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07 
 
The following sections and questions are optional 
editions to the Treatnet ASI.  The questions are the 
result of suggestions and requests of the treatment 
providers in the 20 Countries participating in the 
Treatnet project. 
 
Additions to the  
TREATNET SUPPLEMENTAL 
DRUG/ALCOHOL USE GRID  
 
Specify consequences of use in comments section. 

 
 
            (past year) 
               Day          Month 
D1  Alcohol (any use ) 
 
D2 Alcohol (to intoxication) 
 
D3  Heroin 
 
D4 Methadone 
 
D5 Other Opiates & Analgesics 
 
D6 Barbiturates 
 
D7 Sedatives/Hypnotics/ 

Tranquilizers  
D8 Cocaine 
 
D9  Amphetamines 
 
D10   Cannabis 
 
D11   Hallucinogens 
 
D12   Inhalants 
 
D13   More than 1 per day 

(incl. alcohol) 
 
 
 
 
 
 
 
 
 
 

COMMENTS(Include question number with your notes) 
 
________________________________________________ 
 
________________________________________________ 
 
________________________________________________ 
 
________________________________________________ 
 
________________________________________________ 
 
________________________________________________ 
 
________________________________________________ 
 
________________________________________________ 
 
________________________________________________ 
 
________________________________________________ 

Date of 
Last Use 

 Age at first ________________________________________________ use  
________________________________________________ 
 
________________________________________________ 
 
________________________________________________ 
 
________________________________________________ 
 
________________________________________________ 
 
________________________________________________ 
 
________________________________________________ 
 
________________________________________________ 
 
________________________________________________ 
 
________________________________________________ 
 
________________________________________________ 
 
________________________________________________ 
 
________________________________________________ 
 
________________________________________________ 
 
________________________________________________ 
 
________________________________________________ 
 
________________________________________________ 
 
________________________________________________ 
SPIRITUAL HEALER SERVICES: 



Treatnet ASI Supplement 

 2

 
S4.   Did you receive any treatment provided by       
        Traditional/Spiritual Healers? 
 

S5a.  Medical Hospitalizations 
 S5b.  Medical Outpatient treatment 
 
 S5c.  Drug and Alcohol Treatments 
 
 S5d.  Psychiatric Inpatients 
 S5e.  Psychiatric Outpatient Treatments 
 
 
COMMENTS   
(Include question number with your comments) 
________________________________________________ 
 
________________________________________________ 
 
________________________________________________ 
 
________________________________________________ 
 
________________________________________________ 
 
________________________________________________ 
 
 
BARRIERS TO TREATMENT: 
 
Are any of the following barriers to your receiving 
treatment at this time? 
 
 1.Transportation? 
 
 2. Finances or insurance to pay for treatment? 
 
 3. Childcare Issues? 
 
 4. Non-Supportive family? 
  
 5. Other, Specify________________________ 
 
 
 
 
 
 
 
 
 
 

COMMENTS(Include question number with your notes) 
 
________________________________________________ 
 
________________________________________________ 
 
________________________________________________ 
 
________________________________________________ 
 
________________________________________________ 
 
________________________________________________ 
 
________________________________________________ 
 
________________________________________________ 
 
________________________________________________ 
 
________________________________________________ 
 
________________________________________________ 
 
________________________________________________ 
 
________________________________________________ 
 
________________________________________________ 
 
________________________________________________ 
 
________________________________________________ 
 
________________________________________________ 
 
________________________________________________ 
 
________________________________________________ 
 
________________________________________________ 
 
________________________________________________ 
 
________________________________________________ 
 
________________________________________________ 
 
________________________________________________ 
 
________________________________________________ 



Treatnet ASI Supplement 

 3

INTERVIEWER SEVERITY RATINGS
 
MEDICAL INTERVIEWER SEVERITY RATING 

 
M9.   How would you rate the patient's need for  
          medical treatment? 
 
          • Refers to the patient's need for additional  
             medical treatment. 
 

EMPLOYMENT INTERVIEWER SEVERITY 
RATING 

E22.  How would you rate the patient's need for      
         employment counseling?  
 
 

DRUG AND ALCOHOL INTERVIEWER 
RATINGS 

How would you rate the patient's need for treatment for: 
 
D32.            Alcohol problems? 
 
D33.            Drug problems? 
 
 

LEGAL INTERVIEWER SEVERITY RATING 
 

L30.  How would you rate the patient's need for 
         legal services or counseling? 
 
 

INTERVIEWER SEVERITY RATING 
 
F36.  How would you rate the patient's need for  
         family and/or social counseling? 
 
 

PSYCHIATRIC INTERVIEWER SEVERITY 
RATING 

 
P21 .   How would you rate the patient's need 

  for psychiatric/psychological treatment? 
 

