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A. GENERAL INFORMATION: 
Name:   
   
Health Card Number: 
 
Date of Birth (year/month/day): 
 

Sex:       Female        Male 

Mailing Address & Postal Code: 
 
Contact Number:  
 

Can we leave a message indicating we are from the Quit 
Smoking Clinic:                Yes           No     

Email Address:  Can we leave an email message indicating we are from 
the Quit Smoking Clinic:     Yes           No  

I am (check all that apply): 

        Francophone                    Pregnant                                  17 or younger 
        Indigenous                       Breastfeeding        

Name of your Physician/Nurse Practitioner: _____________________________________ 

Address: ______________________________  Telephone Number: _________________ 

Is your doctor/nurse practitioner aware that you are trying to quit?         Yes      No  

 
How did you first hear about the Porcupine Health Unit’s Quit Smoking Program? 

  Doctor         Pamphlet / Poster             TV      
  Family / Friend   Pharmacist          Website         
  Health Unit        Smoker’s Helpline             Your workplace      
  Newspaper Ad       Other (please specify): ________________________ 

B. MEDICAL HISTORY: 
In the past 2 weeks, have you experienced any of the following conditions? 

  Heart attack   Angina  (chest pain)            Other uncontrolled  
  Arrhythmias             Stroke           cardiac conditions 

Are you currently taking Champix (varenicline), Zyban or Wellbutrin (buproprion)? 

 No        Yes 

Do you currently use electronic cigarettes? 

        No        Yes 

Have you ever had a reaction or side effect to nicotine replacement products? 

 No      Yes (specify): _______________________ 
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Do you have dentures?        No   Yes 

Do you have temporomandibular joint (TMJ) dysfunction?    No   Yes 

Please list any allergies:  ____________________________________________________. 

 

Have you ever been diagnosed with 
any of the following? 

 

 If yes, are you currently taking 
medication? 

 Yes 
 

No  Yes  No Please list medication: 

High blood pressure…..........   ……   _______________________ 
High cholesterol……………...   ……   _______________________ 
Heart attack ………………….. 

If yes, please specify when: 
________________________ 

  ……   _______________________ 

Other heart problems………. 
If yes, please specify: 
________________________ 

  ……   _______________________ 

Stroke………………………….. 
If yes, please specify when: 
________________________ 

  ……   _______________________ 

Diabetes………………………..   ……   _______________________ 
Chronic bronchitis, 

emphysema, or 
COPD……………………….. 

 
 

 

 
 

 

 
 
…… 

 
 
 

 
 
 

 
 
_______________________ 

Rheumatoid arthritis………...   ……   _______________________ 
Chronic pain…………………..   ……   _______________________ 
Cancer…………………………. 

If yes, please specify: 
________________________ 

  ……   _______________________ 

Depression…………………….   ……   _______________________ 
Anxiety…………………………   ……   _______________________ 
Schizophrenia………………...   ……   _______________________ 
Bipolar disorder………………   ……   _______________________ 
Substance use disorder……. 

(drug addiction other than 
tobacco or caffeine) 

  ……   _______________________ 

Alcohol use disorder………..   ……   _______________________ 
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C. SMOKING PATTERN: 
How soon after you wake up do you smoke your first cigarette? 

 After 60 min    31-60 min    6-30 min    Within 5 min 

Do you find it hard not to smoke in places where it is not allowed, like at the movies, bar, 
restaurant or hospital? 

 No    Yes 

Which cigarette would you hate the most to give up? 

 Any other one    The first one in the morning 

How many cigarettes you smoke each day? 

  10 or less    11-20    21-30    31 or more 

Do you smoke more in the first few hours after waking up than you do during the rest of the day? 

 No    Yes 

Do you smoke if you are ill and in bed most of the day? 

   No    Yes 

 
 
D. SMOKING STATUS: 
At what age did you start smoking regularly? ________________________________________ 

At the present time, do you smoke cigarettes: 

 Every day  --  # of cigarettes per day? ____________________________________ 
 Occasionally --  # of cigarettes in the last 30 days? __________________________ 
 Not at all 

 

Do you use tobacco in any other form other than cigarettes?           No          Yes 

 If yes, please indicate the form and average daily amount used: 
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E. WHY I SMOKE: 
Why do you smoke? Understanding WHY you smoke can really help you understand your 
smoking habits and triggers. Please select one of the choices for all questions.  
 

1 = Never, 2 = Sometimes, 3 = Occasionally, 4 = Frequently, 5 = Always 

A I smoke to keep myself from slowing down. 1 2 3 4 5 
B Handling a cigarette is part of the enjoyment of smoking it. 1 2 3 4 5 
C Smoking is pleasant and relaxing. 1 2 3 4 5 
D I light up a cigarette when I feel angry about something. 1 2 3 4 5 
E When I’m out of cigarettes, it’s near-torture until I can get them. 1 2 3 4 5 
F I smoke automatically, without ever being aware of it. 1 2 3 4 5 
G I smoke when other people around me are smoking. 1 2 3 4 5 
H I smoke to perk myself up. 1 2 3 4 5 
I Part of enjoying smoking is preparing to light up. 1 2 3 4 5 
J I get pleasure from smoking. 1 2 3 4 5 
K When I feel uncomfortable or upset, I light up a cigarette. 1 2 3 4 5 
L I’m very much aware of it when I’m not smoking a cigarette. 1 2 3 4 5 
M I often light up a cigarette while one is still burning in the ashtray. 1 2 3 4 5 
N I smoke cigarettes with friends when I’m having a good time. 1 2 3 4 5 
O When I smoke, part of my enjoyment is watching the smoke as I exhale it. 1 2 3 4 5 
P I want a cigarette most often when I am comfortable and relaxed. 1 2 3 4 5 

Q I smoke when I’m “blue” and want to take my mind off what’s bothering 
me. 1 2 3 4 5 

R I get a real craving for a cigarette when I haven’t had one in a while. 1 2 3 4 5 

S I’ve found a cigarette in my mouth and haven’t remembered that it was 
there. 1 2 3 4 5 

T I always smoke when I’m out with friends at a party, bar, etc. 1 2 3 4 5 
U I smoke cigarettes to get a lift. 1 2 3 4 5 

F. QUITTING HISTORY: 

In the past year, how many times did you stop smoking for at least 24 hours because you were 
trying to quit? 

 None                             1 to 2 times  3 or more times 

In your whole life, how many times did you stop smoking for at least 24 hours because you 
were trying to quit? 

 None                             1 to 5 times  6 to 10 times   11 or more times 

Longest amount of time you have remained smoke-free? _________________________ 
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Have you ever used the following medications or resources to help you quit or reduce smoking? 
Check all that apply. 

 Nicotine replacement therapy NRT (gum, patch lozenge, inhaler) 
 Group or individual counselling 
 Smokers’ Helpline phone / online / text messages 
 Zyban or Champix 
 Other resources (specify) _________________________________________________ 

Why did you start smoking again? 

 Craving to smoke became too strong 
 Needed it to cope with pressure and stress 
 Began smoking at a party or other social situation  
 Began smoking while drinking alcohol 
 Other (please specify) ________________________________________________ 
 

G. QUIT SMOKING AIDS: 
Select the quit smoking method(s) you are interested in this time around. 

  Nicotine gum       Nicotine patch  
  Nicotine inhaler     Nicotine lozenge  
  Zyban /Champix     Nicotine spray  
  Other (specify): _____________________________________________________ 

 
 
 
 
 
 
Freedom of Information Collection Notice:  Personal information is collected under the statutory authority of the Health Protection 
and Promotion Act, R.S.O. 1990 c.H.7, s.5. This information will be used to provide health services to individuals at the Porcupine 
Health Unit Quit Smoking Clinic, for statistical reporting and related purposes in accordance with the Personal Health Information 
Protection Act. Questions about this collection and privacy should be directed to Public Health Nurse or to the Privacy Officer at the 
Porcupine Health Unit. 
 
 
 
 
 
 

 
 
 
           
Signature of client     Date  
 
(Adapted from the Peel Public Health, Halton Regional Health Department, Toronto Public Health and the University of 
Massachusetts Medical School Quit Smoking Programs; The Ontario Tobacco Research Unit – Data Standards for Smoke-Free 
Ontario Smoking Cessation Service Providers.) 
 
August 2018        Ce document est disponible en français  
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