
Drug Test

Section 1: Personal Information

Name:

Date of Birth:

Gender:

Contact Number: 

Section 2: Demographics

Marital Status:

Education Level:

Employment Status: 

Ethnicity:

Section 3: Medical History

Do you have any known allergies or medical conditions? (If yes, please specify)

Section 4: Drug Use History

 


Yes

No

If yes, please provide details:

Type of drug(s) used:

Frequency of use (e.g., daily, weekly, monthly):



Duration of use:

Date of last use:

 

Yes 

No

If yes, please provide details:

Type of medication(s) misused:

Frequency of misuse:

Duration of misuse:

Date of last misuse:

Section 5: Current Drug Use

 

Yes 

No

If yes, please provide details:

Type of drug(s) currently using: 

Frequency of use:

Duration of current use:

Date of last use:

Section 6: Substance Use Impact

 


Yes

No



If yes, please describe:

Section 7: Treatment and Support

Have you ever sought treatment or support for drug use or addiction?

Yes 

No

If yes, please provide details:

Type of treatment or support:

Date of treatment or support:

Outcome of treatment or support:

Section 8: Additional Information

Do you want to share additional information about your drug use or related concerns?

Section 9: Consent and Confidentiality

I understand the information provided here is confidential and will be used solely for 
assessment and treatment planning.

Parent's Signature:

Date:

Section 10: Next Steps

Based on the information provided, the healthcare professional can determine the 
appropriate course of action, including further assessment, counseling, or referral to a 
specialist if necessary.
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