Substance Use Symptom Checklist--Arabic

o0,
8 KAISER PERMANENTE. 55l S a1 1 o i A

bl ol Ul gan jlall elibaled i3 488 agd o Ladall i e 3aclisa g cline Lisal

Patient Label

A A JWS) s cdlinaa e s AY) sl )
ol Jasdl 8
@Jm\

LApalall el e N YA

i N 2 3all e clle S agde IS Lae Ji ills Al <l sl (ge sl iy alad of coaa s a1
e ¢ Llail liay die ade S Laa ST 48 gl L e Joand §f il el i) e
(Yes) (No) * ?
' bl e cai gl il ol Jalas 4peSd dliaia yie Clans) (ol el e Sl i€ a2
o y ¢uml,e ) oaa cuindl 5 5al 3l go Jglisi ol il jaaal) lati Ja S jaiall
(Yes) (No)
ax Y $ad Jalads i€ Laa Jghal 3 i) 5 ST cilaeS alati ei€ Ja el jadall alathi ¢S Ladie |3
(Yes) (No)
axi y lly e (S Al il g (lgie B gil) o ) paaall  alad (e JalE il la o 5 S a4
(Yes) (No)
axi y Oa ) Sl paaall et sl jaadl e Jgeand) 8 G ) e LS Cpal a5
(Yes) (No) Sl jadall alas
. g Ll COSE 5 Ll ol sl Ca et Gl e a2 ) e il jaaa) Jhles cilial s b 6
e 2 g LAy 3 ol duasall
(Yes) (NO) & 2R 9 A
axi y S yaal) b il sl Jandl 8 @bl g ase ae il a3l ikl (i i a7
(Yes) (No)
. sl B obead) a8 e clgad Wditia (585 () jhadld) (e (IS VA 83 50 (ge ST G <€ a8
o K fhanall Jibs
(Yes) (No)
axi y @QM\&;&&ML@J‘Oﬁjiq)ﬂnﬂjweé)l\écﬁbdifnﬁ:\kwds_9
(Yes) (No) fAY) Sl dlilile
axi y 0l jadal) bl dall of 4358 il 5 &y o 110
(Yes) (No)
o y 9l il elbalad Casss cp AY) o o il s A jlaas Uil ol Jand) 8 8 U o Ja 11
(Yes) (No)
t(Cikais La JS Joa B0 gy o ) daddiual) (@l jadiall) adal)
Sl o Y Mgl @
Clagallfiip s 5l o Ul sag L/ jaaall pdiall @
oAl s e cillasiall/ paligdisdl o

BH4143ARA-01-18 Kaiser Foundation Health Plan of Washington




Substance Use Symptom Checklist

Patient Label

In the past 12 months...

&% KAISER PERMANENTE.

To help you and your provider understand how your marijuana or

Name: other drug use might be affecting your health, please complete
MRN: the following questions.
Date:

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

9. 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):

Cannabis/Marijuana e Benzodiazepines/Sedatives (like
Xanax, Klonopin, Librium, Valium)

Opiates (like heroin, OxyContin, Vicodin)

Methamphetamine/Stimulants (like crystal
meth, “speed,” Ritalin) e Other

e Cocaine
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