Centro Neuropsioldgico Hopewell

601 University Dr. STE 101 Teléfono: 682-312-9820 patient@cahopewell.com
Fort Worth, TX 76107 Fax: 682-312-9821 www.cahopewell.com
Entrevista de Adultos

Nota: Usted tendra la oportunidad de explicar/elaborar cualquier cosa mencionada en este documento con su evaluador personal clinico. Sihay algo
que le gustaria que ellos le pregunten para que usted provea provea mas informacion, por favor indiquelo.

Fecha de hoy: Completado por:[] Yo [ Otro(a):
INFORMACION DEMOGRAFICA

Nombre: Sexo: M OF |Manodominante: (0 p [ L [0 Ambas
;ed.la de ] Edad: Teléfono: Correo

acimeinto: electronico:

Direccién Ciudad Estado |Codigo Postal | ¢Cual es tu primer idioma?

Raza: Estado Civil:

[J Negro(a)/Afroamericano(a) L] Caucésico(a)/Blanco(a) L] Otro(a) OSoltero(a) O Separado(a) [ Con pareja

O Divorciado(a) O Casado(a) O Viudo(a)

[ Nativo Americano(a) [] Asiatico(a) [J Hispano(a)/Latino(a)

TUS PREOCUPACIONES PRESENTES

¢Qué preocupaciones o dificultades (enfermedades, lesiones, problemas) lo llevaron a buscar una evaluacién ahora (o
llevaron a alguien a recomendarle una evaluacion)?

¢Qué has hecho para manejar estos problemas?

HISTORIAL DE SALUD MENTAL

¢Alguna vez a visto a los siguientes especialistas? Si tu respuesta es si, indica al lado cuando lo viste y si te ayud6 o
no.

[ Psicologo(a): [ Psiquiatra: 1 Consejero(a) [ Ninguno(a)

¢Alguna vez ha tenido alguno de los siguientes? Si marcé alguno, indica la fecha en que ocurri6.

[] pensamientos suicidas: [ pensamientos de dafiar a otros :

(] intentos de suicidio: [ ninguno
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Indique hospitalizaciones por motivos de salud mental/abuso de sustancias o tratamientos en la siguiente tabla.

Marque aqui si no ha tenido ninguna []

Hospitalizacion or tratamiento (AA, Razén

Fecha Consejeria, Terapia Grupal, etc.)

Duracion ¢Le ayudo6?

Por favor enumere todas evaluaciones o pruebas psicologicas anteriores en la siguiente tabla:

Marque aqui si no ha tenido ninguna [

Fecha Razén para evaluarse Diagnostico

Comentarios

Marque todas las que le apliquen a usted o a algiin miembro de su familia immediata:

Marque aqui si no ha tenido ninguna []

(ej. Abuelos(as), padres, hermanos(as), o ninos(as))

Condicién Ta Familia | ¢Cu4l miembro de la familia?

Edad/Fecha del diagnostico

Anxiedad

Trastorno Bipolar

Depresion

Trastorno de estrés postraumatico (TEPT)

Trastorno limite de la personalidad (TLP o BPD)

Trastorno obsesivo-compulsivo (TOC)

Esquizofrenia

Problemas de manejo de la ira

Trastorno por consumo de alcohol

O
L] ]

Otro abuso de sustancias (por favor vea la lista):

Otro: |_|
Otro: |:| |:|
Otro: I:' I:l
Otro:
Otro:

Si marcé si a alguna en la tabla anterior, por favor provea detalles adicionales aqui:




HISTORIAL MEDICO

¢Necesita ayuda con alguna de las siguientes tareas? Marque aqui si no necesita ayuda con estas tareas [
L] Caminar [ Tareas del hogar [ Cocinar [ Bafiarse [ Otras:

¢Tienes a]guna discapacidad o dificultad? dESté ut'ilizando actl?almente alguno de los siguientes disp(Eiitivo fie

[ vision O icion [ [ nada asistencia? [ Espejuelos/gafas/ [ Bastén o aparato Audifonos
visiéon L1 audiciéon [| tremblores lentes de contactos  para caminar O ninguno

[ otros(as): O Otros:

Por favor enumere condiciones médicas, lesiones graves, o enfermedades graves que haya tenido o tenga, inlcuyendo enfermedades autoimmunes,
enfermedad del corazon, o enfermedades endocrinoldgicas. Marque aqui si no ha tenido ninguna [_]

