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On-line Alcohol, Tobacco, and Other Drugs (ATOD) Education Classes

IDJC Millennium Grant Program


	Juvenile Information

	Name of Juvenile:

     
	County/Tribe:

     
	IJOS or County/Tribe ID Number:

     

	Race/Ethnicity:
          
	Offense:
     
	Most serious previous offense (if any):
     

	Gender:

          
	Age:

          
	


	Diversion/Probation Information

	Referred by Law Enforcement  
	Diversion/Probation Officer’s Name:

     
	Email:

     
	Phone:

     


	Requested Services

	Please check the on-line course(s) being requested:

  Nicotine 101 Marijuana 101                     Alcohol-Wise                       
  Parent-Wise Other Drugs                       


The person submitting this form certifies that the juvenile is a low-risk or first-time offender who is being diverted from the juvenile justice system.

Submit application form and questionnaire to Dawn Wilson at IDJC via 
e-mail at dawn.wilson@idjc.idaho.gov or fax to 208.334.5120
ALLOW 5 WORKING DAYS FROM DATE RECEIVED BY

IDJC GRANTS SECTION FOR REVIEW AND DECISION

SUBSTANCE USE AND TOBACCO USE QUESTIONNAIRE:
	After each of the following questions, please tell us the last time, if ever, you had the problem by answering whether it was in the past month, 2 to 3 months ago, 4 to 12 months ago, 1 or more years ago, or never.

When was the last time that…
	Past month
	2 to 3 months
	4 to 12 months
	1 + years ago
	Never

	you used alcohol or other drugs weekly or more often?

	4
	3
	2
	1
	0

	you spent a lot of time either getting alcohol or other drugs, using alcohol or other drugs, or recovering from the effects of alcohol or other drugs

(e.g., feeling sick)?

	4
	3
	2
	1
	0

	you kept using alcohol or other drugs even though it was causing social problems, leading to fights, or getting you into trouble with other people?

	4
	3
	2
	1
	0

	your use of alcohol or other drugs caused you to give up or reduce your involvement in activities at work, school, home, or social events?

	4
	3
	2
	1
	0

	you had withdrawal problems from alcohol or other drugs like shaky hands, throwing up, having trouble sitting still or sleeping, or you used any alcohol or other drugs to stop being sick or avoid withdrawal problems?

	4
	3
	2
	1
	0


Have you ever used tobacco? (If no, you are finished)

 YES

 NO
How old were you the first time you ever used tobacco?      
What kind of tobacco do you use? (Check all that apply) 

 cigarettes


 cigars
 pipes
 chewing tobacco or snuff


 dissolvable tobacco

 electronic or e-cigarettes
 hookah

 other (please specify) ___________________

During the past 30 days, how many days did you use tobacco? (Check the best response)
 Zero               1-2 times per week
 3-4 times per week

 every day

During the past 30 days, on the days you used tobacco, how many times a day did you use tobacco? (Check the best response)
 NA       once a day       2-3 times throughout the day     4 or more times throughout the day


