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KAISER PERMANENTE.

To help you and your provider understand how your alcohol use
might be affecting your health, please complete the following
questions.

Please CIRCLE the best response to each question.

. Did you find that drinking the same amount of alcohol has less
effect than it used to or did you have to drink more alcohol to No Yes
get intoxicated?
. When you cut down or stop drinking did you get sweaty,
nervous, have upset stomach or shaky hands? Did you drink No Yes
alcohol or take other substances to avoid these symptoms?
. When you drank, did you drink more or for longer than you
No Yes
planned to?
. Have you wanted to or tried to cut back or stop drinking alcohol,
No Yes
but been unable to do so?
. Did you spend a lot of time obtaining alcohol, drinking alcohol,
: L No Yes
or recovering from drinking?
. Have you continued to drink even though you knew or
. ) No Yes
suspected it creates or worsens mental or physical problems?
. Has drinking interfered with your responsibilities at work, school,
No Yes
or home?
. Have you been intoxicated more than once in situations where it
o . . No Yes
was dangerous, such as driving a car or operating machinery?
. Did you drink alcohol even though you knew or suspected it
) ) No Yes
causes problems with your family or other people?
10.Did you experience strong desires or craving to drink alcohol? No Yes
11.Did you spend less time working, enjoying hobbies, or being
. . No Yes
with others because of your drinking?




