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Intake – Quick Stop  


Smoking Habit History

How long have you been smoking?                                               
How many cigarettes do you smoke per day, on average?                                              
Do you use any other tobacco products?  FORMCHECKBOX 
 Y        FORMCHECKBOX 
 N       
Specify:                                   
Are there any circumstances/situations/events that you feel that you must have a cigarette?

                                                                                                                                                                                                  
Why do you think you smoke?                                                                                                                                        
Do you have any health conditions or symptoms that may be related to smoking? 
 FORMCHECKBOX 
 Y        FORMCHECKBOX 
 N       
Please specify:                                                                                                                                                       
Quitting History

Have you tried to quit smoking in the past?   FORMCHECKBOX 
 Y        FORMCHECKBOX 
 N


If yes above: 
How many times:                                  
What is the longest amount of time you’ve quit for:                                  
Method(s) used in past to quit:                                                                                                             
Why do you believe you were unable to quit:                                                                                 
Social Factors

Do you drink alcohol?      FORMCHECKBOX 
 Y        FORMCHECKBOX 
 N        FORMCHECKBOX 
 Socially 

Amount per week:                                   
Do you drink coffee?        FORMCHECKBOX 
 Y        FORMCHECKBOX 
 N        FORMCHECKBOX 
 Socially 

Amount per week:                                   
Do your friends, family or coworkers smoke around you?   FORMCHECKBOX 
 Y        FORMCHECKBOX 
 N
Does anyone in your household smoke?  FORMCHECKBOX 
 Y        FORMCHECKBOX 
 N

Who:                                                                 
Please list any other addiction, habits or compulsions?                                                                                         
Motivation

What is the main reason you want to quit smoking? (please check all that apply)
 FORMCHECKBOX 
 Health        
 FORMCHECKBOX 
 Family            FORMCHECKBOX 
 Money            FORMCHECKBOX 
 Peer Pressure     
Other                                      
Who will support you in your effort to quit smoking:                                                                                             
What do you anticipate to be the hardest part about quitting:                                                                            
Using the scale below, please rate your desire to quit by circling a number below:

	 FORMCHECKBOX 
 1
	 FORMCHECKBOX 
 2
	 FORMCHECKBOX 
 3
	 FORMCHECKBOX 
 4
	 FORMCHECKBOX 
 5
	 FORMCHECKBOX 
 6
	 FORMCHECKBOX 
 7
	 FORMCHECKBOX 
 8
	 FORMCHECKBOX 
 9
	 FORMCHECKBOX 
 10


thinking about it  
fairly serious 


      intense desire

Treatment History

Have you undergone any of the following treatment types:

 FORMCHECKBOX 
 Individual counselling for smoking cessation
 FORMCHECKBOX 
 Individual counselling for other reasons

 FORMCHECKBOX 
 Group counselling for smoking cessation

 FORMCHECKBOX 
 Group counselling for other reasons
 FORMCHECKBOX 
 Acupuncture for smoking cessation

 FORMCHECKBOX 
 Acupuncture for other reasons

 FORMCHECKBOX 
 Laser Therapy for smoking cessation

 FORMCHECKBOX 
 Laser Therapy for other reasons
 FORMCHECKBOX 
 Treatment for anxiety, depression, traumatic stress disorder, or other mental health conditions
