South Dakota Health Professionals Assistance Program

4400 West 69th Street #600  (  Sioux Falls SD 57108

Tel: (605) 322-4048   (   Fax: (605) 322-4370


Participant Self-Report Form
Due by the  7th  of Each Month
Name:       
Telephone:      
Current Address:     
Reporting Period:       
Report Date:      
Current Work Site:      
Job Title:       
Work Tel:      
Work Site Address:      
Shifts Worked: 
 FORMCHECKBOX 
 Day

 FORMCHECKBOX 
 Evening

 FORMCHECKBOX 
 Night

Hours Worked This Period:      
1. Please share any accomplishments, successes, or positive learning experiences during this reporting period, including length of sobriety.      
2. During this period, were you able to completely abstain from the use of alcohol? 
 FORMCHECKBOX 
Yes 
 FORMCHECKBOX 
No










If No, please provide date(s) of use and circumstances related to use.      
3. During this period, were you able to completely abstain from use of any non-prescribed, controlled, and/or illicit substances?  






 FORMCHECKBOX 
Yes 
 FORMCHECKBOX 
No










If No, please provide date(s) of use and circumstances related to use.      
4. Please list all substances used during this reporting period (include prescriptions by a physician  or dentist, and any over-the-counter medications).      
5. Are you attending  FORMCHECKBOX 
AA  FORMCHECKBOX 
NA groups per recommendation of your monitoring contract?

 FORMCHECKBOX 
Yes 
 FORMCHECKBOX 
No
Please list number of meetings attended per week:      
6. Are you attending therapy sessions and physician and psychiatry appointments per recommendation of your monitoring contract?   FORMCHECKBOX 
Yes 
 FORMCHECKBOX 
No

Please list number of appointments for each during this reporting period:      
If you have not complied with services per your monitoring contract, please state why:      
7.
Please share any other problems or concerns that you may have experienced over the past reporting period, including work-related, school-related, relationship, spiritual, physical health/illnesses, and/or concerns related to recreation or leisure time.      
Monthly Medication Log

Participant Name:      
Please list all narcotic, amphetamine, sedative, or benzodiazepine medications used during this reporting period (including prescription or over-the-counter medications) using additional sheets of paper if needed:

Medication:      
Amount Prescribed:       
Date Prescribed:      
Dates Used in the Past Month:      
Amount Remaining:      
Medication:      
Amount Prescribed:       

Date Prescribed:      
Dates Used in the Past Month:      
Amount Remaining:      
Medication:      
Amount Prescribed:       

Date Prescribed:      
Dates Used in the Past Month:      
Amount Remaining:      
Medication:      
Amount Prescribed:       

Date Prescribed:      
Dates Used in the Past Month:      
Amount Remaining:      
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