
Substance	Use	Questionnaire		
	
Patient	Name:	 	 	 		 																		Date	of	Birth	(MM/DD/YYYY):		 					/	 					/		 	 	
	
Substance	 Frequency	of	Use	and	use	

(e.g	5	drinks	a	day)	
Method	of	use	(e.g.	
drink,	inject,	snort)			

Age	of	
First	Use	

Approximate	
date	of	last	use	

Alcohol	 	 	 	 	

Amphetamines	(e.g.	
Ritalin,	Adderall)		

	 	 	 	

Barbiturates	 	 	 	 	

Benzos	(Valium,	
Xanax,	Klonopin)		

	 	 	 	

Cocaine/Crack	 	 	 	 	

Heroin/Opiates	 	 	 	 	

Hallucinogens	(e.g.	
PCP,	LSD)	

	 	 	 	

Inhalants	 	 	 	 	

Marijuana	 	 	 	 	

Caffeine	 	 	 	 	

Tobacco/Nicotine	 	 	 	 	

Over	the	Counter	 	 	 	 	

Prescription	Drugs	 	 	 	 	

Other	 	 	 	 	

	
1.	List	substances	used	in	order	of	preference:		
	
	
	
2.	When	and	where	do	you	typically	use	substances:		
	
	
	
3.	How	do	you	believe	your	substance	use	affects	your	life/relationships?	
	
	
	
4.	Have	you	ever	tried	to	stop	using?	If	so,	how	long	ago?		
	
	
	
5.	What,	if	anything,	has	helped	you	in	limiting	your	use	in	the	past?	
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