
Subs tance  Abuse  Screening  Persona l Inform at ion  Shee t 
 Please  no te :  In form ation  on  th is  fo rm  is  confiden tia l and  is  p ro tected  by S ta te  and  Federal law.  Only Subs tance  Abuse
Screen ing  pe rsonne l have  access  to  th is  fo rm .
1. You r Nam e:  ________________________________________________         Sex:  Male    Fem ale  

    Fu ll Address :  ________________________________________________    _______________________ 
 STREET                              CITY   ZIP 

    Hom e Phone:  ______________________________ Work Phone:  ____________________________  

    Drive r License  #: ____________________________ Date  o f Birth :  ____________________________ 

    Em ail add ress   ___________________________________________________________________ 

2. Marita l S ta tus :     Never Married    Married    Cohab ita ting     Divorced    Widowed    Sep a ra ted

3. Race :        White  Black        Hispan ic  Other ________________________________

4. Are  you  p resen tly working?  Yes  No     If yes , p lease  ind ica te :
 Full-tim e    Part-tim e    Re tired  Studen t  Self-em ployed
 Hom em aker   Disab led    La id  o ff  Other
Occupation :  _________________________________________ How Long?  __________________ 
Type  o f Bus iness :___________________________________________________________________ 

5. What is  your m ain  source  o f incom e?
J ob    Spouse    Fam ily   Friends    Welfare    Paren ts   Socia l Security/Pens ion
Workm en 's  Co m p   Unem ploym ent Benefits    Disab ility Insurance    Other________________

7. Highes t g rade  com ple ted  in  school:   ______        Are  you  in  school now?    Yes      No  
If in  school now, p lease  in d ica te  type :
 High  School        Techn ica l School        Co llege  GED        Other

8. Rate  your hea lth :    Exce llen t  Good  Average  Fair  Poor

9. Do you  have  any h ea lth  p rob lem s?   Yes      No If yes , p lease  lis t: 
Are  you  taking  any m edica tion?   Yes      No  If yes , p lease  lis t:
Have  you  ever rece ived  counse ling?     Yes      No  If yes , when? 

10. Have  you  EVER had  any o ther a lcohol o r d rug  a rres ts?  Yes      No
When: ________________________________________________________________________ 

Charg es : ______________________________________________________________________ 

Is  your Drive r’s  License :      va lid            suspended            res tricted 

    Please  read  com ple te ly, then  s ign:    

I am  aware, to  be com pliant with  th is  court order: 
• I m us t success fu lly com ple ted  the  enro llm ent p rocess  and  the  Subs tance  Abuse  Assessm ent.
• All fees  and  m onies  m us t be  pa id  in  fu ll.
• The Assessm ent is  des igned  fo r m y benefit and  is  a  necessary ob liga tion  fro m  the  court tha t I m us t fu lfu l.
I have received:  A Recip ient Rights  pam phle t, Notice  of Confidentia lity.

_______________________________________________________________________________________________ 
    Clien t  S igna ture                                                                                                                    Date  



Alcohol screening questionnaire (AUDIT) 
Drinking alcohol can affect your health and some medications you may take. 

One drink equals: 12 oz. 
beer 

5 oz. 
wine 

1.5 oz. 
liquor 
(one shot) 

1. How often do you have a drink containing
alcohol?

Never 
Monthly 

or less 
2-4 times 
a month

2 - 3 
times a week 

4 or more times 
a week 

2. How many drinks containing alcohol do you have
on a typical day when you are drinking?

0 - 2 3 or 4 5 or 6 7 - 9 10 or more 

3. How often do you have five or more drinks on
one occasion?

Never 
Less than 
monthly Monthly Weekly 

Daily or 
almost 

daily 

4. How often during the last year have you found
that you were not able to stop drinking once you
had started?

Never Less than 
monthly 

Monthly Weekly 
Daily or 
almost 

daily 

5. How often during the last year have you failed to
do what was normally expected of you because of
drinking?

Never Less than 
monthly 

Monthly Weekly 
Daily or 
almost 

daily 

6. How often during the last year have you needed a
first drink in the morning to get yourself going
after a heavy drinking session?

