




 

  

   

  
 

INFORMED CONSENT FOR MEDICAL MARIJUANA 
 

 
 

I am being evaluated for a physician’s recommendation for medicinal use of marijuana. The 

physician will make this recommendation based, in part, on the medical information I have 

provided. I have not misrepresented my medical condition in order to obtain this 

recommendation and it is my intent to use marijuana only as needed for the treatment of my 

medical condition, not for recreational purposes. I understand that it is my responsibility to 

be informed regarding state and federal laws regarding the possession, use, sale/purchase 

and/or distribution of marijuana. I have been informed of and understand the following:

 [please initial each item and sign at the end] 

 
1.    The federal government has classified marijuana as a Schedule I controlled substance. 

Schedule I substances are defined, in part, as having (1) a high potential for abuse; (2) no 

currently accepted medical use in treatment in the United States; and (3) a lack of accepted safety 

for use under medical supervision. Federal law prohibits the manufacture, distribution and 

possession of marijuana even in states, such as Pennsylvania, which have modified their state 

laws to treat marijuana as a medicine. 

 
2.    Marijuana has not been approved by the Food and Drug Administration for 

marketing as a drug. Therefore the “manufacture” of marijuana for medical use is not subject to 

any standards, quality control, or other oversight. Marijuana may contain unknown quantities of 

active ingredients (i.e., can vary in potency), impurities, contaminants, and substances in addition 

to THC, which is the primary psychoactive chemical component of marijuana. 

 
3.    The use of marijuana can affect coordination, motor skills and cognition, i.e., the 

ability to think, judge and reason. While using marijuana, I should not drive, operate heavy 

machinery or engage in any activities that require me to be alert and/or respond quickly. I 

understand that if I drive while under the influence of marijuana, I can be arrested for “driving 

under the influence.” 

 
4.    Potential side effects from the use of marijuana include, but are not limited to, the 

following: dizziness, anxiety, confusion, sedation, low blood pressure, impairment of short term 

memory, euphoria, difficulty in completing complex tasks, suppression of the body’s immune 

system, inability to concentrate, impaired motor skills, paranoia, psychotic symptoms, general 

apathy, depression and/or restlessness. Marijuana may exacerbate schizophrenia in persons 

predisposed to that disorder. In addition, the use of marijuana may cause me to talk or eat in 

excess, alter my perception of time and space and impair my judgment. Many medical authorities 

claim that use of marijuana, especially by persons younger than 25, can result in long-term 

problems with attention, memory, learning, a tendency to drug abuse, and schizophrenia. Dr. 

Garg recommends medical marijuana use only for the relief of serious symptoms, and not for 

habitual use. 



 

  

   

  
 

5.   I understand that using marijuana while under the influence of alcohol is not 

recommended. Additional side effects may become present when using both alcohol and 

marijuana. Marijuana should be treated as an open container of alcohol. It should not be 

within reach in the car, and should not be extinguished in the vehicles ash tray. 

 
6.   I agree to contact Dr. Pankaj Garg if I experience any of the side effects listed above, 

or if I become depressed or psychotic, have suicidal thoughts, or experience crying spells. I will 

also contact Dr. Garg if I experience respiratory problems, changes in my normal sleeping 

patterns, extreme fatigue, increased irritability, or begin to withdraw from my family and/or 

friends. 

 
7.    Smoking marijuana may cause respiratory problems and harm, including bronchitis, 

emphysema and laryngitis. In the opinion of many researchers, marijuana smoke contains known 

carcinogens (chemicals that can cause cancer) and smoking marijuana may increase the risk of 

respiratory diseases and cancers in the lung, mouth and tongue. In addition, marijuana smoke 

contains harmful chemicals known as tars. If I begin to experience respiratory problems when 

using marijuana, I will stop using it and report my symptoms to a physician. 

 
8.    The risks, benefits and drug interactions of marijuana are not fully understood. If I 

am taking medication or undergoing treatment for any medical condition, I understand that I 

should consult with my treating physician(s) before using marijuana and that I should not 

discontinue any medication or treatment previously prescribed unless advised to do so by the 

treating physician(s). 

 
9.   Individuals may develop a tolerance to, and/or dependence on, marijuana. I 

understand that if I require increasingly higher doses to achieve the same benefit or if I think that 

I may be developing a dependency on marijuana, I should contact Dr. Pankaj Garg. 

