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PRIVACY ACT STATEMENT 
AUTHORITY:  5 U.S.C. 301, E.O. 9397, SECNAVINST 5300.28F and OPNAVINST 5350.4E
PRINCIPAL PURPOSE:  The information will be used  by officials of the Department of the Navy to identify and select training candidates for the Navy Drug and Alcohol Counselor School.  
ROUTINE USES:  Department of the Navy employees executing duties to select candidates for the Navy Drug and Alcohol Counselor School.
DISCLOSURE:  Completion of this form is voluntary; however, failure to provide the requested information may result in not being considered for selection.
Applicant Information
Current Full Command Mailing Address
Applicant Work Phone Numbers
Applicant E-mail Addresses
Applicant In-Transit Contact Information
A.  MOTIVATION 
B.  SUBSTANCE USE HISTORY
2.  Have you ever received a diagnosis of a substance use disorder (previous misuse or dependence)?
3.  Have you ever misused alcohol or drugs?
5.  Has abstinence been continuous?
9.  List approximate date(s) of any rehabilitation/treatment and name/location of the facility
From Date:
To Date:
Rehabilitation/Treatment Site:
10.  What currently prescribed medications or over-the-counter medications are you using?
Drug/Brand Name:
Daily Dose:
Purpose:
Period of Use:
C.  ABUSE AND TRAUMA
5.  Has there been a time in your life when you were considering therapy or thought therapy might have been useful?  
7.  Have you been in therapy or counseling in the last 2 years?
8.  If yes, do you think therapy is/was beneficial?
10.  Do you possess any strong religious beliefs which you think may impact, in a positive or negative way, working with substance use patients?  
D.  FAMILY HISTORY  
1.  Current/Former Significant Other/Spouse:
Name:
Age:
Relationship:
Duration:
3.  Is there a history or a substance use disorder (chemical dependency) or obesity in your family?
4.  If yes, list the family member(s) who have had a problem and indicate if it was treated or untreated:
Name:
Relationship:
Treated/Untreated:
E.  EDUCATION
2.  Please provide the following information.
College/Secondary School
Course/Major
Grade Average
Year Graduated
F.  REFLECTIONS
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