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Substance Use Symptom Checklist

Patient Label

Name:
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KAISER PERMANENTE.

To help you and your provider understand how your marijuana or
other drug use might be affecting your health, please complete

Date:

MRN: the following questions.

In the past 12 months...

1.

Did you find that using the same amount of the substance has
less effect than it used to or did you have to use more of the
substance to get high or have the desired effect than when you
started using?

No

Yes

When you cut down or stop using the substance did you have
withdrawal symptoms? Did you use the substance or take other
substances to avoid those symptoms?

No

Yes

When you have used the substance, did you use more or for
longer than you planned to?

No

Yes

Have you wanted to or tried to cut back or stop using the
substance, but been unable to do so?

No

Yes

Did you spend a lot of time obtaining the substance, using the
substance or recovering from using the substance?

No

Yes

Have you continued to use the substance even though you
knew or suspected it creates or worsens mental or physical
problems?

No

Yes

Has using the substance interfered with your responsibilities at
work, home or school?

No

Yes

Have you been high or intoxicated by the substance more than
once in situations where it was dangerous such as driving a car
or operating machinery?

No

Yes

Did you use the substance even though you knew or suspected
it causes problems with your family or other people?

No

Yes

10.Did you experience strong desires or cravings to use the

substance?

No

Yes

11.Did you spend less time working, enjoying hobbies or

socializing with others because of your use of the substance?

No

Yes

Substance(s) used (please circle all that apply):

Opiates e Cocaine

Cannabis/Marijuana e Benzodiazepines/Sedatives

Methamphetamine/Stimulants e Other




