Smoking/Dipping/Vaping Questionnaire

Name:______________________________________                                Date: ______/_______/20_____

YOU MUST WANT TO QUIT!!!

Why do you want to quit?
_______________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________
How long have you been smoking/dipping/vaping? _________      Amount per day: _________

Previous attempts to quit (method):            Success (how long):              Approximate dates:
_______________________________        ________________              _____/_____/__________
_______________________________        ________________              _____/_____/__________
_______________________________        ________________              _____/_____/__________

Trouble situations (weakness – coffee/paper in the morning, work breaks, drinking/social, etc.):
_______________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________
Environment: (live/play with smokers/dippers/vapers, live/work in stressful situation, etc.):
_______________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________
What is keeping you from quitting on your own?
_________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________
Other concerns:
sleeping ______________ waking up _____________
stress ________________ anxiety _______________
self image/self esteem ________________________
depression ____________ weight _______________
energy _______________ memory _______________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________

