STRICTLY CONFIDENTIAL “STOP SMOKING QUESTIONNAIRE”

Your success is my number one priority. Our success, working together, will be assisted by the completion of this form.

Full Name:




Address:

Occupation:




Gender: M/F


Age:

Telephone Numbers:





Home:





Work:



Mobile:

E-Mail:






Does anyone else smoke in your household?
Yes/No


If yes, relationship:

Children/Grandchildren: Yes/No

Ages:

Single/Married/Separated/Divorced?

Did your Doctor/Dentist recommend that you stop smoking: Yes/No

Doctor’s name and surgery address:

Dentist’s name and surgery address (only if referred by a Dentist):

Are you currently taking any medication: Yes/No 

If yes, please list with the condition:

Are you currently receiving treatment from a Doctor or another practitioner: Yes/No

If yes, please list:

My normal procedure is to notify your Doctor and/or Dentist one month after you become a non-smoker. Do you give your consent? Yes/No 

How old were you when you started smoking?

How many cigarettes do you smoke per day?

If there are times when it is more or less, please indicate:

Why did you start smoking? Please circle:

Appear older


Appear “cool”

Curiosity

Appear tough/macho
Be accepted


Rebellion

Just felt like it

Copy friends/family

Loneliness

Feel grown up

Out of boredom

Give three main reasons why you want to stop smoking:

1.

2.

3. 

I used to smoke (Please tick):

	On waking up


	Watching TV
	With friends/family

	Talking on the phone


	When stressed
	Reading e.g. newspapers

	After eating


	With a drink
	Driving

	Tense/difficult times


	Social, parties, pub
	When bored


Other:

What concerns do you have, if any, about being a non-smoker?

What are you looking forward to as a non-smoker?

How much do you really want to stop smoking? 

Please circle on the scale below. 0 = “Not really” and 10 = “Fully committed

	1
	2
	3
	4
	5
	6
	7
	8
	9
	10


What methods, if any, have you used to try to stop smoking before?

What is the longest time you have stopped smoking for?

What was the most difficult cigarette to stop?

Why did you re-start?

List the occasions when you never smoke:

Why do you not smoke on these occasions?

List the routines you have in which smoking plays a role:

Was your childhood happy? Yes/No

If no, what were the issues?  

Think of your happiest memory, remembering images, sounds, feelings, smells etc. Write down the key words that represent this memory:

How long does it take you to get to sleep each night?

Do you suffer from nightmares or other sleep problems? Yes/No

If yes, please state what the problem is:

Have you ever had any mental health illnesses? Yes/No

If yes, please provide details:

Do you use any recreational drugs or tranquillisers? Yes/No

If yes, please indicate rate of usage and why you use the substance:

Have you ever had any traumatic experience(s)? Yes/No

If yes, please indicate the nature of the experience:

Have you ever entered hypnosis before? Yes/No

If yes, please provide details:

Do you have any history of violence? Yes/No

If yes, please outline the circumstances:

Who referred you to me/ how did you hear of me?

Is there anything else that is relevant that you feel that I should know?

Aids that may assist you with the nicotine craving:

· Glucose tablets – provided you do not have blood/sugar conditions e.g. diabetes

· Vitamin B

· Nux Vom 30c – YOU MUST CHECK WITH YOUR DOCTOR/PHARMACIST IF YOU ARE ON OTHER MEDICATION OR RECEIVING OTHER TREATMENT FOR A MEDICAL CONDITION

CANCELLATION OF APPOINTMENTS POLICY:

The service I offer involves careful planning of my diary to ensure that all clients get the best service possible. Therefore I am afraid that there is a charge for appointments, which are cancelled WITHOUT 48 HOURS NOTICE. The charge will be as follows:

· If the appointment was during the day (before 5.30 pm)  - £30. 

· If the appointment was 5.30 pm or later - £40

I clearly understand that at times the unexpected can occur, so please feel free to discuss this with me. 

Signed:







Date:
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