THE COURAGE TO QUIT
REGISTRATION FORM

Date:__________________                            

                   Sex:  M__F__

Name:_________________________________               Birthdate:__________________

Shelter/Facility Name:____________________              

Home address, if living at home:________________________________________

Race/Ethnicity:  White     African-American     Asian     Native American     Hispanic

                              Non-White Hispanic     Other_________________________________

How many years have you used tobacco?__________

Type of tobacco used:  [circle all that apply]
cigarettes    cigars    pipe   hand-rolled    chew   other_____________________________

Amount used per day?__________________

Why do you want to quit tobacco at this time?_____________________________

Do you have any medical problems? 

Please explain___________________________________________________________

________________________________________________________________________________________________________________________________________________

Do you have any mental health problems? 

Please explain________________________________________________________

________________________________________________________________________________________________________________________________________________

How did you hear about this program?  [circle all that apply]
community meeting    1:1 with Seton staff     residence staff     friend/peer     

1:1 with case manager      other _________________

This is a voluntary smoking cessation program sponsored by Seton Health Center for Smoking Cessation.  


If you chose to participate in this program any information provided by you to the Seton Health research team and the facilitator will be kept confidential in accordance with Seton policy.  You may discontinue participation at any time.  





Sign here:








