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CONSULTATION REQUEST FOR 
Tobacco cessation Counseling
Quit rates are highest when medications are combined with behavioral intervention. 
Please complete ITEMS 1-5 and fax to the UCanQuit Tobacco Cessation Program

at 4-0242.  We will call the patient to schedule an outpatient appointment.
1. Today’s date: 



_

__



    


        Month
 Day
          Year

2. Referral by: 
________
  _______________________
  

      Physician/Nurse name  - First, Last

    Phone number/pager
3. Patient Name/Phone Number ___________________________________________
4. Primary Care Physician or other provider to whom we should send our consultation report:  





 Is this provider at UCMC?    ОYes   ОNo

   Provider Name  - First, Last
NOTE: A release of information form signed by referred patient

must accompany this referral for consultation report to be sent
5. Diagnosis (please check one): 



  □ Asthma

  □ Chronic Obstructive Pulmonary Disease (COPD)
  □ Sarcoid

  □ Idiopathic Pulmonary Fibrosis (IPF)
 □ Congestive Heart Failure (CHF)

 □ Coronary Artery Disease
 □ Other: 

6.  Patient’s home or cell phone number.  We need this contact information to schedule a consultation:  _________________

Physician/Nurse Signature 






 Pager # 
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