CHALLENGE

ONE
@

Challenging yourself to honestly
look at your use of alcohol and
other drugs

Drug History Handout



Important Explanation

You’ve probably already thought about your drug use and been asked about it. Now that you have done
some thinking about being honest with yourself (Journal 1, Part A) and trust of others (Journal 1, Part B),
it’s a good time to revisit your drug use - past and present.

This handout is a chance to review your drug history; look at it, and think about where you’ve been with
drugs and where you stand right now.

Please complete the following pages only for drugs that you have used.

PLEASE NOTE: After you complete this handout, I will read it, make comments, and then return it to
you. I will not photocopy this handout or make it part of your clinical record. You can keep it or shred it,
if you wish.

The Seven Challenges ©2017 Robert Schwebel, Ph.D. 2



Drug History

l ALCOHOL

(If you’ve never had more than an occasional sip of alcohol, please skip this page)

When was the last time you drank alcohol?

How often did you drink just before you started counseling?
[ every day [ almost every day [ 2-4 times a week [ once a week
[ other:

On a day you were drinking, how much did you usually consume?
NOTE: 1 drink = 12 ounces of regular beer; 8-9 ounces of malt liquor; 1&1/2 ounces of 80-proof
distilled spirits (gin, rum, tequila, vodka, whiskey, etc.); 5 ounces of wine

(1 1-2 drinks (1 2-4 drinks [ 5 or more drinks

On days of heavier drinking, how many drinks would you consume?

Do you (or did you) sometimes binge drink (approximately 4 or more drinks in 2 hours for a woman;
5 or more drinks in 2 hours for a man). [ Yes [1No

If “Yes,” how often did you do this? ( ) times per month.

Compare your most recent drinking to your drinking six months before that.

Compare your most recent drinking to your drinking one year before that.

Did you ever try to cut back or stop? [ Yes [ No
If yes, how many times? How long did it last?

What happened?

[s it important to you to keep drinking? [ Yes [ No

Please explain why

List the worries or concerns you have about your drinking, even if they are just little ones. If you have
none, please explain why.
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Drug History

B TOBACCO

Have you used tobacco products? [1Yes [dNo If you answered “no,” skip this page

With regard to tobacco, check all that apply. [ Smoke [ Vape [ Smokeless

How much do you smoke, chew or vape?

How much did you smoke, chew or vape six months before going to counseling?

How much did you smoke, chew or vape one year before going to counseling?

Did you ever try cut back or quit? [dYes [ No
If yes, how many times? How long did it last?

What happened?

Is it important to you to keep using tobacco products? [ Yes [1No

Please explain why

List the worries or concerns you have about tobacco, even if they are just little ones. If you have none,
please explain why.
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Drug History

B MARIJUANA

Have you used marijuana? [dYes [dNo Ifyou answered “no,” skip this page

When was the last time?

With regard to marijuana, check all that apply. [ Smoke [ Vape [1 Edibles

How often did you use marijuana before you started counseling?

[ every day [ almost every day [ 2-4 times a week [ once a week
[ other:

How often did you get really high?

[ every day [ almost every day [ 2-4 times a week [ once a week
(d Other

Did you ever try to cut back or quit? [ Yes [ No
If yes, how many times? How long did it last?

What happened?

Is it important to you to keep using marijuana? [ Yes [ No

Please explain:

List the worries or concerns you have about marijuana, even if they are just little ones. If you have
none, please explain why.
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Drug History

B LSD (ACID)

Did you ever use LSD (acid)? [dYes [ANo Ifyou answered “no,” skip this page.

When was the first time?

Did you like it? [dYes [dNo Please comment.

Have you had bad trips? [JYes [1No Flashbacks? [1Yes [No

When was the last time you took acid?

What is the most you ever took at one time?

When was that?

What happened?

In the last month before counseling, how many times did you take acid?

In your lifetime, how many times have you taken acid?

Is it important to you to keep taking acid? [dYes [dNo Why?

List the worries or concerns you have about your use of acid, even if they are just little ones. If you
have none, please explain why.
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Drug History

B OTHER HALLUCINOGEN (DRUG YOU USED THAT MADE YOU HALLUCINATE)

Skip this page if you have not used other hallucinogens.
If you used more than one of these drugs, you can photocopy this page.

Name of drug:

When did you take it the first time?

Did you like it? [dYes [dNo Please comment.

Have you had bad trips? [dYes [dNo Flashbacks? [dYes [ No

When was the last time you took it?

What is the biggest amount of this drug you ever used at one time?

When was that?

What happened to you?

In the last month before counseling, how many times did you use it?

