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EXPERT WITNESS QUESTIONNAIRE

Name: _______________________________________________________________________________________
Height: ___________________________
Age: ________
Weight: __________


Sex: ________
Employed By: ________________________________________________________________________________
Duties at Work: _______________________________________________________________________________
_____________________________________________________________________________________________
Place of stop and SFST’s: _______________________________________________________________________
Time of Stop: ___________

Time of Arrest: _________

Time of Test: _________
Please Print or Type Answers:

1. SOLVENTS: Within 12 hours prior to arrest did you have any contact with solvents:


( Gasoline


( Carburetor cleaner
( Acetone


( Nail polish remover

( Lighter fluid

( Kerosene


( Paint



( Varnish

( Paint remover


( Other: _____________________________________________________________________________
2. If so, what, when, where, how and how long was the exposure?


______________________________________________________________________________________

______________________________________________________________________________________

Attach list with all information requested and provide a copy of the product contents list (label 
on container), tear it off carefully and return it with this questionnaire. (Include any EPA/OHSA 
Warning Information that you or your employer was given with the product).
3. MEDICINES:
A. Within 24 hours prior to arrest, did you take any non-prescription medicines?


( Aspirin


( Tylenol


( Advil


( Aleve


( Nyquil


( Cough syrup


( Other: _____________________________________________________________________________
B. If so, what how much, when (state time).

         _________________________________________________________________________________
C. Within 3 days prior to arrest did you take any prescription medicines? If so, what, how much, when (time taken), prescribing doctor.


         _________________________________________________________________________________

         _________________________________________________________________________________
4. Do you have any conditions, difficulties, past or current injuries or problems with your :


( Ears


( knees

( Feet


( Legs


( Back


( Other: __________________________________

______________________________________________________________________________________
5. Do you have dental appliances like dentures,

 ( Full or ( Partial ( Other: ____________________________________________________________
a. Any adhesive used? ( Yes ( No 

b. If so, what type of adhesive? _______________________________________________________________________________
c. Do you have any dental bridge work, retainer, or crowns? ( Yes ( NO

6. Do you smoke? ( Yes ( NO 

7. If you smoke, what brand, how many a day, type (menthol, full flavor, lights, size)?

______________________________________________________________________________________
8. If you smoke, do you smoke more when drinking? ( Yes ( NO
9. Do you use Chewing Tobacco or do you have other forms of nicotine intake?


( Yes ( NO __________________________________________________________________________
10. Between the time of the arrest and time of blowing in the breath tube of the Breathalyzer:

A. Did you put anything into your Mouth?



 ( Bianca/breath spray

( Candy

( Mints



 ( Gum


( Food


( cough drops



 ( Tobacco


( Drink

( Smoking



 ( Other: ______________________________________________________________________
a. If you put anything into your mouth, state the brand, when, how many times, what amount.




________________________________________________________________________



________________________________________________________________________




________________________________________________________________________

B. Within two hours prior to blowing into the Breathalyzer did you consume anything with menthol or mint in it? For example:



( Mints


( Gum

( Menthol cigarettes



( Menthol snuff

( Menthol tobacco chew



( Breath spray


( Mouthwash
( Toothpaste



( Certs



( Other: _________________________________________


_______________________________________________________________________________
C. Did you: 

( Burp ( Belch ( Cough ( Hiccup or ( Vomit from the time of the arrest until you blew into the Breathalyzer?



( Yes ( NO

a. If so, when and how many times and how frequently? ____________________



________________________________________________________________________
11. Within 23 hours prior to the stop, did you use any nasal spray, like Primatene mist, etc.? 
( Yes ( NO


______________________________________________________________________________________
12. What food did you consume? (Be specific what, when and how much)


______________________________________________________________________________________

______________________________________________________________________________________

______________________________________________________________________________________

a. If beer or shots were consumed: what brand, how much and the time line of the consumption:




Be as specific as possible to the extent that you can. Give as many details as 



possible. When you started drinking, when you stopped drinking, what you had 



to drink, how many, how much and exactly when you drank each drink. 



