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Needs Assessment Survey

1. I am:    Male    Female
2. My age is: _______ years
3. Which of the following describes you best?



I don’t smoke



 End of survey, thank you!


I smoke



I am an ex-smoker

...How long ago did you stop smoking? ______



 End of survey, thank you!
4. Would you like to stop smoking?



People want me to stop, but I’m not interested



I’m thinking about stopping, but not right now


I’m ready to stop smoking, now!

5. Have you ever tried to stop smoking in the past?



Yes




No     Skip to question 7
6. What have you used to try to stop smoking?



Nothing



Self-help materials



Group support



Smokers’ Helpline



Doctor/pharmacist advice



Nicotine replacement therapy
(e.g., nicotine gum, inhalers, patches)


Prescription/medication
(e.g., Champix, Zyban, etc.)
7. 
Would you participate in stop smoking supports/assistance offered through our workplace?



Yes



No.  If no, why not? 

What types of supports/activities would you use to help you stop smoking or help you remain smoke free?  (check all that apply)


Group program offered on site



Group program offered off site



Brief, professional advice



One-on-one counselling



Stop smoking prescription medication



Nicotine replacement therapy
(e.g., nicotine gum, inhalers, patches)


Telephone helplines (confidential)


Contests/challenges to stop smoking



Prescription smoking cessation medication coverage



Information sessions



Other: ______________________

What would stop you from participating in stop smoking supports offered through
our workplace?  (e.g., cost, time, family members not being able to participate, etc.)
Thank you for your time in completing this survey!

This information will assist us in planning stop smoking activities and supports for our workplace.