Indique si es un problema

actualmente Si recibe tratamiento actualmente

Condiciones/Enfermedades Fecha de Inicio

¢{Cuéntas veces has recibido los siguientes tratamientos en tu vida? Marque aqui si no ha tenido ninguna [
Quimioterapia Radiacion

En los tltimos dos (2) afios, ¢cuantas veces has estado bajo anestesia? Marque aqui si no ha estado bajo anestesia []
Anestesia General (fecha de la altima): Anestesia Local (fecha de la Gltima):

Enumere todas las lesiones o golpes que haya tenido en la cabeza (asaltos, accidentes, deportes, etc.) Marque aqui si no ha tenido ninguna []

Fecha Causa ¢Perdio ¢Ctaando buscod Resultados de los
conocimiento? tratamiento? estudios

[ immediatamente

[ mas tarde (¢ctando?):

[ immediatamente

] mas tarde (éctiando?):

[ immediatamente

] mastarde (¢éctiando?):

[ immediatamente

O delayed (¢ciando?):

[J immediatamente
[0 delayed (¢éctiando?):

¢Su(s) condicion(es) médica(s) actual(es) le crea(n) problemas en su vida, incluido el dolor? Si, por favor explique:




Historial de Desarrollo

Si sabe de alguna dificultad o problema que usted tuvo con su cuidado prenatal, el parto, cuidado posnatal, o infancia,
por favor describalo. Ejemplos incluyen nacimiento prematuro, retrasos para caminar o hablar, etc.
Marque aqui si no ha tenido ningtn problema del desarrollo [

Lugar de Nacimiento: ¢Fuiste adoptado(a)? [J No [ Si (aquéedad):
¢Doénde creciste? ¢Quién te crio?
Tus padres estan: [casados [ concubinos o casados por derecho comtn [ divorciados desde: O otro:
Tu Madre: Tu Padre:
Ovive [OMurié6 (afio de muerte): Ovive  [OMuri6 (afio de muerte):
Profesion: Profesion:
Nivel de educacién: Nivel de educacidon:

¢Cuéntos(as) hermanos(as) tienes? Marque aqui si no tiene O
Hermano de ambos padres Medio-hermanos Hermanastros Hermana de ambos padres
Medio-hermanas Hermanastras

Describe tu nifiez temprana:

¢Has sido abusado(a)?
[ fisicamente [1mentalmente [1 sexualmente [] nada
¢Quién abus6 de ti y por cuanto tiempo?

¢Qué edad tenias cuando esto pasd?

FUNCIONAMENTO SOCIAL
¢Con qué frecuencia habla con otros diariamente? ¢Con quién habla regularmente?
¢Con quién vives? ¢Cuantos amigos cercanos tiene?

¢Ha tenido alguna relacién romantica?

Marque aqui si no ha tenido ninguna []

# |Su edad al incio| Duracion | ¢Casados? | éCuantos hijos?] Razoén por la que terminaron

1

(OS2 F SN KOC R N V]

¢Esté en una relacion actualmente? Por favor describa el estado de la relaciéon. Marque aqui si no est4 en ninguna relacion []




¢Tiene hijos(as)? Marque aqui si no tiene []

Género: Edad: Nivel de Educacién:

¢Con quién viven?

USO DE SUSTANCIAS

Enumere todas las sustancias que ha usado o probado abajo. Marque aqui si no ha usado ninguna J

Sustancia

Duracién del uso

Cantidad de uso

Nunca | Edad del primer uso

Fecha del dltimo uso |Consumo actual | Mayor cantidad de uso

Tabaco, cigarrillos, cigarros

Productos alcohdlicos

Marihuana/Marijuana

Drogas Ilicitas:

Otras sustancias:

Otras sustancias:

|

Otras sustancias:

¢El uso de sustancias te ha afectado en alguna de las siguientes areas? Por favor describa abajo

O Trabajo L] Escuela [ Relaciones [] Matrimonio

HISTORIAL ACADEMICO

¢Cudl es el dltimo grado que complet6?

¢Cuales eran tus notas promedio en escuela superior/secundaria?

¢Esta actualmente matriculado en una institucién educativa?
ONo [ Si(éQué grado/especialidad?)

¢Qué tipo de problemas tuviste en la escuela?