In your lifetime, how many times have you used it?

Is it important to you to keep taking this drug? [ Yes [dNo Why?

List the worries or concerns you have about your use of this drug, even if they are just little ones. If
you have none, please explain why.
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Drug History

B METH

Did you ever use meth? [dYes [ANo Ifyou answered “no,” skip this page.

When did you first use meth?

When was the last time?

With regard to meth, check all that apply. [ Snort [ Smoke [ Inject

How often did you use meth before you started counseling?
[ every day [ almost every day [ 2-4 times a week (1 once a week
[ other:

How much meth did you usually use?

How much when you went above the usual amount?

Compare your most recent use of meth to your use six months before that?

Compare your most recent use of meth to your use one year before that?

Did you ever try to cut back or quit? [1Yes [ No
If yes, how many times? How long did it last?

What happened?

Is it important to you to keep using meth? [ Yes [ No

Please explain why

List the worries or concerns you have about your use of meth, even if they are just little ones. If you
have none, please explain why.
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Drug History

B OTHER AMPHETAMINE (SPEED)

Skip this page, if you have not used another amphetamine.
If you used more than one of these drugs, you can photocopy this page.

Name of drug:

When did you first use it?

When was the last time?

With regard to this drug, check all that apply. [ Snort [ Smoke [ Inject [ Pills

How often did you use this drug before you started counseling?
[ every day [ almost every day [ 2-4 times a week [ once a week
[ other:

How much of it did you usually use?

How much when you went above the usual amount?

Compare your most recent use of this drug to your use six months before that?

Compare your most recent use of this drug to your use one year before that?

Did you ever try to cut back or quit? [ Yes [ No
If yes, how many times? How long did it last?

What happened?

[s it important to you to keep using this drug? [ Yes [ No

Please explain why

List the worries or concerns you have about your use of this drug, even if they are just little ones. If
you have none, please explain why.
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Drug History

H COCAINE

Did you ever use cocaine (crack, powder, needles)? [ Yes [ No [fyou answered “no,” skip this
page.

When did you first use cocaine?

When was the last time?

With regard to cocaine, check all that apply. [ Snort [J Smoke [ Inject

How often did you use cocaine before you started counseling?
[ every day [ almost every day [ 2-4 times a week (1 once a week
[ other:

How much cocaine did you usually use?

How much when you went above the usual amount?

Compare your most recent use of cocaine to your use six months before that?

Compare your most recent use of cocaine to your use one year before that?

Did you ever try to cut back or quit? [ Yes [ No
If yes, how many times? How long did it last?

What happened?

Is it important to you to keep using cocaine? [J Yes [ No

Please explain why

List the worries or concerns you have about your use of cocaine, even if they are just little ones. If you
have none, please explain why.
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Drug History

B HEROIN

Did you ever use heroin? [ Yes [ANo Ifyou answered “no,” skip this page.

When did you first use heroin?

When was the last time?

With regard to heroin, check all that apply. [ Snort [ Smoke [ Inject

How often did you use heroin before you started counseling?
[ every day (A almost every day [ 2-4 times a week [ once a week
[ other:

How much heroin did you usually use?

How much when you went above the usual amount?

Compare your most recent use of heroin to your use six months before that?

Compare your most recent use of heroin to your use one year before that?

Did you ever try to cut back or quit? [ Yes [ No
If yes, how many times? How long did it last?

What happened?

Is it important to you to keep using heroin? [ Yes [ No

Please explain why

List the worries or concerns you have about your use of heroin, even if they are just little ones. If you
have none, please explain why.
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Drug History

H OPIUM AND OTHER OPIOIDS (SUCH AS FENTANYL, HYDROCODONE,
OXYCODONE, CODEINE, PERCOSET, DEMEROL)

Skip this page, if you have not used other opioids.
You can photocopy this page for listing more of these drugs

Name of drug:

When did you first use it?

When was the last time?

With regard to this drug, check all that apply. [ Snort [ Smoke [ Inject [ Pills

How often did you use this drug before you started counseling?
[ every day (1 almost every day [ 2-4 times a week (1 once a week
[ other:

How much of it did you usually use?

How much when you went above the usual amount?

Compare your most recent use of this drug to your use six months before that?

Compare your most recent use of this drug to your use one year before that?

Did you ever try to cut back or quit? [ Yes [ No

If yes, how many times? How long did it last?

What happened?

Is it important to you to keep using this drug? [1Yes [ No

Please explain why

List the worries or concerns you have about your use of this drug, even if they are just little ones. If
you have none, please explain why.
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Drug History

B OTHER PRESCRIPTION DRUGS AND MEDICATION FOR NON-MEDICAL
CONDITIONS (SUCH AS CORICIDIN, XANAX, VALIUM, ROHYPNOL,
COUGH MEDICINES)

Skip this page, if you have not used other medications for non-medical conditions.
You can photocopy this page for listing more of these drugs

Name of drug:

When did you first use it?

When was the last time?

With regard to this drug, check all that apply. [ Snort [ Inject [ Pills

How often did you use this drug before you started counseling?
[ every day [ almost every day [ 2-4 times a week [ once a week
[ other:

How much of it did you usually use?

How much when you went above the usual amount?

Compare your most recent use of this drug to your use six months before that?

Compare your most recent use of this drug to your use one year before that?

Did you ever try to cut back or quit? [ Yes [ No
If yes, how many times? How long did it last?

What happened?

[s it important to you to keep using this drug? [ Yes [ No

Please explain why

List the worries or concerns you have about your use of this drug, even if they are just little ones. If
you have none, please explain why.
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Drug History

H INHALANTS (GASES OR SOLVENTS YOU SNIFF OR “HUFF”)

Skip this page if you have not used inhalants.

Name the inhalants you have used. Next to each drug estimate how many times you did it.

( times) ( times)
( times) ( times)
( times) ( times)

When did you first huff something to get high?

When was the last time you huffed?

What is the most you ever huffed at one time?

When was that?

What happened to you?
How often did you use inhalants before you started counseling?
[ every day [ almost every day [ 2-4 times a week (1 once a week
[ other:

Did you ever try to cut back or quit? [1Yes [ No
If yes, how many times? How long did it last?

What happened?

How much and how often did you use six months before counseling?

How much and how often did you use one year before counseling?

Is it important to you to keep using? [1Yes 1 No Why?

List the worries or concerns you have about your use of inhalants, even if they are just little ones. If
you have none, please explain why.
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Drug History

B DESIGNER DRUGS (ECSTASY, SPECIAL-K OR OTHERS)

Skip this page if you have not used designer drugs.
You can photocopy this page for listing additional designer drugs.

Name of drug:

When did you first use it?

When was the last time you used it?

What is the most you ever used at one time?

When was that?

What happened to you?

How did you take it? [ nose [ needles [1smoke [ chew, swallow or drink

How often did you use it before you started counseling?
[ every day [ almost every day [ 2-4 times a week [ once a week
[ other:

Did you ever try to cut back or quit? [ Yes [ No
If yes, how many times? How long did it last?

What happened?

How much of it did you usually use?

How much when you went above the usual amount?

How much and how often did you use it six months before counseling?

How much and how often did you use it one year before counseling?

Is it important to you to keep using it? [JYes [dNo Why?

List the worries or concerns you have about your use of this drug, even if they are just little ones. If
you have none, please explain why.
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Drug History

B “BEAT THE SYSTEM” DRUG (NOT YET ILLEGAL; HARD TO DETECT)

Skip this page if you have not used a “beat the system” drug.
Name of drug:

When did you first use it?

When was the last time you used it?

What is the most you ever used at one time?

When was that?

What happened to you?

How did you take it? [ nose [ needles [1smoke [ chew, swallow or drink

How often did you use it before you started counseling?
[ every day [ almost every day [ 2-4 times a week (1 once a week
[ other:

Did you ever try to cut back or quit? [ Yes [ No
If yes, how many times? How long did it last?

What happened?

How much did you usually use this drug?

How much when you went above the usual amount?

How much and how often did you use it six months before counseling?

How much and how often did you use it one year before counseling?

Is it important to you to keep using it? [JYes [dNo Why?

List the worries or concerns you have about your use of this drug, even if they are just little ones. If
you have none, please explain why.
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Drug History

B OTHER DRUG

Skip this page if you have not used another drug.
You can photocopy this page for listing additional drugs.

Name of drug:

When did you first use it?

When was the last time you used it?

What is the most you ever used at one time?

When was that?

What happened to you?

How did you take it? [ nose [ needles [1smoke [ chew, swallow or drink

How often did you use it before you started counseling?
[ every day [ almost every day [ 2-4 times a week [ once a week
[ other:

Did you ever try to cut back or quit? [ Yes [ No
If yes, how many times? How long did it last?

What happened?

How much did you usually use this drug?

How much when you went above the usual amount?

How much and how often did you use it six months before counseling?

How much and how often did you use it one year before counseling?

Is it important to you to keep using it? [JYes [dNo Why?

List the worries or concerns you have about your use of this drug, even if they are just little ones. If
you have none, please explain why.
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Drug History

B YOUR SPACE
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