
Substance Abuse Evaluation
Patient Information:

Full Name: ______________________________________ Date of Birth: ________________

Gender: ____________________________ Contact Information: _______________________

Emergency Contact: ___________________ Referring Physician: ______________________

Reason for Evaluation:
(Include any relevant information provided by the referring physician or patient)

Medical History:

Any chronic medical conditions: 

___________________________________________________________

Current medications: 

__________________________________________________________

Allergies: 

___________________________________________________________

Past surgeries or hospitalizations: 

____________________________________________________________

Mental Health History:

Any history of anxiety, depression, or other mental health disorders: ____________________

Current or past mental health treatments: _________________________________________

Substance Use History:

Primary substances used: __________________________________________

Frequency and duration of use: ______________________________________

Past attempts to quit or cut down: ____________________________________

Family history of substance use: _____________________________________

Legal issues related to substance use: ________________________________



Social History:

Living situation: 

_______________________________________________________________

Employment or school status: 

_______________________________________________________________

Support system: 

_______________________________________________________________

Hobbies/Interests: 

________________________________________________________________

Clinical Interview:
(Please document details of the interview, including the patient's demeanor, responses, and 
any notable observations)

Diagnosis:

Substance Use Disorder (specify type and severity): _______________________________

Co-occurring mental health disorders (if applicable): _______________________________

Treatment Recommendations:

Level of care (inpatient, outpatient, intensive outpatient, etc.): _______________________

Individual therapy: _________________________________________________________

Group therapy or support groups: _____________________________________________

Medication-assisted treatment (if applicable): ____________________________________

Referrals to specialists (e.g., psychiatrist, counselor): _____________________________

Follow-up Plan:

Next appointment date: _____________________________________________________

Additional assessments or tests required: _______________________________________

Contact information for questions or emergencies: ________________________________


	Full Name: Janice A Sawyer
	Date of Birth: 12/4/1991 
	Gender: Female
	Contact Information: 510-417-1035
	Emergency Contact: 805-968-0297
	cian: Dr. Lian Samson
	Current med: Hypertension
	Allergies:  Lisinopril, 10mg
	Past surgeries or hospitalizations: None
	undefined: Appendectomy in 2009
	Any history of anxiety depression or other mental health disorders: History of depression and anxiety
	Current or past mental health treatments: Previous therapy in 2018 for depression
	Primary substances used: Alcohol
	on of use: Daily, 2-3 drinks per day, increasing over the past year
	Past attempts to quit or cut down: Daily, 2-3 drinks per day, increasing over the past year
	y history of substance use: Father had alcohol use disorder
	ated to substance use: DUI in 2015
	Employment or school status: Lives alone in an apartment
	Support system: Employed full-time as a marketing manager
	HobbiesInterests: Limited support from friends, strained relationship with family
	undefined_2: Used to enjoy hiking and painting, but has lost interest recently
	sorder specify type and severity: Substance Use Disorder (Alcohol), Moderate
	e: Major Depressive Disorder
	ent etc:  Outpatient
	Individual therapy: Cognitive Behavioral Therapy (CBT) to address alcohol use and depression
	Group therapy or support groups: Dual diagnosis support group
	icable: Consideration of antidepressant medication
	or: Psychiatrist for medication management, counselor for CBT
	Next appointment date:  08/20/2023
	assessments or tests required:  None
	Contact information for questions or emergencies:  Dr. Lian Samson 631-960-9480
	Text22: Patient appeared anxious, expressed guilt about drinking, and shared difficulty sleeping. Admits using alcohol to cope with stress and loneliness.
	Text23: Patient referred for assessment due to concerns about escalating alcohol use and behavioral changes.