HISTORIAL LEGAL

¢Cuéantos arrestos juveniles ha tenido?

¢Cuando y por qué fué arrestado(a)?

¢Cuantos arrestos de adultos ha tenido?

¢Cuando y por qué fué arrestado(a)?

HISTORIAL PROFESIONAL

¢Cual es el periodo de tiempo més largo que tuviste o has tenido
un solo trabajo, donde, y cual era tu posicion?

¢Cuadl es tu actual o Gltimo puesto de trabajo y en qué empresa?
Indique si todavia trabaja ahi.

¢Qué tipos de trabajos ha tenido?




SERVICIO MILITAR

¢Serviste en el ejéreito? [ No (vayaalaproximaseccion) [ Sf (Indique rama/division y fecha) :
¢Serviste en el extranjero? [1 No (J Si (Indique donde)

¢Estuviste en combate? [] No [] Si

¢Cudl fue tu rango mas alto?

¢Sirvi6 en tiempos de guerra? [1 No [ Si (Indique donde):
¢Recibib lesiones o estuvo expuesto alguna vez?
¢Tienes un Corazén Parpura?

Por favor enumere si recibi6é alguna medalla empezando por la medalla de bronce.

MEDICAMENTOS ACTUALES

Medicamento Dosis Diagnostico o razon para tomarlos

Fecha de inicio

TUS OPINIONES Y PLANES

¢Crees que tienes problemas de salud mental?

¢Hay algtin problema que no haya enumerado y que su familia o amigos piensan que tiene?

¢Hay algo mas que le gustaria que supieramos?




