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DOB: 
Biopsychosocial Assessment
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SUBSTANCE ABUSE 
BIOPSYCHOSOCIAL ASSESSMENT
107 E. 25th Street Baltimore, MD 21218 | Office: (410) 558-0019/0032 | Fax: (410) 366-2108 | Email: info@awlllc.org 


Updated 10/2019

Enrollment Date: 

IOP Admit Date:


Date Completed:


General Information
[image: ]
	Presenting Problem (substance use disorder):
	
	
	
	
	

	Dominate Language:
	
	
	
	Valid Driver’s license? Yes _____ No _____

	Description:
	
	
	
	
	
	
	

	Height
	
	Weight
	
	Eye color
	
	
	Hair color
	


[image: ]
Any identifying physical characteristics (scars,

Tattoos):

Are there any limitations which may affect treatment?

	Physical
	
	Vision or hearing
	
	Learning
	



Cultural/Spiritual History
[image: ]

Do you have a spiritual belief or a higher power?	Yes ____	No _____

If yes, please describe: _________________________________________________________________
Do you attend formal religious/spiritual practice? Yes _____ No _____ is it a significant part of your life? Yes _____ No _____

How has your substance abuse affected your spiritual aspect of life?
Comment: _____________________________________________________________________________

Sexual History/Orientation/Gender Expression:
[image: ]

Describe your current sexual orientation or gender expression: _________________________________

Are you experiencing any problems regarding your sexual orientation or gender expression? Yes __ No ___
If yes, please describe.
____________________________________________________________________

	House
	
	
	
	Rent
	
	Shared
	
	Rent
	

	Own
	
	Living w/family
	
	Living
	
	Boarding
	
	Group home
	

	
	
	
	
	w/friends
	
	house
	
	
	

	Section
	
	Public housing
	
	Shelter
	
	No stable
	
	
	

	8
	
	
	
	
	
	residence
	
	
	









What has been your living arrangement for the past three years? ______________________

Do you live with anyone who:	Has a current alcohol or drug problem?	Yes _____	No _____
Are you interested in family or couple counseling?
Has any relationship dissolved due to alcohol and/or drug problems?
[image: ]
Personal History
Relationship/marital history

Marital Status:
	Married
	
	Divorced
	
	Separated
	
	Widowed
	
	Single
	



	[bookmark: page2]Client: 
	
	DOE:  
	RIN:
	Date:   

	
	
	
	
	

	
	
	

	Are you satisfied with your current relationship?
	Yes _____
	No _____

	Is your partner living with you?
	
	Yes ____
	No _____

	Do you have any children?
	
	Yes _____
	No _____

	Are you experiencing or have you experienced any domestic violence?
	Yes _____
	No _____

	Would you like counseling for these issues?
	
	Yes ____
	No _____

	Is your family or significant other supportive of you entering into treatment? Yes _____
	No _____

	Will your family or significant other participate in your treatment?
	Yes _____
	No _____


[image: ]
If so, who? ______________________________________________________
With whom do you spend most of your free time and how? _____________________________________
Are you experiencing any social problems?	Yes _____	No
_____
If yes, please explain: _____________________________________________________________________
[image: ]
Education
What was the highest grade you completed? ____________________

Training or technical education completed?	Yes _____	No _____
Are you interested in furthering your education?	Yes _____	No _____
Do you currently have or ever had any behavioral, learning disabilities, or traumatic experiences that are
Significant to education history?	Yes ____	No _____
If yes, please explain: ___________________________________________________________________

Employment
[image: ]
	Are you current employed?
	
	
	Yes ______
	No ______

	If now, please explain how you support yourself:
	
	
	

	Employment Fulltime
	Employment part-time
	Unemployed but seeking

	Unemployed not seeking
	Homemaker
	Disabled
	student
	


Type of work: Previous job history (jobs held, where, when, and reason for leaving):
	Current Employer
	Length of Employment
	

	
	
	

	Past Employment
	Length of Employment
	Reason for leaving

	
	
	

	
	
	


Comment: _________________________________________________________________________________
	Is your substance abuse affecting you current job?
	