 
10.    Signs of withdrawal can include: Feelings of depression, sadness, irritability, 

insomnia, restlessness, agitation, loss of appetite, trouble concentrating, sleep disturbances and 

unusual tiredness. 

 
11.    Symptoms of marijuana overdose include, but are not limited to, nausea, vomiting, 

hacking cough, disturbances in heart rhythms, numbness in the hands, feet, arms or legs, anxiety 

attacks and incapacitation. If I experience these symptoms, I agree to contact Dr. Pankaj Garg 

immediately or go to the nearest emergency room.. 

 
12.   If Dr. Pankaj Garg subsequently learns that the information I have furnished is 

false or misleading, the recommendation for marijuana may no longer be valid. I agree to 

promptly meet with Dr. Pankaj Garg and/or provide additional information in the event of any 

inaccuracies or misstatements in the information I have provided. 

 
13.   I have had the opportunity to discuss these matters with the physician and to ask 

questions regarding anything I may not understand or that I believe needed to be clarified. I 

acknowledge that Dr. Pankaj Garg has informed me of the nature of a recommended 

treatment, including but not limited to, any recommendation regarding medical marijuana. 



 

  

   

  
 

Dr. Pankaj Garg also informed me of the risks, complications and expected benefits of any 

recommended treatment, including its likelihood of success and failure. I acknowledge that Dr. 

Pankaj Garg informed me of any alternatives to the recommended treatment, including the 

alternative of no treatment, and the risks and benefits. 

 
14.   When under the influence and/or in possession of medical marijuana in public, a 

copy of your recommendation should be on your person at all times. 

 
15.   It is required that you return to Dr. Garg for a review of your medical condition and 

an update of your recommendation on a regular basis or at least every six months. An outdated 

recommendation may place the Doctor’s Medical License in jeopardy with the Medical Board, 

and the patient is at risk of being ticketed or arrested. 
 
 

16.   REMEMBER to bring your most current original recommendation with you 

for every visit!  
 

 
 

17. Patients giving any dishonest or untruthful information will be discharged. 
 

 
 
 
 
 
 
 
 

Patient Name: __________________________________________________ 

  

Signature: ___________________________          Date: _________________ 





PH: 610-732-4251 

Fax: 855-203-5123 

1572 McDaniel Drive, West Chester, PA 19380 Get Back To Living Life 

www.integrativepainclinic.com 

Patient Name: DOB:____________ 

CHIEF COMPLAINT: 

When did your pain start?   

Did your pain come on gradually over time or suddenly one day or after an injury?  

What do you think caused your pain? (e.g. Car accident, fall, work injury, etc.)     

     Since then has your pain increased/decreased or stayed the same? _________________ 

Describe your pain: (e.g. Is it on the right and/or left sides, moves, sharp, dull, aching, burning, throbbing, stabbing, electric, constant or 

variable etc.?)  _________________________________________________________________________________________________________ 

  Circle if you have:  Arm weakness/numbness     Leg weakness/numbness:    dropping things   falling frequently   incontinence of bowel      
incontinence of bladder  Impaired  sleep 

Mark the area of your pain: Circle the level of your pain today from 0 (no pain) to 10 (worst pain Imaginable- 

must go to the hospital):   

0   1  2 3  4    5 6 7  8 9 10 

What is the level when pain is at its worst? Best? 

Things that decrease my pain: (e.g. sitting, lying down, leaning on shopping cart heat, ice etc.) 

_________________________________________________________________ 

Things that increase my pain: (e.g. sitting, standing, walking, lifting, sneezing etc.) 