	Todays Date: 
	Name: 
	Sex: Off
	R: Off
	L: Off
	Ambi: Off
	Date of Birth: 
	Age: 
	Cell Phone: 
	Email: 
	Street Address: 
	City: 
	State: 
	Zip Code: 
	What is your first language: 
	BlackAfrican American: Off
	Asian: Off
	Caucasian: Off
	Latino: Off
	Single: Off
	Separated: Off
	Partnered: Off
	Divorced: Off
	Married: Off
	Widowed: Off
	American Indian Alaska Native: Off
	What issues ie illness injuries etc led you to seek an evaluation today or led someone to recommend one: 
	What have you done to manage these difficulties: 
	Have you ever seen any of the following and reason If so please indicate when you saw them next to the checkmark and if your experience was helpful below psychologist psychiatrist counselor none: 
	psychologist: Off
	psychiatrist: Off
	counselor: Off
	none: Off
	Check here if none: Off
	DateRow1: 
	Hospitalization or treatment AA Counseling Group therapy etcRow1: 
	ReasonRow1: 
	DurationRow1: 
	HelpfulRow1: 
	DateRow2: 
	Hospitalization or treatment AA Counseling Group therapy etcRow2: 
	ReasonRow2: 
	DurationRow2: 
	HelpfulRow2: 
	DateRow3: 
	Hospitalization or treatment AA Counseling Group therapy etcRow3: 
	ReasonRow3: 
	DurationRow3: 
	HelpfulRow3: 
	DateRow4: 
	Hospitalization or treatment AA Counseling Group therapy etcRow4: 
	ReasonRow4: 
	DurationRow4: 
	HelpfulRow4: 
	DateRow5: 
	Hospitalization or treatment AA Counseling Group therapy etcRow5: 
	ReasonRow5: 
	DurationRow5: 
	HelpfulRow5: 
	Check here if none_2: Off
	DateRow1_2: 
	Reason for TestingRow1: 
	DiagnosisRow1: 
	CommentsRow1: 
	DateRow2_2: 
	Reason for TestingRow2: 
	DiagnosisRow2: 
	CommentsRow2: 
	DateRow3_2: 
	Reason for TestingRow3: 
	DiagnosisRow3: 
	CommentsRow3: 
	DateRow4_2: 
	Reason for TestingRow4: 
	DiagnosisRow4: 
	CommentsRow4: 
	DateRow5_2: 
	Reason for TestingRow5: 
	DiagnosisRow5: 
	CommentsRow5: 
	Check here if none_3: Off
	Which Family MembersAnxiety: 
	AgeDate of DiagnosisAnxiety: 
	Which Family MembersBipolar Disorder: 
	AgeDate of DiagnosisBipolar Disorder: 
	Which Family MembersDepression: 
	AgeDate of DiagnosisDepression: 
	Which Family MembersPosttraumatic stress PTSD: 
	AgeDate of DiagnosisPosttraumatic stress PTSD: 
	Which Family MembersBorderline Personality Disorder BPD: 
	AgeDate of DiagnosisBorderline Personality Disorder BPD: 
	Which Family MembersObsessive Compulsive Disorder OCD: 
	AgeDate of DiagnosisObsessive Compulsive Disorder OCD: 
	Which Family MembersSchizophrenia: 
	AgeDate of DiagnosisSchizophrenia: 
	Which Family MembersAnger management problems: 
	AgeDate of DiagnosisAnger management problems: 
	Which Family MembersAlcohol abuse: 
	AgeDate of DiagnosisAlcohol abuse: 
	Which Family MembersOther substance abuse please list: 
	AgeDate of DiagnosisOther substance abuse please list: 
	Which Family MembersOther: 
	AgeDate of DiagnosisOther: 
	Which Family MembersOther_2: 
	AgeDate of DiagnosisOther_2: 
	Which Family MembersOther_3: 
	AgeDate of DiagnosisOther_3: 
	Which Family MembersOther_4: 
	AgeDate of DiagnosisOther_4: 
	Which Family MembersOther_5: 
	AgeDate of DiagnosisOther_5: 
	If you checked yes to any above please provide additional details here: 
	vision: Off
	hearing: Off
	glassescontacts: Off
	hearing aids: Off
	walker: Off
	none_2: Off
	Other_2: Off
	Check here if none_4: Off
	ConditionsRow1: 
	Onset DateRow1: 
	Currently a problemRow1: 
	Currently receiving treatmentRow1: 
	ConditionsRow2: 
	Onset DateRow2: 
	Currently a problemRow2: 
	Currently receiving treatmentRow2: 
	ConditionsRow3: 
	Onset DateRow3: 
	Currently a problemRow3: 
	Currently receiving treatmentRow3: 
	ConditionsRow4: 
	Onset DateRow4: 
	Currently a problemRow4: 
	Currently receiving treatmentRow4: 
	ConditionsRow5: 
	Onset DateRow5: 
	Currently a problemRow5: 
	Currently receiving treatmentRow5: 
	ConditionsRow6: 
	Onset DateRow6: 
	Currently a problemRow6: 
	Currently receiving treatmentRow6: 
	How many times have you received the following treatment cycles in your lifetime Check here if none: Off
	Chemotherapy: 
	Radiation therapy: 
	In the past two 2 years how many times have you been under the following Check here if none: Off
	General anesthesia date of last time: 
	Local anesthesia date of last time: 
