




































Opioid Risk Tool

Patient Name:_______________________________ Date:________________________

Please Circle Your “yes or no” Answer to the following questions:

Do you have a Family History of Substance Abuse?

Alcohol?   yes    no

Illegal Drugs?   yes    no

Prescription Drugs?   yes    no

Do you have a Personal History of Substances Abuse?

Alcohol?   yes    no

Illegal Drugs?   yes    no

Prescription Drugs?   yes    no

Age: Between 16-45 years?   yes    no

Do you have a history of Preadolescence Sexual Abuse?    yes    no

Have you been diagnosed with a Psychological Disorder?

Attention Deficit Disorder, Bipolar, Schizophrenia,
Obsessive Compulisve Disorder?                          yes    no

Depression?       yes    no
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