INTAKE FOR SMOKING CESSATION PROGRAM

Name:___________________________________

1. - How long have you been smoking?

2. - How many cigarettes do you smoke per day?

3. - How old were you when you smoked for the first time?

4. - Have you tried to quit before today? Yes_____ No_____

If yes, when was the last time?

5. - What exactly do you like about smoking? What do you believe it does for you?

6. - What do you believe it will happen if you continue to smoke? 

Please check the answer that applies. I smoke:

As son as I get out of bed_______

When I drink coffee_______

When I drive_____

When I take a break at work_______

Before or after a meal______

When I watch TV_______

When I am on the phone______

When I drink alcohol______

Before going to bed______

When I see my friends or socially_______

When I am stressed_______

When I am angry______

When I am bored______

When I need time to relax_____

When I want to reward myself______

Other__________________________
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