EXAMPLE: 
Arrived at Billy Bob’s at 7:00 p.m.






Ordered First Drink Bud light at 7:05






Ordered Second Bud Light at 7:20






Buddy Bought Shot Jaegemeister at 7:30






Etc.




________________________________________________________________________



________________________________________________________________________




________________________________________________________________________




________________________________________________________________________
13. Did you consume any alcohol after you were driving? If so, state what, when (start time) and where.


______________________________________________________________________________________


______________________________________________________________________________________


______________________________________________________________________________________

14. How many times did you blow into the Breathalyzer? _____________VERY IMPORTANT!
A. How long between the : 1st  and 2nd test? ________: 2nd and 3rd test? _________

B. How did the officer tell you to blow into the machine?

a. Were you told to:




Take a Deep Breath? 
( Yes ( NO




Blow Hard? 

( Yes ( NO





Blow until told to stop?
( Yes ( NO
C. How long did you blow?

a. 5-10 seconds 

( Yes ( NO
b. 11-15 seconds 

( Yes ( NO
c. 12-19 seconds 

( Yes ( NO
d. 20 Plus seconds 

( Yes ( NO
D. Was there a print out for each time you blew into the machine? ( Yes ( NO
E. Did the police officer cancel any of the print outs? ( Yes ( NO
15. List ALL alcohol related traffic offenses you have been charged with in the past and give a little detail as to: did you blow or refused test, the type of test, and either BrAC or BAC each time.


______________________________________________________________________________________


______________________________________________________________________________________


______________________________________________________________________________________

16. How often do you drink on a weekly/monthly basis and what do you drink-type and how much? Be honest because your answer may assist you. Elimination rate depends upon how often you drink and how much!


______________________________________________________________________________________


______________________________________________________________________________________


______________________________________________________________________________________

FATIGUE, SLEEP DEPRIVATION AND CIRCADIAN RHYTHM

17. What is your normal Body Clock Cycle? I usually go to bed at ____________ and get up at 

___________. What time did you go to bed the night before the day of the arrest? _________ At 
What time did you get up the day of the arrest? ______________

18. How much sleep did you have the night before the arrest? ________________ and each night for the last week prior to the arrest:

______ 

______

______

______

______

______

______

19.  How long had you been up the day of the arrest? __________________________________________

20. How much Caffeine did you consume the day of the arrest? _________________________________
A. Caffeine Sources:

a. Did you drink: Coffee, Soda, Tea or other caffeine containing beverage? ( Yes ( NO
b. Fat burners have usually 200-300 mg of Caffeine, do you use them? 

( Yes ( NO
c. Energy Drinks also can contain Caffeine and Alcohol. Did you use any? ( Yes ( NO
d. Please list all types and doses of Caffeine: ___________________________





________________________________________________________________





________________________________________________________________





________________________________________________________________

21. Medical/Dental/Emotional Condition/diseases that you either experience symptoms of or have been diagnosed with at any time before most the arrest and suffered from at the time of arrest.
Listed below are some common conditions please mark the ones that apply to you and list at the end of the list in the provided space any conditions you have that are not listed:
Disease/condition/injury

symptoms

diagnosed
when and by whom?

Stomach (upper GI):

Acid Reflux (GERD) 

( Yes ( NO

( Yes ( NO
_____________________


Hiatal Hernia


( Yes ( NO

( Yes ( NO
_____________________

Intestines (lower GI):

Diarrhea


( Yes ( NO

( Yes ( NO
_____________________


Irritable Bowel Disease

( Yes ( NO

( Yes ( NO
_____________________

Lungs:


Asthma



( Yes ( NO

( Yes ( NO
_____________________


COPD



( Yes ( NO

( Yes ( NO
_____________________


Emphysema


( Yes ( NO

( Yes ( NO
_____________________

Sinus:


Allergies 


( Yes ( NO

( Yes ( NO
_____________________

Disease/condition/injury

symptoms

diagnosed
when and by whom?

