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HEALTH RECORD
CHRONOLOGICAL RECORD OF MEDICAL CARE
U. S. Naval Hospital Okinawa, Okinawa, Japan

TOBACCO CESSATION HEALTH SCREEN

(Please circle, check, fill in the information to the questions asked below: use the space provided to explain when necessary.)

DATE:
TIME:
Primary Language:
Educational Level:
Employed?  

 FORMCHECKBOX 
Yes  /  FORMCHECKBOX 
 No
How ready are you to QUIT Smoking?:

(NOT)  1  2  3  4  5  6  7  8  9  10  (Super Ready)

How soon after you wake up do you smoke your first cigarette? 
0 FORMCHECKBOX 
 after 1 hour
1 FORMCHECKBOX 
 ½ -1 hr.
2 FORMCHECKBOX 
 6-30 min
3 FORMCHECKBOX 
 5 min or  less

Do you find it difficult to refrain from smoking in places where it is forbidden?   
0 FORMCHECKBOX 
 No   
1 FORMCHECKBOX 
 Yes


Which cigarette would you hate to give up the most?    
0 FORMCHECKBOX 
 Any other   
1 FORMCHECKBOX 
 The first one in the AM

How many cigarettes do you smoke per day  
0 FORMCHECKBOX 
 less than 10 
1 FORMCHECKBOX 
 11-20  
2 FORMCHECKBOX 
 21-30 
3 FORMCHECKBOX 
 more than 31

Do you smoke if you are so ill that you are in bed most of the day? 
0 FORMCHECKBOX 
 No
1 FORMCHECKBOX 
 Yes



Do you smoke more frequently during the first hours after waking than during the rest of the day? 
0 FORMCHECKBOX 
 No
1 FORMCHECKBOX 
 Yes

How long have you used Tobacco?                                     
How much do you dip?                                 Cans/Day   FORMCHECKBOX 
 N/A

Have you tried to quit Tobacco before?  FORMCHECKBOX 
 No  FORMCHECKBOX 
 Yes: for how long?                                           How many attempts? 

What method:   FORMCHECKBOX 
 Cold Turkey     FORMCHECKBOX 
  Nicotine Replacement Therapy  (Patch)   FORMCHECKBOX 
  Nicorette Gum    FORMCHECKBOX 
 Zyban

Current Medications/Supplements:





Medical History:  Do you currently have or have you every experienced any of the following:

Y
N
Allergies? 
Y
N
Hyperthyroidism?

Y
N
Angina, Heart Attack, Heart Disease, Stroke?
Y
N
Peripheral Vascular Disease?

Y
N
Depression?
Y
N
Pregnant or Breast Feeding?

Y
N
Diabetes?
Y
N
Renal Insufficiency?

Y
N
Eating Disorder, Anorexia or Bulemia?
Y
N
Seizure Disorders/ Epilepsy (Ever had a seizure)?

Y
N
Hypersensitivity to nicotine?
Y
N
Serious Head Injury Requiring Hospitalization?

Y
N
Hypersensitivity to Buproprion HCL (Welbutrin/Zyban)?
Y
N
Ulcers?

Y
N
Hypertension
Y
N
Any other Health Problems? 

Details:







Medication/Treatment Requested:    FORMCHECKBOX 
 Zyban    FORMCHECKBOX 
  Nicotine Replacement Therapy (Patch)    FORMCHECKBOX 
  Nicorette Gum    FORMCHECKBOX 
 “Cold Turkey”

By signing below you are stating that the information you have provided is correct and accurate.  You are also stating that you understand that you are enrolling in a 5-week tobacco cessation program that involves behavior modification and sustaining from tobacco use. 

  FORMCHECKBOX 
 Yes  FORMCHECKBOX 
  No:  I want to quit tobacco use and I commit myself to this 5-week program.
Patient Signature:                                                                                                                      Date:

THE FOLLOWING INFORMATION WILL BE PRESENTED & DISCUSSED DURING THE Five week program.     