Never Less than 
monthly 

Monthly Weekly 
Daily or 
almost 

daily 

7. How often during the last year have you had a
feeling of guilt or remorse after drinking?

Never 
Less than 
monthly Monthly Weekly 

Daily or 
almost 

daily 

8. How often during the last year have you been
unable to remember what happened the night
before because of your drinking?

Never Less than 
monthly 

Monthly Weekly 
Daily or 
almost 

daily 

9. Have you or someone else been injured because
of your drinking?

No 
Yes, but 

not in the 
last year 

Yes, in the last 
year 

10. Has a relative, friend, doctor, or other health
care worker been concerned about your drinking
or suggested you cut down?

No 
Yes, but 

not in the 
last year 

Yes, in the last 
year 

11. Have you ever been in treatment for an alcohol
problem?

Never Currently In the past 

I II III IV 
0-3 4-9  10-13  14+ 

0 1 2 3 4 

ame: 

Date of birth: 



Substance Abuse Screening Instrument  (O4/05)

The Drug Abuse Screening Test (DAST) was developed in 1982 and is still an excellent screening tool. It is a 28-item self-report
scale that consists of items that parallel those of the Michigan Alcoholism Screening Test (MAST). The DAST has “exhibited valid
psychometric properties” and has been found to be “a sensitive screening instrument for the abuse of drugs other than alcohol.

The Drug Abuse Screening Test (DAST)

Directions: The following questions concern information about your involvement with drugs. Drug abuse refers to (1) the
use of prescribed or “over-the-counter” drugs in excess of the directions, and (2) any non-medical use of drugs. Consider
the past year (12 months) and carefully read each statement. Then decide whether your answer is YES or NO and check
the appropriate space. Please be sure to answer every question.

YES     NO
1. Have you used drugs other than those required for medical reasons? ___ ___
2. Have you abused prescription drugs? ___ ___
3. Do you abuse more than one drug at a time? ___ ___
4. Can you get through the week without using drugs

(other than those required for medical reasons)? ___ ___
5. Are you always able to stop using drugs when you want to? ___ ___
6. Do you abuse drugs on a continuous basis? ___ ___
7. Do you try to limit your drug use to certain situations? ___ ___
8. Have you had “blackouts” or “flashbacks” as a result of drug use? ___ ___
9. Do you ever feel bad about your drug abuse? ___ ___
10. Does your spouse (or parents) ever complain about your involvement with

drugs? ___ ___
11. Do your friends or relatives know or suspect you abuse drugs? ___ ___
12. Has drug abuse ever created problems between you and your spouse? ___ ___
13. Has any family member ever sought help for problems related to your drug

use? ___ ___
14. Have you ever lost friends because of your use of drugs? ___ ___
15. Have you ever neglected your family or missed work because of your use of

drugs? ___ ___
16. Have you ever been in trouble at work because of drug abuse? ___ ___
17. Have you ever lost a job because of drug abuse? ___ ___
18. Have you gotten into fights when under the influence of drugs? ___ ___
19. Have you ever been arrested because of unusual behavior while under the

influence of drugs? ___ ___
20. Have you ever been arrested for driving while under the influence of drugs? ___ ___
21. Have you engaged in illegal activities in order to obtain drug? ___ ___
22. Have you ever been arrested for possession of illegal drugs? ___ ___
23. Have you ever experienced withdrawal symptoms as a result of heavy

drug intake? ___ ___
24. Have you had medical problems as a result of your drug use

(e.g., memory loss, hepatitis, convulsions, bleeding, etc.)? ___ ___
25. Have you ever gone to anyone for help for a drug problem? ___ ___
26. Have you ever been in a hospital for medical problems related to

your drug use? ___ ___
27. Have you ever been involved in a treatment program specifically

related to drug use? ___ ___
28. Have you been treated as an outpatient for problems related to drug abuse? ___ ___

