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Name:_______________________________  

Date of Birth: ____________   Age: ________

Gender:     M      F
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1st Parent/Guardian Name:
2nd Parent/Guardian Name: _____________________________   Relationship: ___________________  Phone #: _______________
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Form developed by The Center for Adolescent Health at People's Community Clinic and The Austin Pediatric Education Program. Adapted from GAPS.
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CPT 96127, 3725F       Dx Z13.89
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CRAAFT SCREENING TEST (96160)
 
     1.  Have you ever ridden in a car driven by someone (including yourself) 
          who was high or had been using alcohol or drugs?....................................................YES                    NO
 
     2.  Do you ever use alcohol or drugs to relax, feel better about yourself,
          or fit in?.......................................................................................................................YES                    NO
 
     3.  Do you ever use alcohol or drugs while you are by yourself, alone?.........................YES                    NO
 
     4.  Do you ever forget things you did while using alcohol or drugs?...............................YES                    NO
 
     5.  Do your family or friends ever tell you that you should cut down on 
          your drinking or drug use?..........................................................................................YES                   NO
 
     6.  Have you ever gotten into trouble while you were using alcohol or drugs?................YES                   NO
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Please complete this page for patients 12 years and older only
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