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IN THE MATTER OF THE ROYAL COMMISSION
INTO FAMILY VIOLENCE

ATTACHMENT JA-7 TO STATEMENT OF JUDITH DORENE ABBOTT

Date of document: 14 July 2015

Filed on behalf of: State of Victoria
Prepared by:

Victorian Government Solicitor's Office
Level 33

80 Collins Street

Melbourne VIC 3000

This is the attachment marked "JA-7" produced and shown to JUDITH DORENE ABBOTT at
the time of signing her Statement on 14 July 2015.

An Australian Legal Practitioner within
the meaning of the Legal Profession Uniform Law (Victoria)
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FOR STAFF ONLY

Clinician name: Position: Signature: Date:

Agencies using the SCTT Single Page Screener of Health and Social Needs — Where
drug or alcohol issues are identified in the SCTT Single Page Screener, this should
trigger use of The Self Complete Initial Screen for AOD problems.
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UR Number: .

Surname:

Given name:
Date of birth:

* (Please fillinif no Iabel avallahle)

FOR STAFF ONLY

Famllyname e Givenname(s):

Gender: . Male | Female | Other  Dateofbith: Day  Month | Year
Address: -

vDaytlmetelephone - “Mobile: ‘ -

‘Do you identify as being Abongmal7 Yes No Do you identify as being Torres Strait Islander? Yes No
Country of birth. o Cultural background:

Preferred language: S Interpreter requned [ Yes No

Do you have any allergies? Yes N‘o If yes, what type?

Name:i o - ‘ - Relationship to you:
Address:
Telephone: () - ~ Mobile:

Do you have a GP? Yes No ~ Ifyes, please provide their details (if not already provided)

Name: B , Address:
Phone no: { )

Do you use any other services? Yes L No I yes, please provide their details (if not already provided)

Have you used alcohol and drug services previously? W_’?Yes I No If Yes, which program/s?
e.g. counse!lmg services (|nc|ud|ng court- ordered) withdrawal servnces (including remdentnal) pharmacotherapy (methadone/suboxone prescnblng)

What is your reason for coming here today?

If you were referred (e.g. GP, case manager, lawyer) please provide their details.  Name:
Relationship to you (your GPetc): ‘ - Phoneno: ()

Agency/Service:

FOR STAFF ONLY

Clinician name: Position: . Signature: o Date
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SOME MORE INFORMATION ABOUT Y0

How many days of paid work (not including voluntary work) have you had in the past four weeks?
I not employed, what type of benefit do you receive?
- How many days of school, tertiary education, vocational training have you had in the past four weeks?

If you gamble are you concerned about your gambling? |._.iYes |

Are you currently receiving support for any gambling issu

Do you have any current/pending legal issues?
Are you currently receiving support for any legal issues?
What type of accom modation do you live in:

. Privaterental __iPublic rental | |

Have you been homeless in the past four weeks? = |

Have you been at risk of eviction in the past four weeks?

Do you live in a place where you feel safe? |

Details:

3. Next oldest child
8. Next oldest child

How would you rate your psychological health status in the past four weeks (e.g. anxiety, depression and problem emotions and feelings)?
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POOR 600D

How would you rate your physical health status in the past four weeks (e.g extent of physical symptoms and bothered by illness)?
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How would you rate your overall quality of life in the past four weeks (e.g. able to enjoy life, satisfied with living conditions)?

] T T 1 I T T I I T 1
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POOR G0oD

FOR STA»FF‘ ONLY -
Clinician name: » Position: Signature: Date:




The following questions are about the alcohol and other drugs you have been using over the last month,

FOR STAFF ONLY

WIT.3005.001.0233_R

UR Number:

Surname:
Given name:

Date of birth:

(Please fill in if no label available)

and by answering them you will help to give us a picture of what's been happening for you recently.
Please tick the response that best describes alcohol and other drugs that you may or may not use

In the past month, how often have you used the following substances?

#) Tobacco products
(cigarettes, chewing tobacco, cigars, efc.)

i1 Alcoholic beverages
{beer, wine, spirits, etc.)

{1 Cannabis

(marijuana, pot, grass, hash, synthetic cannabis, etc.)

¢ Cocaine
(coke, crack, etc.)

¢ Amphetamine type stimulants
(speed,meth, ice, diet pills, ecstasy, etc.)

{7 Inhalants
(nitrous, glue, petrol, paint thinner, etc.)

«: Sedatives or Sleeping Pills
(benzodiazepines, xanax, valium, sere-
pax and rohypnol, etc.)

k1 Hallucinogens
(LSD, acid, mushrooms, PCP, Special K, etc.)

it Opioids
(heroin, codeine, morphine, methadone, etc.)

it Other — please specify:

_ FOR STAFF ONLY
Cli.nicria’n name:

Pos’itio}n:

Signatwre:  Dates.
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~ FOR STAFF ONLY

(Please fill in if no label available)

The following questions will give us a picture of your recent alcohol use, and will help us determine how best to
help you. Please circle the response that best describes your drinking. If you haven’t been drinking alcohol you
don’t need to answer the questions.

Have you drunk any alcohol in the last year? (Please tick yes or no)

N Yes Please answer the questions below

. How often do you have a drink Never Monthly 2-4 times 2-3 times 4 or more

‘ containing alcohol? or less a month a week times a week

How many drinks containing alcohol do you

“ have on a typical day when you are drinking? Lor2 Jord Sor6 Tto3 10 or more

o | How often do you have six or more Less than Daily or

© [ drinks on one occasion? Never monthly Monthly Weekly almost daily
How often during the last year have .

4 you found that you were not able to Never h?j:tman Monthly Weekly glanln Igs(;r dail
stop drinking once you had started? y y
How often during the last year have .

4 you failed to do what was expected Never h?;:t:;an Monthiy Weekly gﬁ:g;;r dail
of you because of drinking? y y
How often during the last year have you Less than Daily or

& needed a first drink in the morning to get Never monthl Monthly Weekly a!mgst dail
yourself going after a heavy drinking session? y y

How often during the last year have you had Less than Daily or

d a feeling of guilt or remorse after drinking? Never monthly Monthly Weekly almost daily
How often during the last year have you ' .

& been unable to remember what happened Never hf;r?tman Monthly Weekly 2:::1 lﬁ ST dail
the night before because of your drinking? y y

a Have you or someone else been No Yes, but not in Yes, during

injured because of your drinking? the last year the last year
Has a relative, friend, doctor, or other . .

T6 | health care worker been concerned about No th?ZI::tt r:;trm :;:’Iggt"li ;
your drinking or suggested you cut down? y y

FOR STAF.F ONLY
Clinician name:

Position:
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The next questions will help us to understand whether use of all drugs other than alcohol is a problem for you.
This includes illicit drugs & pharmaceutical medications (e.g. sleeping pills, pain killers). It does not include
medication that you take as prescribed by your doctor. Please circle the response that best describes your use
of all drugs (other than alcohol). If you haven't been using any, then you don't need to answer the questions.

Have you used drugs other than alcohol in the last year?

__Yes Please answer the questions below ___No If you answer no, skip to the next page
How often do you use drugs other than alcohol? Never Monthly 2-4 times 2-3 times 4 or more
or less a month a week times a week
. How often do you use more than one Never Monthly 2-4 times 2-3 times 4 or more
. drug on the same occasion? or less a month a week times a week
How many times do you take drugs on 0 Lor2 Jord 50r 6 7 or more
a typical day when you use drugs?
4 How often are you influenced heavily by drugs? Never Less than Monthly Weekly Daily or .
’ monthly almost daily
- QOver the past year, have you felt your longing for Less than Daily or
drugs was so strong that you could not resist it? Never monthly Monthly Weekly almost daily
Has it happened, over the past year, .
& | that you have not been able to stop Never t;;ftma" Monthly Weely | over
taking drugs once you started? y y
How often over the past year have you .
7 taken drugs and then neglected to do Never lrﬁ:tman Monthly Weekly Eﬁ:zg dail
something you should have done? y ary
How often over the past year have you Less than Daily or
needed to take a drug the morning after Never month! Monthly Weekly almzst dail
heavy drug use the day before? y y
How often over the past year have you .
G had guilt feelings or a bad conscience Never Lesstman Monthly Weekly Dtax!y Td i
because you used drugs? montiry aimost datly
. | Haveyou or anyone else been hurt (mentally No Yes, but not in Yes, during
" | or physically) because you used drugs? the last year the last year
Has a relative or a friend, a doctor or a nurse, or Yes. but not in . Yes. durin
11 anyone else been worried about your drug use or No thellast ear the’Iast e%ar
said to you that you should stop using drugs? , y y

Have you injected drugs in the past four weeks? Yes No

FOR STAFF ONLY
Clinician name: Position: ‘ Signature: ' Date:

E



WIT.3005.001.0236_R

I © URNumber:

Zz

O : Surname:

W SUmAMe: e
< 0 G

= opoawvenname:
n .

e | Dateofbirth:
2 (Pleasefillinifno label available)

The following questions ask ahout how you have been feeling during the past 30 days. It's important to
understand how you are feeling and where you are at. For each question, tick the box that best describes

how often you had this feeling.

..tired for no good reason?
2 ...nervous?
...50 nervous that nothing
could calm you down?
4 ...hopeless?
L ...restless or fidgety?
& ...s0 restless _tha! you
’ could not sit still?
7 ..depressed?
o ...50 depressed that nothing
Y could cheer you up?
& ...that everything was an effort?
10 ..worthless? :

Thank you for completing this form. Please hand it to the worker at the start of your session with them. They will review the answers you have provided to address
any questions you have and so they can find out a bit more about you.

FOR STAFF ONLY
Clinician name: Position: Signature: o Date:
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