Sinus:


Sinus problems


( Yes ( NO

( Yes ( NO
_____________________
Endocrine System:


Diabetes


( Yes ( NO

( Yes ( NO
_____________________

Circulatory System:


Heart Disease


( Yes ( NO

( Yes ( NO
_____________________


Hypertension


( Yes ( NO

( Yes ( NO
_____________________


(High Blood Pressure)

Brain:



Epileptic Seizures

( Yes ( NO

( Yes ( NO
_____________________


Other Seizures


( Yes ( NO

( Yes ( NO
_____________________


Prior head injuries

( Yes ( NO

( Yes ( NO
_____________________


Prior Concussions

( Yes ( NO

( Yes ( NO
_____________________

Body Weight:


Recent Weight Loss

( Yes ( NO

( Yes ( NO
_____________________
Liver:


Liver Problems


( Yes ( NO

( Yes ( NO
_____________________


Cirrhosis


( Yes ( NO

( Yes ( NO
_____________________


Asian, Native American


Or Jewish Decent

( Yes ( NO

( Yes ( NO
_____________________

Females:


Menstrual Cycle;


Mid-cycle (Ovulating)




Day/Night of the Arrest

( Yes ( NO

( Yes ( NO
_____________________


Birth Control Pills

( Yes ( NO

( Yes ( NO
_____________________

Disease/condition/injury

symptoms

diagnosed
when and by whom?
Fever:


Cold, Flu or other fever


Day/Night of Arrest

( Yes ( NO

( Yes ( NO
_____________________

Emotional/psychological:


ADD or ADHD


( Yes ( NO

( Yes ( NO
_____________________


Depression


( Yes ( NO

( Yes ( NO
_____________________


Anxiety



( Yes ( NO

( Yes ( NO
_____________________


Learning Disability

( Yes ( NO

( Yes ( NO
_____________________


Other: ________________
( Yes ( NO

( Yes ( NO
_____________________

Dental Condition(s):


Periodontal Disease

( Yes ( NO

( Yes ( NO
_____________________


Bleeding Gums (gingivitis)
( Yes ( NO

( Yes ( NO
_____________________


Cut inside Mouth

( Yes ( NO

( Yes ( NO
_____________________

The day of the Arrest did you suffer from any or the following:


Cold/Flu/Influenza

( Yes ( NO

( Yes ( NO
_____________________


Bacterial infection (Strep)
( Yes ( NO

( Yes ( NO
_____________________


Loss of Body Water

( Yes ( NO

( Yes ( NO
_____________________


(Seat, Vomit, Diarrhea)


Heat Stroke/Hyperthermia
( Yes ( NO

( Yes ( NO
_____________________


(Sunstroke)


Burned (sun or Fire)

( Yes ( NO

( Yes ( NO
_____________________


Hypothermia, Frost Bite

( Yes ( NO

( Yes ( NO
_____________________

Any other medical Conditions, Diseases, injuries Not Mentioned or Listed Above:


Other: ________________
( Yes ( NO

( Yes ( NO
_____________________


Other: ________________
( Yes ( NO

( Yes ( NO
_____________________
IF THERE WAS A BLOOD DRAW AND/OR AN ACCIDENT ANSWER THE FOLLOWING QUESTIONS:
Event




Did it happen?
Was it noticed? 

Recorded by whom?


Trauma to Body


( Yes ( NO
( Yes ( NO 

_____________________


(Breaks, Bruises, Burns, Sprain, Strain, Dislocation, Blood loss, Etc.)


Loss of Consciousness

( Yes ( NO
( Yes ( NO 

_____________________


Memory Loss


( Yes ( NO
( Yes ( NO 

_____________________


Loss of Blood


( Yes ( NO
( Yes ( NO 

_____________________


Given an IV at Scene

( Yes ( NO
( Yes ( NO 

_____________________


Given an IV in Ambulance
( Yes ( NO
( Yes ( NO 

_____________________



Given an IV at Hospital

( Yes ( NO
( Yes ( NO 

_____________________

This questionnaire is the work of Scientific Consulting Service, Inc. 
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