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TE ROOPU ME MUTU





Registration Form for Quitline - Smoking Cessation Referral
Your details:

Mr / Mrs / Miss / Ms (circle one)




First Name
Middle Name
Surname
Address:

Phone (daytime):


Phone (mobile):



Date of Birth:

  
(dd/mm/yyyy)
Gender: Male / Female (circle one)
Ethnicity:
1. 

2.


Smoking: What do you Smoke?

Do you smoke the same amount each day? Yes / No (circle one)


If No, please specify

Tick
Type
Number
Least
Most


(
Cigarettes

 (number per day)





(
Roll your owns

 (grams per week)





(
Pipe

 (grams per week)





(
Cigars

 (number per week)




How soon after waking do you have your first cigarette?


(
Less than 60 minutes after waking


(
60 minutes or more after waking

How many years have you been smoking?


How many quit attempts have you made? 


How long was your last quit attempt? 


Referral by:
Organisation: _________________________________

Referrer’s Name (please print): _________________________________

Signature:



Date:


(dd/mm/yyyy)

Email to referrals@quit.org.nz
OR Fax to 04 460 9879
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