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Client’s details:

	Title (eg Mr/Mrs/Miss/Ms/Dr):
	
	Date of birth:
	

	First name:
	
	Last name:
	

	Address:
	

	Postcode:
	

	Daytime contact number (with area code):
	

	Evening contact number (with area code):
	

	Mobile phone number:
	


Availability to attend clinic appointments for support:

	During the day:
	

	Evenings only:
	

	Shift worker:
	

	Not known:
	


Nearly all of our clinics are group sessions.  If you wish to hear about other sorts of support please phone us on 0845 8770025.

Please use this space for any information about the smoker that you feel is important for us to know in arranging an appointment to help them stop smoking, including if the person is pregnant or not:


	Name of GP/family doctor:
	

	Address of surgery/practice:
	


We will not contact the client’s surgery without the client’s permission.
	How smoker heard about service – for example:  doctor, TV advert or friend
	


	Referred by:
	Please enter “yes” or a tick against the description that best describes the referral source:

	Self
	

	GP practice
	

	Hospital
	

	Other (please state)
	

	Today’s date:
	


Please send this form by post or fax to: 

North Yorkshire Stop Smoking Service NHS, 37 Monkgate, York YO31 7PB 

Phone:  0845 8770025   Fax:  01904 721300

Thank you
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