NAME OF PATIENT:

DATE:

ADVANCED PAIN CENTERS
SMOKING ADDICTION
PATIENT DIARY

Date

DID YOU SMOKE

If YesIndicate Frequency by Time Period . Also indicate any side effects

[0 Early AM # Cigarettes O MidMorning # Cigarettes
[0 NO 0O YES | Afternoon # Cigarettes 0 Evening # Cigarettes

Side Effects:

[0 Early AM # Cigarettes O MidMorning # Cigarettes
1 NO YES | O Afternoon # Cigarettes 0 Evening # Cigarettes

Side Effects:

OO0 Early AM # Cigarettes O MidMorning # Cigarettes
0 NO YES | O Afternoon # Cigarettes O Evening # Cigarettes

Side Effects:

OO0 Early AM # Cigarettes O MidMorning # Cigarettes
0 NO YES | O Afternoon # Cigarettes O Evening # Cigarettes

Side Effects:

OO0 Early AM # Cigarettes O MidMorning # Cigarettes
0 NO YES | O Afternoon # Cigarettes O Evening # Cigarettes

Side Effects:

OO0 Early AM # Cigarettes O MidMorning # Cigarettes
0 NO YES | O Afternoon # Cigarettes O Evening # Cigarettes

Side Effects:

O Early AM # Cigarettes O MidMorning # Cigarettes
0 NO YES | O Afternoon # Cigarettes 0 Evening # Cigarettes

Side Effects:

O Early AM # Cigarettes O MidMorning # Cigarettes
0 NO YES | O Afternoon # Cigarettes 0 Evening # Cigarettes

Side Effects:




