NAME: DATE:

DRUG USE QUESTIONNAIRE (DAST — 10)

The following questions concern information about your possible involvement with drugs
not including alcoholic beverages during the past 12 months. Carefully read each
statement and decide if your answer is “Yes” or “No”. Then, circle the appropriate
response beside the question,

In the statements “drug abuse” refers to (1) the use of prescribed or over the counter
drugs may include: cannabis (e.g. marijuana, hash), solvents, tranquillizers (e.g.
Valium), barbiturates, cocaine, stimulants (e.g. speed), hallucinogens (e.g. LSD) or
narcotics (e.g. heroin). Remember that the questions do not include alcoholic
beverages. ' '

Please answer every question. If you have difficuity with a statement, then choose the
response that is mostly right.

These questions refer to the past 12 months. Check Your
Response
1. Have you used drugs other than those required for medical reasons? Yes No
2. Do you abuse more than one drug at a time? Yes No
3. Are you always able to stop using drugs when you want to? Yes No
4. Have you had “blackouts” or “flashbacks” as a result or drug use? Yes No
5. Do you every feel bad or guilty about your drug use? es No
6. Does your spouse (or parents) ever comptain about your Yes No
involvement with drugs?
7. Have you neglected your family because of your use of drugs? [ ] Yes No
8. Have you engaged in illegal activities in order to obtain drugs? Yes No
9. Have you ever experienced withdrawal symptoms (felt sick) when Yes No
you stopped taking drugs?
10. Have you had medical problems as aresulit of your drug use Yes  No

(e.g. memory loss, hepatitis, convulsions, bleeding, etc.)?

© Copyright 1982 by Harvey A. Skinner, PhD and the Centre for Addiction and Mental Health,
Toronto, Canada. You may reproduce this instrument for non-commercial use (clinical, research,
training purposes) as long as you credit the author Harvey A. Skinner, Department of Pubtic
Health Sciences, University of Toronto.




The Alcohol Use Disorders Identification Test: Self-Report Version

PATIENT: Because alcohol use can affect your health and can interfere with certain |
medications and treatments, it is important that we ask some questions about
your use of alcohol. Your answers will remain confidential so please be honest.
Place an X in one box that best describes your answer to each question.

Questions 0 1 2 3 4

1. How often do you have Never | Monthly | 2-4 times | 2-3 times | 4 or more
a drink containing alcoho!? orless | amonth | aweek [timesa week

2. How many drinks containing Tor2{ 3oréd 5orb6 7109 10 or more

alcohol do you have on a typical

day when you are drinking?
3. How often do you have six or Never | Less than| Monthly | Weekly Daily or
more drinks on one monthiy almost
occasion? dally
4. How often during the last Never | Less than} Monthly | Weekly Daily or
year have you found that you monthly aimost
were not able to stop drinking dally
once you had started?
5. How often during the last Never | Less than| Monthly | Weekly Dally or
year have you falled to do monthly almost
what was normally expected of daily

you because of drinking?

6. How often during the last year | Never | Less than| Monthly | Weekly Daily or

have you needed a first drink monthly almost
in the morning to get yourself daity
going after a heavy drinking

session?

7. How often during the last year Never |Less than| Monthly | Weekly Daily or

have you had a feeling of gullt monthly almost
or remorse after drinking? dally

8. How often during the last year | Never |Less than| Monthly | Weekly Dally or
have you been unable to remem- monthly almost
ber what happened the night daily
before because of your drinking?

9. Have you or someone else No Yes, but Yes.
been Injured because of not In the during the
your drlnking? last year last year

10.Has arelative, friend, doctor, or No Yes, but Yes,
other health care worker been not In the during the
concerned about your drinking last year last year

or suggested you cut down?

Total
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