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Hamilton Public Health Services
Quit Smoking Clinic Referral Form 
Please complete this form and fax to the Quit Smoking Clinic: 905-546-4194
	Client Information:
	Name: __________________________
	DOB: ________________

	
	Address: ________________________
	Postal Code: __________

	
	City: ___________________________
	Tel: _________________

	
	E-mail: __________________________
	

	
	
	

	Can Quit Smoking Clinic staff contact client at above phone number:   ( Yes ( No

	                        If no, how can clinic staff contact client? _______________________________

	

	(
	Client currently smokes cigarettes

	(
	5A Minimal Contact Tobacco Intervention completed with client

	(
	Client consents to the referral: __________________________
                                                            (Client’s Signature)

	

	Referral Source:
	Staff Name: ________________________
Organization/Program: ________________

Tel: _______________________________

Fax: _______________________________
	


_____________________________________ 


___________________
Signature and Designation



Date
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