WISDOM Plus 1

Tobacco Use and Dependence Treatment
Patient Interview and Assessment
Referred by: _____________________________________ Phone: __________________________
Patient Information

Name: (Last, First) _________________________________________ Married     Single     Divorced 

Age: _____ Date of Birth: ______________
   Male     Female      Height: _______ Weight: _______
Last 4 of SS#: _______________   Phone – Cell: _________________ Work: __________________
E-Mail: ________________________________________________

Number of People Living in Home: ________      Number of Tobacco Users in Home: ________

Description of “Immediate Family” – Include Members Not Living in Home/ Tobacco Use: 
How old were you when you started using tobacco? _____    What type of tobacco did you use? 
Please share anything you can remember about the experience (parent use; sibling use, etc): 
What type of tobacco do you currently use?  



Smoking



Cigarettes
Cigars

Pipes

Hookah
Other: _______________


Brand(s): ___________________________ Amount/ Day: ____________________


                                                                                       > 30 (3)

21 - 30 (2) 
11 - 20 (1) 


Note any significant difference during the week (i.e., weekends vs. weekdays) and what may cause the variation.


Smokeless


           Dip/ Snuff - How Much/Day?
                             Chew/ Loose Leaf - How much/Day?
  

___ Occasionally - not daily



___ Occasionally - not daily


___ A few times each day



___ A few times each day


___ About ½ can




___ About ½ pouch


___ 1 can





___ 1 pouch


___ More than 1 can




___ More than 1 pouch

How long after you wake up in the morning do you usually wait before using tobacco?


_____ less than 5 minutes (3) 
_____ 5 to 30 minutes (2) 
_____ 31 – 60 minutes (1) 

Current level of nicotine dependence: 
Light (0-2)
Moderate (3-4)
Heavy (5-6)

Do you have any immediate family members (mom, dad, brothers, sisters or grandparents) who have ever developed any tobacco related illnesses, diseases or related health problems?


(i.e., heart disease, cancer, stroke, lung disease, diabetes, hypertension, high cholesterol, etc)

Yes
No
If yes, highlight which family member and the related health issue:

	Family Member
	
	Tobacco Related Health Issue

	
	
	

	
	
	

	
	
	

	
	
	

	
	
	

	
	
	


Do you have any medical conditions or illnesses that you think may be aggravated by or caused by your tobacco use?


Yes
No
If yes, please explain in detail:

Have you ever tried to quit before?

Yes
No
If yes, how many times? _____________

What is the longest period of time you have every gone without using tobacco during a previous quit attempt? __________
Please describe in detail the highlights (who, what, where, when, how, why): 

How successful do you think you were overall?

List any “Withdrawal Symptoms” Experienced in the Past:  

Why do you think that you relapsed after this period of living tobacco free?   Please provide details:



[Stress]
[Alcohol Use ]

[With Other Smokers]

[Weight Gain]
What were your primary reasons for quitting in the past?
What have you found to be most helpful in previous quit attempts to help you remain tobacco free?

Have you every called a tobacco cessation quit line?
Yes

No


If yes, which one? _________________________ 
How would you describe your experience?:

Are you currently using any medications such as nicotine replacement therapy (NRT), Buproprion (Zyban or Wellbutrin) or Varenicline (Chantix) to help with your efforts to quit tobacco?


Yes 
No
If yes, which one(s)? _______________________________________

What have you discovered to be your three (3) most important high-risk situations - be specific?

(These are the people, places, or things that seem to go really well with your tobacco use)


(1) 


(2) 


(3) 

Have you ever used any tobacco cessation medications in the past to help you quit tobacco?

( “Cold Turkey” = On my own with no assistance


( A structured program or class 
Describe: ___________________________________

( Nicotine Replacement Therapy


Patch


Gum


Lozenge


Inhaler


Nasal Spray

( Zyban or Wellbutrin (Buproprion)

( Chantix (Varenicline)

Contraindications for Tobacco Cessation Medications: 

Have you used any other approaches or alternative therapies in the past to help you quit tobacco?

( Alternative Treatments 



Hypnosis 



Acupuncture



Other: ____________________________________

Current level of readiness to quit using tobacco – check the most appropriate box:

(
I am not planning to quit tobacco with the next six months (pre-contemplation)


(
I am planning to quit tobacco within the next 6 months (contemplation)


(
I am planning to quit tobacco within the next month (preparation)


(
I have already quit  - within the last 6 months (action)


(
I have already quit – more than six months ago (maintenance)

Why are you preparing to quit at this time (reasons to quit):


(1) 


(2)


(3) 

Do you have a Quit Date?
Yes
No

If yes, when: ____________________________

How would you describe the level of support you have to quit and live a tobacco-free lifestyle?

Limited

Good

Very Good

Excellent


Comments: 

When you think about quitting…..what do you get most concerned about?

When you think about quitting…..what do you get most excited about?

How would you describe your current:


Caffeine Use:


Alcohol Use:


Sleep Habits: 

How would you rate your overall level of stress at this time in your life?


  
1
2
3
4
5
6
7
8
9
10


            Extremely Low                              Moderate  
          A Lot
       More than I Can Handle
  
Do you have a spiritual practice or belief that you believe will be helpful as you prepare to quit and live a tobacco-free lifestyle?





Yes

No

If yes, add details:

Rate each of the following major health and wellness components based on your current level of commitment (check one box in each row):





         Need Help          Need Some Work        Satisfied            Doing Very Well
Nutrition


(

(

(

(
Weight Control

(

(

(

(
Exercise/ Fitness

(

(

(

(
Stress Management

(

(

(

(

Notes: 

-------------------------------------------------------------------------------------------------------------------------------------

Motivation Scales (1 - 10)  

Circle the number the best corresponds to how you would rate yourself at this time.


Importance: 
1
2
3
4
5
6
7
8
9
10


Confidence:
1
2
3
4
5
6
7
8
9
10


Readiness:
1
2
3
4
5
6
7
8
9
10

Closing Question – 

What could possibly get in your way of being successful?
-------------------------------------------------------------------------------------------------------------------------------------

Joel Urdang, MPH, CHES, TTS
WISDOM Plus 1

P.O. Box 247, Warrensburg, Missouri  64093
Urdang@Wisdomplus1.com

(660) 624-9959







PAGE  
1

