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ALCOHOL QUESTIONNAIRES FOR ALL NEWLY REGISTERED PATIENTS
It is a government priority to address the issue of illness associated with increasing alcohol consumption.  As part of this initiative the government have asked us to screen every newly registered patient over the age of 16 for alcohol consumption.
Please find below an initial alcohol consumption screening questionnaire.  If you score more than 5 on this first questionnaire then please can you complete the more detailed questionnaire over the page.
Please can you return this/these form[s] together with your new patient registration form and other associated questionnaires.
If you would like to contact us to discuss your alcohol consumption, arrange a new patient medical or to discuss any other issue please do not hesitate to contact us on the telephone numbers shown in the patient leaflet.  We are here to help.
Thank you for taking the time to complete the questionnaire[s]
Name_____________________________                 Date of Birth_________________________
ALCOHOL SCREENING QUESTIONNAIRE – (AUDIT) C
	QUESTIONS
	SCORING SYSTEM


	YOUR SCORE

	
	0
	1
	2
	3
	4
	

	How often do you have a drink that contains alcohol?
	Never
	Monthly or less
	2 – 4 times per month
	2 – 3 times per week
	4+ times per week
	

	How many standard alcoholic drinks do you have on a typical day when you are drinking?

	1 - 2
	3 – 4
	5 – 6
	7 – 9
	10+
	

	How often do you have 6 or more standard drinks on one occasion?

	Never
	Less than monthly
	Monthly
	Weekly
	Daily or almost daily


	

	                                                                                                        TOTAL
	


Scoring: If you have scored more than 5 please complete the questionnaire over the page
Please read page 1 before completing this questionnaire

ALCOHOL SCREENING QUESTIONNAIRE (AUDIT)

****The first 3 questions are a repeat of the questions that you have already completed****
	QUESTIONS
	SCORING SYSTEM


	YOUR SCORE

	
	0
	1
	2
	3
	4
	

	How often do you have a drink that contains alcohol?
	Never
	Monthly or less
	2 – 4 times per month
	2 – 3 times per week
	4+ times per week
	

	How many standard alcoholic drinks do you have on a typical day when you are drinking?


	1 - 2
	3 – 4
	5 – 6
	7 – 9
	10+
	

	How often do you have 6 or more standard drinks on one occasion?


	Never
	Less than monthly
	Monthly
	Weekly
	Daily or almost daily


	

	How often in the last year have you found you were not able to stop drinking once you had started?


	Never
	Less than monthly
	Monthly
	Weekly
	Daily or almost daily


	

	How often in the last year have you failed to do what was expected of you because of drinking?


	Never
	Less than monthly
	Monthly
	Weekly
	Daily or almost daily


	

	How often in the last year have you needed an alcoholic drink in the morning to get you going?


	Never
	Less than monthly
	Monthly
	Weekly
	Daily or almost daily


	

	How often in the last year have you had a feeling of guilt or regret after drinking?

	Never
	Less than monthly
	Monthly
	Weekly
	Daily or almost daily


	

	How often in the last year have you not been able to remember what happened when drinking the night before?


	Never
	Less than monthly
	Monthly
	Weekly
	Daily or almost daily


	

	Have you or someone else been injured as a result of your drinking?
	No
	
	Yes, but not in the last year
	
	Yes, during the last year
	

	Has a relative, friend, doctor or health worker been concerned about your drinking or advised you to cut down?

	No
	
	Yes, but not in the last year
	
	Yes, during the last year
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