Interactive questionnaire

1. Name or alias you would like to use

2. Date of birth

3. Telephone number

4. E-mail address

5. Since when do you have gambling problem?

6. What game to you play most (roulette, black jack, slot machine, booking etc.)?

7. Maximal number of hours you’ve spent gambling?

8. Maximal number of days in a row you’ve spent gambling?

9. Maximal period of abstinence?

10. What provoked going back to the gambling after the break?

11. What the maximal amount you’ve won and lost?

12. What amount of money provokes the urge or gambling (for example, if you have 100$ in your pocket, the desire becomes strong)?

13. Illnesses that you had or have:

a) Heart

b) Lungs

c) Liver

d) Stomach

e) Something else

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

15. Do you have any allergies?

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

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

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

19. What is your motivation to lead gambling free life?

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