(Information presented via:  d= discussion, v= video, p= power point presentation, w= written information)

d,w,
 FORMCHECKBOX 


General facts regarding Tobacco use:    Potential risks, Complications, Nicotine Addiction, Emotional cravings 

d,w,
 FORMCHECKBOX 


Developing a quitting strategy:  Quit Date, Identify Triggers, Behavioral Modification 

d,w,
 FORMCHECKBOX 


Tobacco Cessation Program:  NRT vs Zyban vs Cold Turkey

d,w,
 FORMCHECKBOX 


Medication:  purpose of,  dosage, route, frequency, times,  s/sx of side-effects, & s/sx to report to provider

d,w,
 FORMCHECKBOX 


Importance of abstaining from Tobacco Products when on NRT. 

d,w,
 FORMCHECKBOX 


Importance of abstaining from alcohol use during treatment,   particularly  when on ZYBAN

d,w,
 FORMCHECKBOX 


Stress relieving exercises

d,w,
 FORMCHECKBOX 


Weight Management:  encouraged high fiber , low cholesterol, low saturated fat diet,  

d,w,
 FORMCHECKBOX 


Exercise:  importance of, frequency, type, taking target heart rate:  encouraged aerobic isotonic exercise

d,w,
 FORMCHECKBOX 


Relapse Prevention   *Must Attend Support Group Weekly during Treatment   *May miss 2 sessions

PATIENT'S IDENTIFICATION (Use this space for Mechanical Imprint)
RECORDS MAINTAINED AT:
USNH OKINAWA, JAPAN     FORMCHECKBOX 
 Lester  FORMCHECKBOX 
 Bush  FORMCHECKBOX 
 Evans  FORMCHECKBOX 
 Foster  FORMCHECKBOX 
Futenma   FORMCHECKBOX 
 Hansen  FORMCHECKBOX 
 Kinser  FORMCHECKBOX 
 Schwabb  FORMCHECKBOX 


HOME #:  ______________________________________
PATIENT NAME
SEX

WORK #  ______________________________________
RELATIONSHIP TO SPONSOR


STATUS
RANK/GRADE

EMAIL:  _______________________________________
SPONSOR'S NAME


UNIT


DEPART./SERVICE


PREFIX/SPONSORS SSN
DATE OF BIRTH


CHRONOLOGICAL RECORD OF MEDICAL CARE


Patient instructed on the resources available:                              

 FORMCHECKBOX 


 Branch Medical Clinic/ Primary Care Manager    
 FORMCHECKBOX 


 ZYBAN Advantage Plan   1-800-UCAN-QUIT

 FORMCHECKBOX 

 Health Promotion Department        645-2620/2578
 FORMCHECKBOX 

 American Lung Association   1-800-LUNG-USA

 FORMCHECKBOX 


 American Cancer Society      1-800-280-1ACS
 FORMCHECKBOX 



Patient provided the following information regarding commonly prescribed medications used for Tobacco Cessation:

 FORMCHECKBOX 
  Zyban: 

· The usual starting dose is one 150-milligram tablet in the morning for the first 3 days. After that, take one 150-milligram tablet in the morning and another in the early evening. Keep doses at least 8 hours apart. The maximum recommended dose is 300 milligrams daily. 

· Continue taking Zyban for 7 to 12 weeks.

· Side-effects: Dry mouth and sleeplessness, Abdominal pain, abnormal dreams, anxiety, constipation, diarrhea, disturbed concentration, dizziness, joint pain, increased cough, itching, nasal inflammation, nausea, nervousness, rash, sore throat 


 FORMCHECKBOX 
  Nicotine Replacement Therapy / PATCH  FORMCHECKBOX 
 Habitrol    FORMCHECKBOX 
  Nicoderm    FORMCHECKBOX 
  Nicotrol

· Take a fresh patch out of its packaging and remove the protective liner from the adhesive. Save the wrapper for later disposal of the used patch. 

· Stick the patch onto your outer upper arm or any clean, non-hairy part of your trunk. 

· Press the patch firmly onto your skin for about 10 seconds, making sure that the edges are sticking well. 

· Wash your hands. Any nicotine sticking to your hands could get into your eyes or nose, causing irritation. 

· Remove the patch after 16- 24 hours and apply a fresh patch to a different spot on your body. To reduce the chances of irritation, do not return to a previously used spot for at least a week. 
· Fold the used patch in half, place it back in its own wrapper, and throw it in a trash container that cannot be reached by children or pets.
· Side-effects: Dizziness, high blood pressure, itching and burning at the application site, nausea, redness of the skin, Abnormal dreaming, allergic reactions, back pain, chest pain, constipation, cough, diarrhea, drowsiness, dry mouth, headache, impaired concentration, indigestion, inflammation of sinuses, menstrual irregularities, numbness, pain, pins and needles sensation, rash, sleeplessness, sore throat, stomach pain, sweating, taste changes, tingling, vomiting, weakness 


 FORMCHECKBOX 
  
Nicorette Gum
· Stop smoking completely before you start using Nicorette.

· To reduce craving and other withdrawal symptoms, use Nicorette according to the dosage schedule noted in the package insert.

· Chew each Nicorette piece very slowly several times.  If you chew too fast, or do not chew correctly, you may get hiccups, heartburn, or other stomach problems.

· Stop chewing when you notice a peppery taste, or a slight tingling in your mouth. (this usually happens after about 15 chews)

· “Park” the Nicorette piece between your cheek and gum, and leave it there.

· When the peppery taste or tingle is almost gone (in about a minute) start to chew a few times slowly again.  When the taste or tingle returns, stop again.

· Park the Nicorette piece again (in a different place in your mouth).

· Repeat steps above until most of the nicotine is gone from the Nicorette piece (usually happens in about half an hour; the peppery taste or tingle won’t return.)

· Throw away the used Nicorette piece- safely away from children and pets.

· Side-effects:  Dizziness, light-headedness, atrial fibrillation, throat soreness, jaw muscle ache, nausea, vomiting, indigestion, hiccups.

To Be Completed By Provider:  Cultural/ Emotional/ Religious/ Language Barriers identified?:    FORMCHECKBOX 
 No   FORMCHECKBOX 
 Yes:   

Fagerstrom Test Score (Add the scores noted on front side.  A total score of 7 or > indicates a high degree of dependence, possible more sever withdrawal symptoms, greater difficulty quitting and possible the need for higher doses of nicotine supplements.)  Score: ​​​​​​_________

0-2= very low dependence, 3-4= low dependence, 5= medium dependence, 6-7= high dependence, 8-10= very high dependence.

Plan
 FORMCHECKBOX 
  Zyban 150 mg PO q day x 3 days then 150 mg PO bid #42 


 FORMCHECKBOX 
  Nicotine Replacement Patch:   FORMCHECKBOX 
 Habitrol    FORMCHECKBOX 
  Nicoderm    FORMCHECKBOX 
  Nicotrol

 FORMCHECKBOX 
 21mg Patch applied to skin q day x ______  days 

 FORMCHECKBOX 
 14 mg Patch applied to skin q day x ______  days 

 FORMCHECKBOX 
   7 mg Patch applied to skin q day x ______  days


 FORMCHECKBOX 
  
Nicorette Gum:  FORMCHECKBOX 
 2mg    FORMCHECKBOX 
 4mg #_______ boxes (48/box)

 FORMCHECKBOX 
 Weeks 1-6: 1 piece q 1-2 hours  FORMCHECKBOX 
 Weeks 7-9: 1 piece q 2-4 hours  FORMCHECKBOX 
 Weeks 10-12: 1 piece q 4-8 hours. 



 FORMCHECKBOX 

Pt verbalizes understanding 1) of treatment and follow-up plan  2) of medication dose, route, frequency, and potential


side-effects  and 3) to immediately seek treatment in the event of complications or adverse rx. 

 FORMCHECKBOX 

Pt wishes to proceed with above noted program including weekly support group meetings.  
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