________________________________________________________________ 

What tests have you had done: Xray  MRI  CT scan  EMG  Bone scan  Other 

Treatments I have tried and /Specialists I have seen for my pain: 

Chiropractor   Physical Therapy  Home exercises  Biofeedback  Acupuncture  Massage  Other_____________________________ 

Pain specialist________________________Surgeon   Neurologist    

Allergies to any Medications/Latex/Iodine/IV contrast:  None 

Current Medication List: (If you have your own list we can make a copy of  it) 

  __________________________________________________________________________________________ 

Medications tried in the past: (e.g. morphine  Fentanyl patch  Oxymorphone/Opana  Gabapentin/neurontin  Lyrica  Cymbalta)

___________________________________________________________________________________________________ 

____________________________________________________________________________________________________ 

Medical problems: (e.g. Diabetes, Hypertension, Sleep apnea, COPD, Heart attack, Kidney disease,  Liver Disease, Hepatitis C,  Seizures

Fibromyalgia etc.) 
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Past Surgeries:   (e.g. Appendectomy, Gall bladder, Hysterectomy, Bowel resection, Spine surgery) ___________________________ 

_____________________________________________________________________________________ 

Psychiatric problems or diagnoses: e.g. Anxiety, Depression, Bipolar,  Suicide attempts in the past 

____________________________________________________________________________________________________________________

Any ER visits or hospitalization within the last year:   

Family History: 

 Social History: Who all are in your family: ________________________________________________ 

Living arrangement: (e.g. Living alone/with spouse and children/ Roommate/ Mother/ Father/ Homeless shelter) ____________________

______________________________________________________________________________________ 

Cigarette/Tobacco use: presently smoking ______packs daily             Quit____years ago            Trying to quit        Never smoked 

How much Alcohol do you drink: __________________________________________  

Current or past Recreational Drug Use:  Yes/No____________________________________________  

Any history of DUI or Incarceration   _____________________________ 

Any history of Drug or Alcohol Rehab/Detox_____________________________________ 

Have you ever been prescribed Suboxone or Subutex: Yes/No__________________________ 

Occupation   Employment status: Employed Full time/Part Time/ Unemployed/ Retired/ Disabeled 

Full/Partial, temporary/permanent  Reason 

Are you right handed /left handed              Any restrictions for lifting weights etc.? ___________ 

Please circle if you have any of the following 

Constitutional Weight loss Weight gain Fevers chills Poor appetite   Fatigue Poor sleep  Night sweats 

Eyes Blurry vision   Eye pain Eye discharge   Eye redness Decrease in vision  Dry eyes Double vision 

ENT Sore throat Hoarseness Ear pain Hearing loss   Ear discharge   Nose bleeds   Sinus problems 

Cardiovascular Chest pain Palpitations Rapid heart rate Poor circulation  Swelling in the legs or feet 

Respiratory Shortness of breath Chronic cough Coughing up blood History of Tuberculosis 

Gastrointestinal Nausea Vomiting Diarrhea Constipation Blood in the stool  Frequent heartburn Trouble swallowing 

Genitourinary Increased urinary frequency Blood in the urine Incontinence  Painful urination frequent UTIs 

Skin Rash Hives Hair loss Skin sores or ulcers Itching Skin thickening  Nail changes   Mole changes 

Musculoskeletal Joint pain Muscle aches   Frequent leg cramps Muscle weakness Joint swelling   Back pain 

Psychiatric Anxiety Depression Suicidal thoughts Panic attacks 

Endocrine Heat intolerance Cold intolerance Increased thirst Change in skin pigment Excess sweating 

Neurological Seizures Tremors Migraines Numbness Dizziness/Vertigo Loss of balance  Slurred speech   Stroke 

Hem/Lymphatic Easy bruising   Swollen lymph nodes Prolonged bleeding  Blood clots 

Allergic/Immun Seasonal Allergies Frequent infections  HepatitisC  HIV positive 
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Neck Disability Index 

This questionnaire has been designed to give the doctor information as to how your neck pain has affected your ability to manage in 

everyday life.  Please answer every section and mark in each section only the ONE box which applies to you.  We realize you may 

consider that two of the statements in any one section relate to you, but please just mark the box which most closely describes your 

problem. 

Section 01– Pain Intensity 

0 I have no pain at the moment. (0) 

1 The pain is very mild at the moment. (0) 

2 The pain is moderate at the moment. (1) 

3 The pain is fairly severe at the moment. (2) 

4 The pain is very severe at the moment. (3) 

5 The pain is the worst imaginable at the moment. (4) 

Section 2 – Personal Care (Washing, Dressing, etc.) 