 

 
 
 
 

 
COMMENTS(Include question number with your notes) 
 
________________________________________________ 
 
________________________________________________ 
 
________________________________________________ 
 
________________________________________________ 
 
________________________________________________ 
 
________________________________________________ 
 
________________________________________________ 
 
________________________________________________ 
 
________________________________________________ 
 
________________________________________________ 
 
________________________________________________ 
 
________________________________________________ 
 
________________________________________________ 
 
________________________________________________ 
 
________________________________________________ 
 
________________________________________________ 
 
________________________________________________ 
 
________________________________________________ 
 
________________________________________________ 
 
________________________________________________ 
 
________________________________________________ 
 
________________________________________________ 
 
________________________________________________ 
 
________________________________________________ 
 
________________________________________________ 
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GENOGRAM FAMILY HISTORY  In the boxes below, indicate which of these 

dependencies or other personal problems have 
been experienced by members of your family. 

 
A=Alcohol Abuse/Dependence 
D=Illegal Drug Use/Abuse 
PD=Prescription Drug Abuse 
T=Cigarette Smoker 
G=Compulsive Gambler 
S=Sexual Addiction 
L=Legal Convictions 

 4

I=History of Incarceration  

 
E=Eating Disorder/ 
   Compulsive Overeater 
SI = Suicidal Ideation 
SA=Suicide Attempts 
W = Workaholic 
V = Problems with Violence or  

 Rage 
MI = Mental Illness 
AD = ADHD, Hyperactivity 

 
 
 
 
 

Write the initials of each 
person in this corner of each 
box. 

            
 Maternal Grandparents 
 
 
 
 
 
 
 

COMMENTS 
_____________________________ 

Mother Mother’s mother Mother’s Brothers/Sisters (additional boxes below) Mother’s father  
_____________________________ 
 
_____________________________ 
 
_____________________________ 
 
_____________________________ 
 Paternal Grandparents _____________________________ 
 Father’s mother Father’s father Father Father’s Brothers/Sisters (additional boxes below)
_____________________________ 
 
_____________________________ 
 
_____________________________ 
 
_____________________________ 
 
_____________________________ Former 

Spouse/Partner Spouse or Partner Yourself You’re Brothers/Sisters      (additional boxes below)  
_____________________________ 
 
_____________________________ 
 
_____________________________ 
 
_____________________________ 
 
_____________________________ You’re Children  
_____________________________ 
 
_____________________________ 
 
_____________________________ 
 
_____________________________ 

 
Additional Family Members (Indicate whether they are brother, sister, aunt or uncle.  

 
 
Original Source:  Robert Forman,  
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Edits: Deni Carise 
 
Relapse Triggers Inventory 
For the situations listed below, place a circle around the ones that you believe 
may create a desire to drink or use drugs. 
 
 
Work Situations People, Places and Things 
 
Being around people who drink/use People I’ve gotten high within the past 
Workers invite me to drink/use with them Seeing people drinking or using drugs 
I just got paid; I’ve got money to spend Seeing a place where I used to  
I’m away from my supervisor   drink/use 
I get into a hassle with a boss or coworker Being in my car  
After working hard Driving through certain neighborhoods 
 Seeing a drug deal take place 
 Seeing or hearing a beer/alcohol ad 
Family Situations Listening to certain music 
 Going to casinos 
After I have a problem with a family member Seeing things that look like drugs 
I drink/use with certain family members News reports about drugs 
Just thinking about my family upsets me Watching certain TV programs 
When someone in my house drinks/uses Playing musical instruments 
Family events include drinking or drug use Eating at restaurants 
 Rock concerts 
 Seeing drug-related things (spoons,  
  straws, mirrors, razors, pipes,    
 other): 
 
Social Situations 
 
Being at parties where people are drinking 
 or using drugs 
Someone I date drinks/uses drugs Romantic/Sexual Settings 
I used to go to bars to socialize 
I play sports with people who drink/use Trying to find a “lover”/romantic  
Almost all my friends drink or use drugs   partner 
Being in any group situation is upsetting Thinking about sex/sexual fantasy 
Any kind of gambling Any kind of sexual activity 
I get uptight whenever I go out of my house Having certain kinds of sex 
Being alone bothers me Having sex with a prostitute 
Weekend/end of work week Being in a new relationship 
Free time Being rejected 
Special occasions (wedding, etc.) Asking for a date 
Dancing 
 
 
 
Moods, Mental and Physical State 
 
Lonely Guilt 
Angry Uptight 
Envious or jealous Worried 
Self pity Depressed 
Fear Sexually turned on 
Feeling powerful Having a success 
Good news Winning 
Loss of loved one Tired 
Drug/drinking dreams Bored 

Can’t sleep Hunger 
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COMMENTS 

 
___________________________ 
 
___________________________ 
 
___________________________ 
 
___________________________ 
 
___________________________ 
 
___________________________ 
 
___________________________ 
 
___________________________ 
 
___________________________ 
 
___________________________ 
 
___________________________ 
 
___________________________ 
 
___________________________ 
 
___________________________ 
 
___________________________ 
 
___________________________ 
 
___________________________ 
 
___________________________ 
 
___________________________ 
 
___________________________ 
 
___________________________ 
 
___________________________ 
 
___________________________ 
 
___________________________ 