	List all the head injuries that you had in your lifetime below assault accident sports etc Check here if none: Off
	DateRow1_3: 
	CauseRow1: 
	Lost ConsciousnessRow1: 
	immediate: Off
	delayed how long: Off
	Dx from imagingimmediate delayed how long: 
	DateRow2_3: 
	CauseRow2: 
	Lost ConsciousnessRow2: 
	immediate_2: Off
	delayed how long_2: Off
	Dx from imagingimmediate delayed how long_2: 
	DateRow3_3: 
	CauseRow3: 
	Lost ConsciousnessRow3: 
	immediate_3: Off
	delayed how long_3: Off
	Dx from imagingimmediate delayed how long_3: 
	DateRow4_3: 
	CauseRow4: 
	Lost ConsciousnessRow4: 
	immediate_4: Off
	delayed how long_4: Off
	Dx from imagingimmediate delayed how long_4: 
	DateRow5_3: 
	CauseRow5: 
	Lost ConsciousnessRow5: 
	immediate_5: Off
	delayed how long_5: Off
	Dx from imagingimmediate delayed how long_5: 
	Does your conditions create problems in how you deal with life including pain If yes please explain below: 
	If you know anything unusual or about any difficulties with prenatal birth postnatal care or during early childhood please describe below Examples include premature birth delays in walkingtalking etc Check here if none: 
	Place of birth: 
	No: Off
	Yes what age: Off
	Where were you raised: 
	Who raised you: 
	married: Off
	commonlaw spouse: Off
	divorced since: Off
	other: Off
	How many siblings do you have Check here if none: Off
	full brother: 
	halfbrothers: 
	stepbrothers: 
	full sisters: 
	halfsisters: 
	stepsisters: 
	Describe your early home life: 
	physically: Off
	mentally: Off
	sexually: Off
	never: Off
	How often do you initiate conversations with other people: 
	Who do you talk to the most: 
	Who do you live with: 
	How many close friends do you have: 
	Check here if none_5: Off
	Your age then1: 
	Duration1: 
	Married1: 
	 of children1: 
	Reason for ending1: 
	Your age then2: 
	Duration2: 
	Married2: 
	 of children2: 
	Reason for ending2: 
	Your age then3: 
	Duration3: 
	Married3: 
	 of children3: 
	Reason for ending3: 
	Your age then4: 
	Duration4: 
	Married4: 
	 of children4: 
	Reason for ending4: 
	Your age then5: 
	Duration5: 
	Married5: 
	 of children5: 
	Reason for ending5: 
	Are you currently in a relationship If so please describe the relationship Check here if none: 
	Do you have any children Check here if none: Off
	GenderRow1: 
	AgeRow1: 
	Education LevelRow1: 
	Who do they live withRow1: 
	GenderRow2: 
	AgeRow2: 
	Education LevelRow2: 
	Who do they live withRow2: 
	GenderRow3: 
	AgeRow3: 
	Education LevelRow3: 
	Who do they live withRow3: 
	GenderRow4: 
	AgeRow4: 
	Education LevelRow4: 
	Who do they live withRow4: 
	GenderRow5: 
	AgeRow5: 
	Education LevelRow5: 
	Who do they live withRow5: 
	Age of 1st UseTobacco: 
	Date last usedTobacco: 
	Current UsageTobacco: 
	Highest usage at any timeTobacco: 
	Age of 1st UseAlcoholic products: 
	Date last usedAlcoholic products: 
	Current UsageAlcoholic products: 
	Highest usage at any timeAlcoholic products: 
	Age of 1st UseMarijuana: 
	Date last usedMarijuana: 
	Current UsageMarijuana: 
	Highest usage at any timeMarijuana: 
	Age of 1st UseIllicit Drugs: 
	Date last usedIllicit Drugs: 
	Current UsageIllicit Drugs: 
	Highest usage at any timeIllicit Drugs: 
	Age of 1st UseOther: 
	Date last usedOther: 
	Current UsageOther: 
	Highest usage at any timeOther: 
	Age of 1st UseOther_2: 
	Date last usedOther_2: 
	Current UsageOther_2: 
	Highest usage at any timeOther_2: 
	Age of 1st UseOther_3: 
	Date last usedOther_3: 
	Current UsageOther_3: 
	Highest usage at any timeOther_3: 
	Has substance use affected you in any of these areas Please describe below work school relationships marriages: 
	What types of problems did you have in school: 
	How many adult arrests have you had When and why were you arrested: 
	What is the longest length of time you had at a single job What was your last job title and where was it at: 
	No Please skip this section: Off
	Yes Please list branch  date: Off
	No_2: Off
	Yes Please list where: Off
	Were you in combat: Off
	No_4: Off
	Yes Please list what area: Off
	DosageRow1: 
	Reason for TakingRow1: 
	Start DateRow1: 
	NameRow2: 
	DosageRow2: 
	Reason for TakingRow2: 
	Start DateRow2: 
	NameRow3: 
	DosageRow3: 
	Reason for TakingRow3: 