0 I can look after myself normally without causing extra pain. (0) 

1 I can look after myself normally but it causes extra pain. (0) 

2 It is painful to look after myself and I am slow and careful. (1) 

3 I need some help but manage most of my personal care. (2) 

4 I need help every day in most aspects of self care. (3) 

5 I do not get dressed, I wash with difficulty and stay in bed. (4) 

Section 3 – Lifting 

0 I can lift heavy weights without extra pain. (0) 

1 I can lift heavy weights but it gives extra pain. (0) 

2 Pain prevents me from lifting heavy weights off the floor, but I can 

manage if they are conveniently positioned, for example on a table. (1) 

3 Pain prevents me from lifting heavy weights, but I can manage light to 

medium weights if they are conveniently positioned. (2) 

4 I can lift very light weights. (3) 

5 I cannot lift or carry anything at all. (4) 

Section 4 – Reading 

0 I can read as much as I want to with no pain in my neck. (0) 

1 I can read as much as I want to with slight pain in my neck. (0) 

2 I can read as much as I want with moderate pain in my neck. (1) 

3 I cannot read as much as I want because of moderate pain in my neck. 

(2) 

4 I can hardly read at all because of severe pain in my neck. (3) 

5 I cannot read at all. (4) 

Section 5 – Headaches 

0 I have no headaches at all. (0) 

1 I have slight headaches that come infrequently. (0) 

2 I have moderate headaches which come infrequently. (1) 

3 I have moderate headaches which come frequently. (2) 

4 I have severe headaches which come frequently. (3) 

5 I have headaches almost all the time. (4) 

Section 6 – Concentration 

0 I can concentrate fully when I want to with no difficulty. (0) 

1 I can concentrate fully when I want to with slight difficulty. (0) 

2 I have a fair degree of difficulty in concentrating when I want to. (1) 

3      I have a lot of difficulty in concentrating when I want to. (2) 

4 I have a great deal of difficulty in concentrating when I want to. (3) 

5 I cannot concentrate at all. (4) 

Section 7 – Work 

0 I can do as much work as I want to. (0) 

1 I can do my usual work, but no more. (0) 

2 I can do most of my usual work, but no more. (1) 

3 I cannot do my usual work. (2) 

4 I can hardly do any work at all. (3) 

5 I cannot do any work at all. (4) 

Section 8 – Driving 

0 I can drive my car without any neck pain. (0) 

1 I can drive my car as long as I want with slight pain in my neck. (0) 

2 I can drive my car as long as I want with moderate pain in my neck. (1) 

3 I cannot drive my car as long as I want because of moderate pain in 

my neck. (2) 

4 I can hardly drive at all because of severe pain in my neck. (3) 

5 I cannot drive my car at all. (4) 

Section 9 – Sleeping 

0 I have no trouble sleeping. (0) 

1 My sleep is slightly disturbed (less than 0 hour sleepless). (0) 

2 My sleep is mildly disturbed (0-1 hours sleepless). (1) 

3 My sleep is moderately disturbed (1-2 hours sleepless). (2) 

4 My sleep is greatly disturbed (2-4 hours sleepless). (3) 

5 My sleep is completely disturbed (4-7 hours sleepless). (4) 

Section 10 – Recreation 

0 I am able to engage in all my recreation activities with no neck pain at 

all. (0) 

1 I am able to engage in all my recreation activities, with some pain in 

my neck. (0) 

2 I am able to engage in most, but not all, of my usual recreation 

activities because of pain in my neck. (1) 

3 I am able to engage in a few of my usual recreation activities because 

of pain in my neck. (2) 

4 I can hardly do any recreation activities because of pain in my neck. 

(3) 

5 I cannot do any recreation activities at all. (4) 

0-3 No disability 

4-03 Mild disability 

04-13 Moderate disability 

14-23 Severe disability 

> 24 Complete disability 

Name:
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     Date _____________________________ 