Scoring and interpretation: A score of “1” is given for each YES response, except for items 4,5, and 7, for which a NO
response is given a score of “1.”  Based on data from a heterogeneous psychiatric patient population, cutoff scores of 6
through 11 are considered to be optimal for screening for substance use disorders. Using a cutoff score of 6 has been found to
provide excellent sensitivity for identifying patients with substance use disorders as well as satisfactory specificity (i.e.,
identification of patients who do not have substance use disorders). Using a cutoff score of <11 somewhat reduces the
sensitivity for identifying patients with substance use disorders, but more accurately identifies the patients who do not have a
substance use disorders. Over 12 is definitely a substance abuse problem.  In a heterogeneous psychiatric patient population,
most items have been shown to correlate at least moderately well with the total scale scores. The items that correlate poorly
with the total scale scores appear to be items 4,7,16,20, and 22.



Michigan Alcoholism Screening Test (MAST) 

Name: _____________________________________ Date: ____________________ 

Score: _______________ Screener: ___________________________________ 

Select Yes or No to the following questions: 
Pts. 

1. Do you enjoy a drink now and then? Y N 

2. Do you feel you are a normal drinker? (Normal means you drink as much as most other
people) Y N 

3. Have you ever awakened in the morning after some drinking the night before and
found that you could not remember a part of the previous evening? Y N 

4. Does any member of your family (wife, husband, parents, etc.) ever worry or complain
about your drinking? Y N 

5. Can you stop drinking without a struggle after 1 or 2 drinks? Y N 

6. Do you ever feel guilty about your drinking? Y N 

7. Do friends and relatives think that you are a normal drinker? Y N 

8. Are you able to stop drinking when you want to? Y N 

9. Have you ever attended an AA meeting? Y N 

10. Have you gotten into physical fights when drinking? Y N 

11. Has drinking created problems with you and your spouse or other near relative? Y N 

12. Has your spouse or any other near relative gone to anyone for help about your
drinking? Y N 

13. Have you ever gotten into trouble at work because of drinking? Y N 

14. Have you ever lost friends or lovers because of your drinking? Y N 

15. Have you ever lost a job because of your drinking? Y N 

16. Have you ever neglected your obligations, your family, or your work for two or more
days in a row because you were drinking? Y N 

17. Do you ever drink before noon? Y N 

18. Have you ever been told you have liver trouble? Y N 

19. Have you ever had severe shaking, heard voices, or seen things that weren’t really
there after heavy drinking? Y N 

20. Have you ever gone to anyone for help about your drinking? Y N 

21. Have you ever been hospitalized because of your drinking? Y N 

22. Have you ever been seen at a psychiatric hospital, or been on a psychiatric ward of a
hospital, where drinking was part of the problem? Y N 

23. Have you ever been seen at a psychiatric or mental health clinic, or gone to any doctor,
social worker, or clergyman for help with any emotional problems where drinking was
part of the problem?

Y N 

24. Have you ever been arrested for drunk driving, driving while intoxicated, or driving
under the influence of alcoholic beverages?  If yes, how may times? ____ Y N 

25. Have you ever been arrested, even for a few hours, because of drunken
behavior?  If yes, how many times? _____ Y N 



PRE-SENTENCING ASSESSMENT QUESTIONNAIRE 
YOU MUST BRING THIS FORM TO YOUR APPOINTMENT 

Note:  This information that you are being asked to provide on this questionnaire is very 
important in regard to the assessment process. 
PLEASE PROVIDE ACCURATE INFORMATION   

Name:  _____________________________________________ 

Driver License #:  _______________ you must provide valid picture identification 

Verification of substance abuse treatment (documentation) 
Examples: detoxification, outpatient, inpatient, intensive outpatient, education, etc. 

Treatment Date Name of Agency Recommendations 

Verification of Current Medication 
Prescription Dosage Reason Duration 

Criminal History 
Must include ANY prior criminal convictions 
Examples:  DUI, OWI, OUIL, Reckless, Careless, Domestic Violence, Arson, Larceny, Burglary, Aggravated Assault, 
Drug (possession, marijuana, cocaine, prescription, distribution/trafficking, manufacturing, paraphernalia), etc. 

Offense Date Conviction Outcome 

AA / NA Sheets  MUST bring in original documented paperwork 
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