	THE ALCOHOL AND OTHER DRUGS ASSESSMENT FORM


	Client Name:

Client Address:



	Date of assessment:                                                           GP:

Referred by: 

Presenting issues:

Reasons for seeking treatment:

Treatment goals:

Drug and alcohol history:

Clinician’s Name: ………………..Work Role: ………………….Signature: …….……………….. Date: ………..

Other agencies involved:

Drugs used today:

Drugs used yesterday:

Drugs used last week:

Current prescribed medication:

Complete where appropriate:

Breathalyser: 

Urine Test:

Pregnancy Test:

Clinician’s Name: ………………..Work Role: ………………….Signature: …….……………….. Date: ………..

ALCOHOL AND OTHER DRUGS ASSESSMENT                  Key: U – Age first Used

                                                                                                                                  P – Age first Problematic

                                                                                                                                  D – Age first Dependent

Drug types:                   History of use:

ALCOHOL:

U:

P:
D:

BENZOS:

U:

P:

D:

OPIOIDS:

U:

P:

D:

STIMULANTS:

□Amphetamines

□Dexamphetamines

U:

P:

D:

T.H.C:

U:

P:

D:

NICOTINE:

U:

P:

D:

OTHER:

U:

P:

D:

Clinician’s Name: ………………..Work Role: ………………….Signature: …….……………….. Date: ………..

Associated risk behaviours and problems: 

 Exposure to injecting:

Age first injected:

PRESENTING SITUATION: 

Current accommodation:

Employment:

Education/training

Legal issues:

Interests and hobbies:

Clinician’s Name: ………………..Work Role: ………………….Signature: …….……………….. Date: ………..

SOCIAL SITUATION:

Genogram: 

Current relationship:

Children:

Social and family history: 

Clinician’s Name: ………………..Work Role: ………………….Signature: …….……………….. Date: ………..

SOCIAL SUPPORT:

Important people:

Current supports and supports provided:

Supports during treatment:

MENTAL HEALTH ASSESSMENT:  
Past mental health issues:

Current mental health issues:

Past or current self-harm or attempted suicide:

Agency risk assessment form completed:  Yes                             No

MENTAL STATE EXAMINATION: See Part B (clinician’s guide) for information regarding additional training
Appearance: 

Clinician’s Name: ………………..Work Role: ………………….Signature: …….……………….. Date: ………..

Behaviour:

Speech:

Mood:

Affect:

Thoughts:

Perception:

Cognition:

Clinician’s Name: ………………..Work Role: ………………….Signature: …….……………….. Date: ………..



	MEDICAL HISTORY: (Note: Medically oriented questions should only be asked if the agency is in a position to provide a related service, refer on and/or follow up on responses.  Otherwise, this part of the assessment should be omitted from the assessment process)
Family illnesses:

Medical/surgical history:

Current general health: 

Practicing safe sex:

Gardasil vaccination:

Last STI check:

HIV: 

Current status:

Hep A:

Hep B:

Hep C:

Other tests:

Last blood tests date:

Clinician’s Name: ………………..Work Role: ………………….Signature: …….……………….. Date: ………..

DOCTOR EXAMINATION:  (If applicable and where medical treatment options are available)

Evidence of physical dependence:

Physical appearance/stigmata:

Injection sites:

Current physical signs of intoxication or withdrawal:

Pulse……………………..    Blood Pressure………………...    

Height…………………….    Weight………………………….

Cardiovascular

Gastrointestinal

Respiratory

Neurological

Other findings

Doctor’s Name: ……..……………….. Signature: …………………….……………  Date: ……………………….

CASE SUMMARY/FORMULATION:

Alcohol and other drug  problem/diagnosis:

Mental health issues:

Physical health issues:

Identified risks:    Self harm/suicide                   Drug overdose                  Parenting concerns

                                  Harm from other                    Aggression/violence          STI/BBV

Allergies: _____________________________________________________________________________

Treatment/management plan: 

Referral to: ___________________________________________________________________________
Plan for involvement of significant other: 

Clinician’s Name: ………………..Work Role: ………………….Signature: …….……………….. Date: ………..