Patient Name ________________________________ 

OPIOID RISK TOOL 

  Mark each  Item Score  Item Score 

 box that applies  If Female   If Male 

1. Family History of Substance Abuse Alcohol  [    ]  1   3 

Illegal Drugs  [    ]  2   3 

Prescription Drugs   [    ]  4   4 

2. Personal History of Substance Abuse Alcohol  [    ]  3   3 

Illegal Drugs    [    ]  4   4 

Prescription Drugs   [    ]  5   5 

3. Age (Mark box if 16 – 45)  [    ]  1   1 

4. History of Preadolescent Sexual Abuse  [    ]  3   0 

5. Psychological Disease Attention Deficit  [    ]  2   2 

Disorder,  

Obsessive Compulsive 

Disorder,  

Bipolar, 

Schizophrenia 

Depression  [    ]  1   1 

 TOTAL     ––––––  –––––– 

 Total Score Risk Category 

 Low Risk 0 – 3 

 Moderate Risk  4 – 7 

 High Risk  > 8 

Reference: Webster LR. Predicting aberrant behaviors in opioid-treated patients: Preliminary validation of the opioid risk tool. 
Pain Medicine. 2005;6(6):432-442. Used with permission.
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PATIENT HEALTH QUESTIONNAIRE (PHQ-9)DATE:NAME:Over the last 2 weeks, how often have you beenbothered by any of the following problems? Not at all Severaldays More thanhalf thedays Nearlyevery day(use "ⁿ" to indicate your answer) 0 1 2 3Little interest or pleasure in doing things1. 0 1 2 3Feeling down, depressed, or hopeless2. 0 1 2 3Trouble falling or staying asleep, or sleeping too much3. 0 1 2 3Feeling tired or having little energy4. 0 1 2 3Poor appetite or overeating5. 0 1 2 3Feeling bad about yourself   or that you are a failure orhave let yourself or your family down6. 0 1 2 3Trouble concentrating on things, such as reading thenewspaper or watching television7. 0 1 2 3Moving or speaking so slowly that other people couldhave noticed. Or the opposite    being so figety orrestless that you have been moving around a lot morethan usual8. 0 1 2 3Thoughts that you would be better off dead, or ofhurting yourself9. add columns + +TOTAL:(Healthcare professional: For interpretation of TOTAL,please refer to accompanying scoring card). Not difficult at allIf you checked off any problems, how difficulthave these problems made it for you to doyour work, take care of things at home, or getalong with other people?10. Somewhat difficultVery difficultExtremely difficultCopyright © 1999 Pfizer Inc. All rights reserved. Reproduced with permission. PRIME-MD© is a trademark of Pfizer Inc.A2663B 10-04-2005
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SOAPP®-R 

The following are some questions given to patients who are on or being considered for 
medication for their pain. Please answer each question as honestly as possible. There 
are no right or wrong answers. 
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1. How often do you have mood swings? ○ ○ ○ ○ ○

2. How often have you felt a need for higher doses
of medication to treat your pain? ○ ○ ○ ○ ○

3. How often have you felt impatient with your
doctors? ○ ○ ○ ○ ○

4. How often have you felt that things are just too
overwhelming that you can't handle them? ○ ○ ○ ○ ○

5. How often is there tension in the home? ○ ○ ○ ○ ○

6. How often have you counted pain pills to see
how many are remaining? ○ ○ ○ ○ ○

7. How often have you been concerned that people
will judge you for taking pain medication? ○ ○ ○ ○ ○

8. How often do you feel bored? ○ ○ ○ ○ ○

9. How often have you taken more pain medication
than you were supposed to? ○ ○ ○ ○ ○

10. How often have you worried about being left
alone? ○ ○ ○ ○ ○

11. How often have you felt a craving for
medication? ○ ○ ○ ○ ○

12. How often have others expressed concern over
your use of medication? ○ ○ ○ ○ ○

Name:
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13. How often have any of your close friends had a

problem with alcohol or drugs? ○ ○ ○ ○ ○

14. How often have others told you that you had a
bad temper? ○ ○ ○ ○ ○

15. How often have you felt consumed by the need
to get pain medication? ○ ○ ○ ○ ○

16. How often have you run out of pain medication
early? ○ ○ ○ ○ ○

17. How often have others kept you from getting
what you deserve? ○ ○ ○ ○ ○

18. How often, in your lifetime, have you had legal
problems or been arrested? ○ ○ ○ ○ ○

19. How often have you attended an AA or NA
meeting? ○ ○ ○ ○ ○

20. How often have you been in an argument that
was so out of control that someone got hurt? ○ ○ ○ ○ ○

21. How often have you been sexually abused? ○ ○ ○ ○ ○

22. How often have others suggested that you have
a drug or alcohol problem? ○ ○ ○ ○ ○

23. How often have you had to borrow pain
medications from your family or friends? ○ ○ ○ ○ ○

24. How often have you been treated for an alcohol
or drug problem? ○ ○ ○ ○ ○

Please include any additional information you wish about the above answers. 
Thank you. 
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AUDIT 
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. 

