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Patient Referral Form
Please complete the survey and be very honest with your answers.
	1.  Do you smoke your first cigarette within 30 minutes of waking up?
	 FORMCHECKBOX 
YES
	 FORMCHECKBOX 
NO

	2.  Do you wake up in the middle of the night to have a cigarette?
	 FORMCHECKBOX 
YES
	 FORMCHECKBOX 
NO

	3.  Do you smoke even when you are sick?
	 FORMCHECKBOX 
YES
	 FORMCHECKBOX 
NO

	4.  Have you ever tried to quit smoking in the past?
	 FORMCHECKBOX 
YES
	 FORMCHECKBOX 
NO

	5.  Do you smoke inside your house?
	 FORMCHECKBOX 
YES
	 FORMCHECKBOX 
NO

	6.  Are you around smokers much of the time?
	 FORMCHECKBOX 
YES
	 FORMCHECKBOX 
NO

	7.  Do you know that smoking cigarettes is very bad for your health?
	 FORMCHECKBOX 
YES
	 FORMCHECKBOX 
NO

	8.  Are you interested in just talking to someone about maybe quitting smoking?
	 FORMCHECKBOX 
YES
	 FORMCHECKBOX 
NO

	9.  Do you want to quit smoking?
	 FORMCHECKBOX 
YES
	 FORMCHECKBOX 
NO


	Name:
	

	Phone Number:
	


Will you permit us to give this information to the Smoking Cessation Consultant, to call you for follow up smoking cessation assistance?   FORMCHECKBOX 
 Yes   FORMCHECKBOX 
 No
	Signature: 
	

	Date:
	








