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DEPARTMENT OF HEALTH




Division of Tobacco Prevention and Control


Cessation 6 Month Follow-up Form

Instructions to Service Provider: Collect follow up data at 30 days and 6 months from end of counseling/classes from all who completed at least 4 counseling sessions.
Client Unique Identifier: [__][__][__][__][__][__][__][__][__][__][__][__]     
Date 6 Month Follow-up Form Completed: ___ ___ /___ ___ / ___ ___ ___ ___
Tobacco cessation products and medications are intended to help deal with withdrawal symptoms and cravings caused by the loss of nicotine.  Since you ended the cessation program, have you used cessation products or medications to help you quit?
    Yes
   No

If yes: which of the following have you used? (Check all that apply)


 Nicotine Patch

 Nicotine Gum
 Nicotine Lozenge
 Nicotine Nasal Spray (Rx)
 Nicotine Inhaler (Rx)
 Zyban/Wellbutrin/Bupropion
 Chantix

 Other 
In the past 30 days, have you used tobacco everyday, some days, or not at all?
 Every day    Some days    Not at all

Would you like additional help/support to quit (or stay quit)?   Yes
   No
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