Smoking Cessation Questionnaire 
Date:      
Name:      
Phone:      
Cell Phone:        
Email:      
How many cigarettes do you smoke daily?       

Have you tried quitting before?   FORMCHECKBOX 
 Yes   FORMCHECKBOX 
 No  If yes, how long ago was it?      

How did you quit?      
Does anyone in your family smoke?      
How important is it for you to quit smoking?

 FORMCHECKBOX 
 Somewhat
 FORMCHECKBOX 
 Important
 FORMCHECKBOX 
 Very Important
 FORMCHECKBOX 
 Absolutely Critical


Why is/are the main reason(s) that you want to quit smoking? (Select all that apply) 

 FORMCHECKBOX 
 My health
 FORMCHECKBOX 
 My Family’s health
 FORMCHECKBOX 
 Cost of Cigarettes
 FORMCHECKBOX 
 Social Pressure

 FORMCHECKBOX 
 Other:      
How did you hear about us?      
May we contact you by telephone for follow-up information?
 FORMCHECKBOX 
 Yes
 FORMCHECKBOX 
 No

Signature: _________________________________________


Unnecessary to sign if submitting electronically 