	Yes ______
	No ______

	If yes please explain:
	
	
	
	
	

	Has anyone at work expressed concern about your substance abuse? Yes ______
	No ______

	If yes please explain:
	
	
	
	
	

	Vocational interests and goals:
	
	
	
	
	

	Would employment counseling be of interest to you now?
	
	Yes ______
	No ________

	Average monthly income: _______
	Source of income:
	___________________

	Military History
	
	
	
	
	

	Have you ever been in the Armed Forces? Yes _____
	No _____
	Branch __________

	If yes, please provide dates of service:
	
	
	
	
	

	Any issues related to combat?
	
	
	
	
	

	Date and type of discharge:
	
	
	
	
	

	Are you eligible for Veteran’s Administration benefits?
	
	Yes _____
	No _____

	Does patient view military participation as significant?
	
	Yes ______
	No ______


Comment: _________________________________________________________________________
[image: ]





[bookmark: _GoBack]Medical History
	Are you currently taking any medications prescribed to you?
	Yes _____
	No _____

	Do you have any current or past medical issues?
	Yes ______
	No _____

	If yes, please explain. _____________________
	
	

	Have you ever been hospitalized?
	Yes _____
	No _____

	Do you have any chronic medical problems that continue to interfere with your life?
	

	
	Yes _____
	No _____


If yes, please explain ______________________________________________________________
	Do you have any medication allergies?
	Yes _____
	No _____

	Do you have diabetes?
	Yes _____
	No _____

	Date of last physical:
	Date: ___________________


[image: ]

	[bookmark: page3]Client:  
	
	DOE:  
	RIN:
	Date:   
	

	
	
	
	
	
	
	
	

	
	
	
	
	
	

	If female, are you pregnant?
	
	
	Yes ______
	No_____
	

	Legal History
	
	
	
	
	
	

	Have you ever been arrested?
	Yes _____
	No _____
	
	

	Date
	Reason
	
	
	
	Disposition (Judges ruling; Courts
	

	
	
	
	
	
	final determination)
	

	
	
	
	
	
	

	
	
	
	
	
	

	Have you been in
	A controlled environment in the last 30 days?
	Yes
	_____
	No _____
	


If yes, please explain: _______________________________________________________________________
	Have any of your charged resulted conviction?
	Yes ______
	No ______

	Have you ever been incarcerated?
	Yes ______
	No ______

	For how long?
	
	

	Are you currently on probation or on parole?
	Yes ______
	No ______

	Name and address of probation or parole officer:
	Yes _____
	No ______

	(Release singed):
	
	
	

	Have you ever been charged with Driving while under the influence?
	Yes ______
	No ______


If yes, how many times?
Do you have special probation, parole or court conditions regarding treatment? Yes _____ No _____
If yes please explain:


Would counseling for legal issues be of interest to you now?


Yes ______


No ______


Comments: _______________________________________________________
[image: ]


Mental Health History

Have you ever been treatment for psychological or emotional problems? Yes _____ No _____

If yes, please give name, location and type of treatment facility, date(s) attended, type of treatment and outcomes/responses to treatment:

	Treatment
	Location
	Date(s) attended
	Type of
	Referral
	Outcome

	Facility
	
	
	Treatment
	source
	

	
	
	
	
	
	

	
	
	
	
	
	

	
	
	
	
	
	



	Have you ever been diagnosed with a mental health illness?
	Yes _____
	No _____

	If yes, please describe:
	
	
	
	

	Are you on psychotropic medication (s)?
	
	Yes _____
	No _____

	If yes, please list all the psychotropic medication (s):
	
	

	Medication
	
	Who prescribed
	When did you start
	When did you stop
	If discontinued,

	
	
	medication
	taking medication
	taking the
	explain why.

	
	
	
	
	medication
	

	
	
	
	
	
	

	
	
	
	
	
	



	Have you ever attempted Suicide?
	
