with everyone then is to determine if an alcohol and/or drug problem exists.

It is our natural tendency to try to protect someone we care for, however, in this instance we encourage you to be as open and specific as possible so that we may help the above named person determine whether he/she has a problem with alcohol and/or drugs.

The contents of this questionnaire are strictly confidential and will only be shared with the above named person.  If there is information you wish to provide but do not wish us to share with the client, please indicate this.  Please contact our administrative assistant if you have any questions.

Please be specific and answer every item, giving examples and details whenever possible.  When complete, you may mail or fax it to the above address and number, or you may give back to the client to turn in.  Thank you for your time.

YES

NO

1.  Has the client ever experienced blackouts (a memory loss without 





losing consciousness) while under the influence of alcohol and/or

drugs?  How often has this occurred?  When was the last time it occurred?









YES

NO

2.  Has the client hidden or protected his/her supply of alcohol or 





drugs?  Describe:








YES

NO

3.  Is it difficult to consistently predict, once he/she starts using 





alcohol/drugs, when he/she will stop?






YES

NO

4.  Has the client used excuses to explain his/her drinking or using 





drugs?  Most frequent excuses?







YES

NO

5.  Has the client ever been verbally or physically abusive while 





under the influence?  In what ways?  When was the last time?



YES

NO

6.  Has the client ever passed out from drinking or using?  How often? 





When was the last time?








YES

NO

7.  To your knowledge, what is the most amount of alcohol the client has 





ever consumed?  When?








YES

NO

8.  Has the client ever had treatment for chemical dependency or 





been in private therapy for drug or alcohol related problems?  When?


YES

NO

9.  Have you noticed an inability to predict behavior after he/she has





begun drinking or using?  Examples:





YES

NO

10.  Has the pattern of drinking changed, such as more frequent, more  





solitary use?









YES

NO

11.  Does the client seem to have unreasonable resentments?  Please 





explain: 









YES

NO

12.  Does he/she go on binges?  How often?  Please describe:

   

YES

NO

13.  Is too much money being spent on alcohol or drugs, or is spending  





excessive when drinking (gambling, buying drinks, spending money not 





planned on)?  Is the spending causing problems for him/her or the 





family?










YES

NO

14.  Has the client ever had the shakes or other physical problems as a  





result of drinking? Does the client drink or use a drug to control these 

symptoms?









YES

NO

15.   Have interests narrowed away from activities and hobbies once 





enjoyed to mainly alcohol or drug related activities?




 YES

NO

16.   Are most of the client’s friends heavy drinkers or users of drugs?

YES

NO

17.   Has the client ever failed to do some of the things he/she should





do, like keeping appointments, eating meals with family, keeping up on





responsibilities, because of using or drinking?  Describe: 



YES

NO

18.   Has the client ever missed time from work or school as a result of





drinking or using, such as sick days or coming in late?  How often?


YES

NO

19.   Has the client ever been threatened with disciplinary action or 





termination, or been terminated from any job or from school because of 





alcohol or drug use?  Describe:







YES

NO

20.  Has he/she drank or used drugs within two hours after waking up? 

YES

NO

21.  Have there been any alcohol or drug related legal problems (divorce, 





bankruptcy, DUI, MIP, domestic abuse, theft, bad checks, etc)?  



YES

NO

22.  Have you or anyone else ever expressed concern about the client’s  





drinking or drug usage?  Explain:  






YES

NO

23.  Have you ever worried about the client’s drinking or drug use 





or what might happen to him/her while under the influence?  Explain:  

YES

NO

24.  Have you ever been embarrassed by the client’s behavior while 





under the influence?  Describe:  







YES

NO

25.  Has the client ever stated that he/she was going to cut down or 





quit drinking or using?  Explain:  






YES

NO

26.  Have you ever ridden with the client after she/he had been drinking?   

YES

NO

27.  Has another person ever said anything to you about the client’s  





drinking or use of drugs?







YES

NO

28.  Does the client use alcohol and or drugs to regularly calm nerves, 





reduce tension or relieve stress?  How often?  Does he/she use any other





methods of stress reduction?







YES

NO

29.  If you have expressed concern to the client about his/her drinking 





or using, was he/she comfortable or defensive about the discussion?  





Explain:  









YES

NO

30.  Has there ever been an injury while under the influence such as   





fights or car accidents, or has he/she been advised by a doctor to slow 





down or quit using or drinking?  






YES

NO

31.  Do you think the client’s drinking or using is out of the ordinary or 





a problem? Why?








YES

NO

32.  To the best of your knowledge, how much and how often has he/she  




drank over the last 30 days?  







YES

NO

33.  To the best of your knowledge, what drug, how much and how often 





has the client used over the last 30 days?  





Is there any other information you feel we should know or any comments you wish to make?



Would you be willing to come to the agency or be called by one of our counselors if needed?  









(
)





Please Print Name




Phone Number
Your Signature


Date

What is your relationship to the client?



Counselor Signature




Date Reviewed

Please return this form to the client or:

ADSGC

2310 N. 7th Avenue

Bozeman, MT 59718

      fax 406-587-1238  
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