Initial/Follow-Up Form


                ( Initial Assessment (This is done with the office coordinator prior to or immediately following training.)
           Post Training Follow-Up: ( 2 month   ( 6 month   ( 12 month 

	Practice/Site Name: ____________________________________

Contact Person: _______________________________________ 

Address: _____________________________________________

_____________________________________________________

Type: ( Ped    ( FP   ( OB   ( Other specify)______________      

Phone: (______) ______-__________ 

Fax: (______) ______-__________ 

Trainer: ______________________________________________
	Original Training Date: _____/_____/_____ 

Today’s Date: _____/_____/_____

Next Follow-Up Date: _____/_____/_____

Materials/Supplies funded by:

Primary Contractor:     ( Yes     ( No
      Service Provider:         ( Yes     ( No
      Clean Air:                    ( Yes     ( No


	Statements
	Always


	Most of the time
	Some of the time
	Rarely


	Never



	1. We ASK about smoking and exposure to Tobacco Smoke Pollution (TSP) status at each visit. (survey)
	
	
	
	
	

	2. We identify smokers with chart stickers or other prompts.
	
	
	
	
	

	3. We ADVISE all smokers to quit smoking at each visit.


	
	
	
	
	

	4. We ASSESS willingness to stop smoking and document smoking status in patient medical record or problem list.
	
	
	
	
	

	5. We ASSIST with brief quit smoking cessation counseling to smokers and recent quitters at each visit. (give)
	
	
	
	
	

	6. We use “Quit Smoking” self-help materials. 


	
	
	
	
	

	7. We ARRANGE and encourage smokers to use community quit smoking counseling programs and/or PA Quitline. 

      1-800-QUIT-NOW
	
	
	
	
	

	8. We recommend/prescribe pharmacotherapy for smokers, if clinically appropriate.
	
	
	
	
	

	9. We document cessation interventions in the medical record to track and evaluate progress
	
	
	
	
	

	10. We participate in Clean Air Evaluation and submit Smoking Cessation Counseling Documentation Forms.
	
	
	
	
	


Practice would like additional staff training: ( Yes  ( No 

Barriers/Problems: __________________________________________________________________________________________

___________________________________________________________________________________________________________

Positive Remarks/Successes: __________________________________________________________________________________
___________________________________________________________________________________________________________
Specific Practice Needs or Requests: ___________________________________________________________________________
___________________________________________________________________________________________________________
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