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1. Have you ever felt you ought to cut down on your drinking or drug use?

2. Have people annoyed you by criticizing your drinking or drug use?

3. Have you ever felt bad or guilty about your drinking or drug use?

To reproduce, follow the
printing instructions.
Do not fold this form.
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4. Have you ever had a drink or used drugs first thing in the morning to steady your

nerves or to get rid of a hangover (eye-opener)?
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