	Yes _____
	No _____

	If yes, please explain in detail with the date(s), number of attempts and reason(s):
	
	

	When
	Details: behavioral description
	Reason
	
	outcome

	
	
	
	
	

	
	
	
	
	



Do you have any aggressive or homicidal ideations?	Yes ____	No _____

If yes, please explain. ___________________________________________________________________
	Are you interested in treatment for your mental health issues?
	Yes _____
	No ______

	Comments: ______________________________________________________________
	

	Substance Use History:
	
	
	
	
	

	
	
	
	
	
	
	

	Drug
	Age of first
	Method of
	Amount/
	
	Longest
	Date of

	
	use
	Use
	frequency
	
	period of
	Last use



	[bookmark: page4]Client:  
	
	DOE:  
	RIN:
	Date:   
	

	
	
	
	
	
	

	
	
	
	
	
	

	
	
	
	
	abstinence
	

	
	
	
	
	and why
	

	Alcohol
	
	
	
	
	

	Cannabis
	
	
	
	
	


[image: ]
Synthetic Cannabis
Nicotine (smokeless

Tobacco)
Cocaine

(Powder/smoke/IV)
Molly/Ecstasy

Opioids (Percocet’s, heroin,

OxyContin, Morphine,
Methadone)

Benzodiazepines (Xanax,

Sedatives, hypnotics)
Hallucinogens

(Mushrooms, Acid)
Phencyclidine (PCP)

Inhalant/Huffing

Amphetamines

(Prescription & illicit)
Barbiturates (seconal,

Luminal, ect)
Other sedatives

(i.e., Lean)

Other stimulants:

(Club drugs)

Substance Abuse Treatment History
[image: ]

Have you ever been treated for substance abuse?	Yes ______	No ______

If yes, please provide name, location, and type of treatment facility, date(s) attended, and type of treatment and outcomes/responses of treatment:

	Name of
	Location
	Date(s)
	Type of treatment
	Outcome

	Treatment
	
	attended
	(inpatient,
	(AMA, successful)

	program
	
	
	partial-hospitalization)
	

	
	
	
	
	

	
	
	
	
	


Have you ever overdosed:	Yes _____	No _____

If yes, please explain (which drugs, hospitalization, and how many times):

__________________________________________________

Have you ever experienced Delirium Tremens (DT’s) from alcohol? Yes ______ NO _____ If yes, how many times? __________________________

Have you ever experienced withdrawal symptoms?

Comment: ________________________________________________


Have you ever made any attempts to reduce or stop your substance use (i.e., by enrolling into

	[bookmark: page5]Client:  
	DOE:  
	RIN:
	
	Date:   

	
	
	
	
	

	
	
	
	
	

	TX)?
	
	
	Yes ___
	No ______

	Do you have a history of blackouts or seizures?
	
	Yes _____ No _____

	If yes, please describe. ________________________________________________

	Have you engaged in IV drug use?
	
	
	Yes _____
	No _____

	Have you ever shared needles?
	
	
	Yes _____
	No _____



What is the longer period of abstinence from all mood altering chemicals? _______

What are some consequences of your drug use?

______________________________________________________________________________

______________________________________________________________________________

Additional Comments:

_______________________________________________________________________________________

_________________________________________________________

Family History
[image: ]

Mental health
[image: ]
	Depression   Anxiety
	Bipolar   Schizophrenia
	Other:
	SI/HI/

	
	
	
	attempt(s)


Mother

Father

Brother

Sister

Grandparent

Other:

Comment:

______________________________________________________________________________

______________________________________________________________________________

______________

Substance Use
[image: ]
	Treatment
	Active use
	Remission
	Drug


Mother

Father

Sister

Brother

Other:

Comment:

________________________________________________________________________

________________________________________________________________________

________________________________________________________________________

	Have you ever been abused?
	Yes ____
	No _____

	If yes, please list the relationship of the abused, abuser and type of abuse:
	

	_________________________
	
	

	Would you like counseling for these issues?
	Yes _____
	No _____

	Are you interested in counseling for family problems?
	Yes ______
	No ______


[image: ]

	[bookmark: page6]Client:  
	DOE:  
	RIN:
	Date:   
	

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	

	financial:
	
	
	
	

	
	
	
	

	Does someone contribute to your financial support?
	Yes _____
	No _____
	


If yes, please explain. ________________________________________________________

Do people depend on you for basic needs (food, shelter, ect)?	Yes _____ No _____

If yes, please explain.

