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DEPARTMENT OF HEALTH




Division of Tobacco Prevention and Control


Cessation Intake Form

Instructions to Service Provider and program facilitator: Please ask these questions of participants either prior to their first counseling session/class or as part of the first session/class.

Client Unique Identifier: [__][__][__][__][__][__][__][__][__][__][__][__]     
Date Intake Completed: ___ ___ /___ ___ / ___ ___ ___ ___
Program Type:  Group
 Individual
What is your age: ______________

County of residence:____________________________________________________

What is your gender?  Male    Female    Transgender (M to F)   Transgender (F to M)

If female: Are you currently pregnant?  Yes
 No
 

Do you consider yourself: 

 Heterosexual/Straight  

 Gay/Lesbian  

 Bisexual  

 Other
Do you have health insurance?  Yes    No   
If yes, what kind of health insurance do you have?       
 Medicaid/Medical assistance

 Medicare

 Private insurance

 No insurance

Are you Hispanic or Latino?    Yes
   No

Which of these groups would you say best describes your race?

 White

 Black/African American

 Asian

 Native Hawaiian/other Pacific Islander

 American Indian/Alaska Native

 Other

What is the highest grade or year of school you completed?

 Less than 9th grade

 Grades 9-11 (some High School)

 High School Graduate or GED

 Some College or Technical School

 College Graduate or more

Which of the following best describes your total annual household income? (please be sure to include income from all sources such as wages, salaries, welfare, social security, retirement benefits, investments, alimony and/or child support)

 Less than $20,999

 $21,000-$50,999

 $51,000 or over

Which of the following best describes your current employment situation?

 Employed full-time

 Employed part-time

 Unemployed

 Homemaker

 Retired

 Unable to work/disabled

 Student

How did you hear about the/this cessation program? (Check all that apply)

 1-800-Quit Now (TV/radio ad)

 Other TV ad 

 Other radio ad

 Newspaper

 Other ads (brochure, flyer, etc)

 determinedtoquit.com

 Other website

 Referral from PA Free Quitline

 Referral from diabetes educator, diabetes care provider, or PA cAARds

 Referral from other healthcare provider 

 Family or friend

 Other source

Are you a veteran?    Yes
   No

Have you been diagnosed with any of the following Chronic Conditions? (Check all that apply)

 Asthma

 Chronic Obstructive Pulmonary Disease (COPD)

 Coronary Artery Disease (CAD)

 Diabetes

 Other 

 None

At what age did you start smoking/using tobacco regularly? ____________

What primary form of tobacco do you currently use? (Check one)

 Cigarettes

 Cigars

 Pipes

 Smokeless tobacco (e.g. chew, dip, spit, snuff, Snus)

 Other

In the past 30 days, have you used tobacco everyday, some days, or not at all?

 Every day   

 Some days   

 Not at all

Do you currently use other types of tobacco? If so, which type?  (Check all that apply) 

 Also use cigarettes

 Also use cigars

 Also use pipes

 Also use smokeless tobacco (e.g. chew, dip, spit, snuff, Snus)

 Also use other

Have you ever used any of the following to help you quit? (Check all that apply)

 PA Free Quitline

 Other telephone counseling

 Self-help materials

 Individual counseling/classes

 Group counseling/classes

 Have not used anything/Quit on my own

 Internet

 DeterminedtoQuit.com

 Advice from a health professional

 Other

 Never tried to quit

Tobacco cessation products and medications are intended to help deal with withdrawal symptoms and cravings caused by the loss of nicotine.  Have you ever 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 
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