For each question in the chart below, place an X in one box that best describes your answer. 

NOTE: In the U.S., a single drink serving contains about 14 grams of ethanol or “pure” alcohol. Although the drinks 
below are different sizes, each one contains the same amount of pure alcohol and counts as a single drink: 

 
12 oz. of 
beer 
(about 5% 

alcohol) 

8-9 oz. of 
malt liquor 
(about 7% 

alcohol) 

1.5 oz. of 
hard liquor 
(about 40% 

alcohol) 

5 oz. of 
wine 
(about 12% 

alcohol) 
= = =

Questions 0 1 2 3 4 0 

1. How often do you have a drink
containing alcohol?

Never Monthly 
or less 

2 to 4 
times a month

2 to 3 
 times a week 

4 or more 
times a week 

0 

2. How many drinks containing al-
cohol do you have on a typical
day when you are drinking?

1 or 2 3 or 4 5 or 6 7 to 9 10 or more 0 

3. How often do you have 5 or more
drinks on one occasion?

Never Less than 
monthly 

Monthly Weekly Daily or 
almost daily 

0 

4. How often during the last year
have you found that you were not
able to stop drinking once you
had started?

Never Less than 
monthly 

Monthly Weekly Daily or 
almost daily 

0 

5. How often during the last year
have you failed to do what was
 normally expected of you because
of drinking?

Never Less than 
monthly 

Monthly Weekly Daily or 
almost daily 

0 

6. How often during the last year
have you needed a first drink in
the morning to get yourself going
after a heavy drinking session?

Never Less than 
monthly 

Monthly Weekly Daily or 
almost daily 

0 

7. How often during the last year
have you had a feeling of guilt or
remorse after drinking?

Never Less than 
monthly 

Monthly Weekly Daily or 
almost daily 

0 

8. How often during the last year
have you been unable to remem-
ber what happened the night be-
fore because of your drinking?

Never Less than 
monthly 

Monthly Weekly Daily or 
almost daily 

0 

9. Have you or someone else been
injured because of your drinking?

No 0 Yes, but not in 
the last year 

0 Yes, during 
the last year 

0 

10. Has a relative, friend, doctor, or
other health care worker been
 concerned about your drinking or
suggested you cut down?

No 0 Yes, but not in 
the last year 

0 Yes, during 
the last year 

0 

Total 0 

Note: This questionnaire (the AUDIT) is reprinted with permission from the World Health Organization. To reflect drink serving sizes in the 
United States (14g of pure alcohol), the number of drinks in question 3 was changed from 6 to 5. A free AUDIT manual with guidelines for use in 
primary care settings is available online at www.who.org. 

Excerpted from NIH Publication No. 07-3769 National Institute on Alcohol and Alcoholism www.niaaa.nih.gov/guide 

Name:
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Patient’s Name:          Date:

Drug Abuse Screening Test—DAST-10

Skinner HA. The Drug Abuse Screening Test. Addictive Behavior. 1982;7(4):363-371.

Yudko E, Lozhkina O, Fouts A. A comprehensive review of the psychometric properties of the Drug Abuse Screening Test. 

J Subst Abuse Treatment. 2007;32:189-198.

Reprinted with permission from Harvey Skinner, PhD.

These Questions Refer to the Past 12 Months

  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 unable to stop using drugs when you want to? Yes No

  4 Have you ever had blackouts or flashbacks as a result of drug use? Yes No

  5 Do you ever feel bad or guilty about your drug use? Yes No

  6 Does your spouse (or parents) ever complain about your involvement with drugs? Yes No

  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 you stopped 

taking drugs?  
Yes No

10  Have you had medical problems as a result of your drug use (eg, memory loss, 

hepatitis, convulsions, bleeding)? 
Yes No

Guidelines for Interpretation of DAST-10
Interpretation (Each “Yes” response = 1)

Score Degree of Problems Related 

to Drug Abuse

Suggested Action

0 No problems reported Encouragement and education

1-2 Low level Risky behavior – feedback and advice

3-5 Moderate level
Harmful behavior – feedback and counseling; 

possible referral for specialized assessment

6-8 Substantial level Intensive assessment and referral
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