Current financial problems:
Comment: _____________________________________________________________

	Understands budgeting principles
	
	Has credit cards with adequate credit
	

	
	
	Available.
	



Patient Self-Assessment
[image: ]

What are your personal strengths? (i.e., open-minded, persistence, curiosity, creativity)

Comment: _____________________________________________________________

What are your current needs?

Comment: ______________________________________________________________

What are your abilities? (i.e., problem solving, quick to learn, flexible)

Comment: ______________________________________________________________

What resources that you feel will assist you?

Comment: _______________________________________________________________
[image: ]
DIAGNOSTIC CRITERIA

A: A problematic pattern of substance use [drug of choice] leading to clinically significant impairment or distress, as manifested by at least two of the following, occurring within a 12-month period:

1. [Substance of concern] is often taken in larger amounts or over longer period than was intended.

2. There is a persistent desire or unsuccessful efforts to cut down or control [substance of concern] use.

3. A great deal of time is spent in activities necessary to obtain [substance of concern], use [substance of concern], or recovery from its effects.

4. Craving, or a strong desire or urge to use [substance of concern].

a.	Yes _____	No ______

5. Recurrent [substance of concern] use resulting in a failure to fulfill major role obligations at work, school, or home.

6. Continued [substance of concern] use despite having persistent or recurrent social or interpersonal problems caused or exacerbated by the effects of [substance of concern].

7. Important social, occupational, or recreational activities are given up or reduced because of [substance of

Concern].

Yes ______	No ______

8. Recurrent [substance of concern] use in situations in which it is physically hazardous.

9. [Substance of concern] use is continued despite knowledge of having a persistent or recurrent physical or psychological problem that is likely to have been caused or exacerbated by [substance of concern].

10. Tolerance, as defined by either of the following:

a. A need for markedly increased amounts of [substance of concern] to achieve intoxication or desire effect.

b. Markedly diminished effect with continued use of the same amount of [substance of concern].

	[bookmark: page7]Client:  
	
	DOE:  
	RIN:
	Date

	
	
	
	
	
	

	
	
	
	
	

	Yes ______
	No ______
	
	
	



11. Withdrawal, as manifested by either of the following:

a. The characteristic withdrawal syndrome for [substance of concern] (refer to Criteria A and B of the criteria set for [substance of concern] withdrawal).

b. [Substance of concern] is taken to relieve or avoid withdrawal symptoms.

Yes ______	No ______

Mild: Presence of 2-3 symptoms Moderate: Presence of 4-5 symptoms. Severe: Presence of 6 or more symptoms.

Substance Use Disorder Diagnosis:

Primary:

Secondary:

Tertiary:

Comment:

______________________________________________________________________________

_____________________________________________________________

Specify if:

In early remission: After full criteria for [substance of concern] use disorder were previously met, none of the criteria for [substance of concern] use disorder have been met for at least 3 months but for less than 12 months (with the exception that Criterion A4, “Craving, or strong desire or urge to use the [substance of concern],” may be met).

In sustained remission: After full criteria for [substance of concern] use disorder were previously met, none of the criteria for [substance of concern] use disorder have been met at any time during a period of 12 months or longer (with the exception that Criterion A4, “Craving, or a strong desire or urge to use the [substance of concern] may be met).

Specify if:

In a controlled environment: this additional specifier is used if the individual is in an environment here access to [substance of concern] is restricted.
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	Supervisor
	
	Date:
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ALL WALKS OF LIFE



“PRESERVATION OF SELF AND COMMUNITY”











