	School:
	Date:
	Time:

	Student Name:
	DOB:

	Address:
	Ph (h):
	Ph (w):


SUSPECTED SUBSTANCE ABUSE - PHYSICAL ASSESSMENT CHECKLIST
	SUBJECTIVE

	How do you feel?

	Are you ill?

	Are you diabetic?
	Do you take insulin?
	Do you have epilepsy?

	Have you ever had a head injury?
	If yes, explain:

	When did you last eat?
	What did you eat?

	How much sleep in past 24 hours?
	When did you wake up?

	Are you on any medication?
	Name of medication:

	Have you taken any drugs?
	What kind?

	If you took a drug test today, would you pass it?

	Do you know why you have been referred to the health office?



	OBJECTIVE
	NORMAL RANGE

	Pulse:
	60-90

	Blood Pressure:
	120-140 / 70-90

	Respiration:
	12 - 15

	Temperature:
	98.6° F ± 1°

	Pupils:
	React to Light

	Pupil Size:
	3.0 - 6.5 (millimeters)
1.0  1.5   2.0   2.5   3.0   3.5    4.0     4.5     5.0     5.5     6.0



   9.0              8.5             8.0            7.5           7.0           6.5

S.A.F.E. Substance Abuse Free Environment

Substance Abuse Identification Programs

	Conjunctiva:
	

	Odor:
	

	Behavior: (Circle all that apply.)


anxious
euphoric
excited
confused


disoriented
irritable
restless
alert


sluggish
combative
stuporous
oriented


cooperative
	

	Internal Clock Estimation:
	30 Seconds

	Body Tremors ________________________________________
Eyelid Tremors _______________________________________

HGN _____________________   VGN _____________________
	Sway                          

	Modified Romberg:

	Comments:



See the back of this form and circle any indicators you have noted.
Observer's signature and title: ____________________________________________________________________________
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