Ready to quit?

EVALUATION QUESTIONNAIRE

Select your patient’s response and write down
their top responses for each topic. This tool can
be copied for patient’s charts or scanned into
their electronic medical records.
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1. What kind of smoker are you? (check one)

(] Social smoker (# of cigarettes per outing?)
[} Daily smoker (# of cigarettes per day?)

[} Heavy smoker (1+ pack per day)

2. What are your thoughts about smoking?
What do you like and dislike?

Like about smoking Dislike about smoking

3. How motivated are you to consider
stopping smoking? (check one)

[_] Not at all motivated
[_] Somewhat motivated

(I Seriously considering

4. What are your top 3 reasons to change?

5. How will your life be different if you quit?

6. Have you tried to quit smoking previously?
If so, how did you try to quit in the past?
What happened?

7. On a scale of 1 (Not at all important) to 10
(Extremely important), how important is it
that you quit smoking now? (circle answer)

1 2 3 4 5 6 7 8 9 10
Not at all important Extremely important

8. On a scale of 1 (Not at all confident) to 10
(Extremely confident), how sure are you that
you could quit smoking now? (circle answer)

1 2 3 4 5 6 7 8 9 10
Extremely confident

Not at all confident