	Start DateRow3: 
	NameRow4: 
	DosageRow4: 
	Reason for TakingRow4: 
	Start DateRow4: 
	NameRow5: 
	DosageRow5: 
	Reason for TakingRow5: 
	Start DateRow5: 
	NameRow6: 
	DosageRow6: 
	Reason for TakingRow6: 
	Start DateRow6: 
	NameRow7: 
	DosageRow7: 
	Reason for TakingRow7: 
	Start DateRow7: 
	NameRow8: 
	DosageRow8: 
	Reason for TakingRow8: 
	Start DateRow8: 
	NameRow9: 
	DosageRow9: 
	Reason for TakingRow9: 
	Start DateRow9: 
	NameRow10: 
	DosageRow10: 
	Reason for TakingRow10: 
	Start DateRow10: 
	NameRow11: 
	DosageRow11: 
	Reason for TakingRow11: 
	Start DateRow11: 
	NameRow12: 
	DosageRow12: 
	Reason for TakingRow12: 
	Start DateRow12: 
	NameRow13: 
	DosageRow13: 
	Reason for TakingRow13: 
	Start DateRow13: 
	NameRow14: 
	DosageRow14: 
	Reason for TakingRow14: 
	Start DateRow14: 
	Are you currently enrolled in an educational program?: 
	How many juvenile arrests have you had?: 
	What is the longest length of time you had at a single job?: 
	What types of jobs have you had?: 
	What were your typical high school grades:: 
	What is the highest educational level completed:: 
	NameRow1: 
	Do you believe you have mental health issues?: 
	Have your family  friends expressed any concerns about your mental health that is not mentioned above?: 
	Is there anything else you would like us to know?: 
	Who abused you and how long did they do it for?: 
	How old were you when this happened?: 
	Other assistive devices?: 
	General anesthesia date:: 
	Local anesthesia date:: 
	Other assistance:: 
	Other substance abuse:: 
	OtherDiagnosis1: 
	OtherDiagnosis2: 
	OtherDiagnosis3: 
	OtherDiagnosis4: 
	OtherDiagnosis5: 
	You_Anxiety: Off
	Family_Anxiety: Off
	You_Bipolar: Off
	Family_Bipolar: Off
	You_Depression: Off
	Family_Depression: Off
	You_PTSD: Off
	Family_PTSD: Off
	You_BPD: Off
	Family_BPD: Off
	You_OCD: Off
	You_Schizophrenia: Off
	Family_Schizophrenia: Off
	You_AngerManagementProblems: Off
	Family_AngerManagementProblems: Off
	You_AlcoholAbuse: Off
	Family_AlcoholAbuse: Off
	You_OtherSubstance: Off
	Family_OtherSubstance: Off
	You_OtherDiagnosis1: Off
	Family_OtherDiagnosis1: Off
	Family_OtherDiagnosis2: Off
	You_OtherDiagnosis2: Off
	You_OtherDiagnosis3: Off
	Family_OtherDiagnosis3: Off
	You_OtherDiagnosis4: Off
	Family_OtherDiagnosis4: Off
	You_OtherDiagnosis5: Off
	Family_OtherDiagnosis5: Off
	Family_OCD: Off
	Delayed 1: 
	Delayed 2: 
	Delayed3: 
	Delayed4: 
	Delayed5: 
	What's your highest rank?: 
	Did you serve in war time?: 
	Did you receive injuries or were ever exposed to any dangerous or unusual substances during your service: 
	Do you hold a purple heart?: 
	Please list any medals starting at Bronze Star Medal and above:: 
	Self: Off
	Other: Off
	Name of Other:: 
	# of years seeing psychologist: 
	# of years seeing psychiatrist: 
	# of years seeing counselor: 
	Last suicidal thought: 
	Last thoughts of harming others: 
	Suicidal thought: Off
	Attempted suicide: Off
	Last attempt at suicide: 
	Thoughts of harming others: Off
	Have you ever had any of the following If so please indicate the date of the occurrence next to your answer suicidal thoughts thoughts of harming others attempted suicide?: 
	None: Off
	Assistance_None: Off
	Assistance_Walking: Off
	Assistance_Householdchores: Off
	Assistance_Cooking: Off
	Assistance_Bathing: Off
	Assistance_Other: Off
	Do you have any disabilities or difficulties Other: 
	tremors: 
	0: Off

	disabilities or difficulties none: Off
	Prenatal, birth, postnatal care none: Off
	Age adopted: 
	Divorce since: 
	Parents_Other: 
	Mother Status: Off
	Father Status: Off
	Mother_Yearofdeath: 
	0: 

	Mother_Occupation: 
	0: 

	Mother Education Level: 
	0: 

	Father_Yearofdeath: 
	Father_Occupation: 
	Father_Education: 
	Current relationship_none: Off
	Substance_None: Off
	School: Off
	Marriage: Off
	Relationship: Off
	Currently enrolled No: Off
	Currently enrolled Yes: Off
	Adult_When and why were you arrested?: 
	Juvenile_When and why were you arrested?: 
	Did you serve in the military?: 
	Military service overseas: 
	Tobacco_Usage: Off
	Alcohol_Usage: Off
	Marijuana_Usage: Off
	Illicit Drug_Usage: Off
	Other_Usage: Off
	Other2_Usage: Off
	Other3_Usage: Off
	Work: Off
	Other Race: Off


