Interactive questionnaire

1. Name or alias you would like to use

2. Date of birth

3. Telephone number

4. E-mail address

5. When did your condition first start?

6. What substances did you use before? In what dosages? Trough the nose or vein?

7. What substances do you use now? In what dosages? Trough the nose or vein?

8. How long do you take drugs from the moment of first usage?

9. Did you ever have overdose? When was that, what dosage, what were the symptoms? What kind of help was given?

10. Illnesses that you had or have:

a) Heart

b) Lungs

c) Liver

d) Stomach

e) Something else

11. Did you have head injuries, loss of conciseness, how and when did it happen?

12. Do you have any allergies?

13. Did you have any epileptic seizers, loss of conciseness, how and when?

14. Were you ever depressed or felt low before starting taking drugs?

15. Did you ever have hallucinations, hearing or visual, with our without alcohol?

16. Where and how were you treated and what were the results?

17. What is your motivation to lead alcohol free life?

18. Where did you hear about our clinic (internet, TV, friends ect.), what effected your decision to contact us?

