
Quit Smoking Your Way December 2016

Stop Sm oking Service

Ca ll 0800 HĀ PAIN GA  (0800 427 246)

B A Y O FP L EN TY S TO P S M O KIN G S ERVIC E REFERRA L FO RM

ClientConsent:I agree to this consulta� on and give consent for my informa� on to be shared with my doctor and/or other 

healthcare provider.

Signature: ____________________________________ Date of Referral: ______________________________

1. REFERRALDETAILS

Re fe rring
He a lth Se rvic e

De sig na tion

Surna m e FirstN a m e

Ad d re ss Phone

Sub urb M ob ile

City Em a il

2. CLIEN T DETAILS

Ge ne ra lPra c titione r/Doc tor

Surna m e FirstN a m e

Ad d re ss Phone

Sub urb M ob ile

City DO B

Ge nd e r Fem ale Male Preg nant
N HI

Ethnic ity         M āori            N Z Eu rop ean            Sam oan            Tong an            Cook Is lander            N iu ean            Indian  

Chines e As ian Other Sp ecify ..._____________________________________________

3. STO P SM O KIN G PRACTITIO N ER TO SEECLIEN T AT:

            H om e                            Drop  in clinic                       Hāp aing a office 

W orkp lace (Pleas e p rovide details )

Other (Pleas e p rovide details )

4. PREFERRED M EAN S O FCO N TACT:

Phone call Tex t Em ail Pos t

5. FO R W A R D FO R M :

Scan/Email to: hap aing a@ eb p ha.org .nz Mail to: EBPHA Building

Fax to: (07) 306 2399 5 Louvain Street

Free Phone 0800 Hāp aing a (427246) Whakatane, 3120

ClinicalPolicies and Procedu res File N am e: ReferralForm Doc HP2016

Au thoris ed:

Stop Smoking Lead

Date Is s u ed:

October 2018

Review Date:

July 2019

N ex t Review :

June 2019

Vers ion: 3 Pag e 1of1
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