Treatment Goals Questionnaire for: ______________________________________________
What condition(s) are you treating with cannabis? ____________________________________________________

Is the condition life-threatening in next 3 years? _____________________________________________________

If not, how often does it bother you?    Constant 
Daily
 ______times per ________
Episodic 

How does it limit your activities? __________________________________________________________________

What are your treatment goals? Check all that apply.

_____ Short-term condition specific plan

_____ Long-term chronic condition management

_____ Return to activities following an accident, injury, or illness

List Activities ________________________________________________________________________________

_____ Aggressively seeking a cure – not currently working or in school

_____ Seeking a cure while continuing work/school. Type of work/school _________________________________

_____ Pain / Symptom Management as above.

_____ Reduce prescription meds. List _____________________________________________________________

_____ Secondary conditions. Insomnia ______ Mood Issues ______ Weight Issues _____ Diabetes ______

Other ______________________________________________________________________________________

What other factors may affect your care? Check all that apply

____ Mobility problems / hard to get to dispensary.

____ Homebound patient – cannot leave house or come to dispensary without assistance

____ Travel, work, or residence outside Colorado part of year

____ Cannabis un-friendly job / work issues (drug testing policy, cannot medicate at work, etc)

____ Housing issues (no-cannabis building policies, etc)

____ Family, primary health care, or societal pressure against cannabis (Guilt / Shame / Stigma)

____ Legal issues

Any other goals / challenges to consider in plan?
Signature:                                                                                                                          Date:
