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REFERRAL FORM

 Tobacco Dependence Treatment 
	Referrers Name: 




           
Tel:
Email:
	Department:

Office Base:



           
Team:

	Job Title:
	Referral Date:

	Clients Name:

	Date of Birth:


	Address:
                                                      Postcode:
	Tel:  
Mobile:

	Gender: Male /  Female                                                                       CO Reading _______________

	Please tick one box. This is a referral for:

[ ]Pregnant smoker:   Expected delivery date: ___________

[ ] Parents with children under 5

[ ] smoker with a long term condition

[ ] Harm reduction e.g. stop before the operation

[ ] Other         




[image: image1.png]
	Does the client have any known infections that may pose an infection control risk to others, i.e. current or previous MRSA, TB     Yes / No         If yes please state: ________________________________________ 


I confirm that the client has given consent for their details to be passed onto Lambeth. Please advise the client that someone from the stop smoking service will contact them within 48 hours.
Please return this form to:

Community: 





    Acute:
Email gst-tr.stopsmokinglambeth@nhs.net            
 Email: gst-tr.gsttstopsmokingservice@nhs.net
Tel: 0800 856 3409 or 0203 049 5791

                Tel: 020718871 Ext 80995   
Additional Information (Please delete as appropriate)





Home visit required:	Y/N Please assess any risk for a home visit to occur ____________________





Children < 5: Y/N  





Interpreter required: Language____________________





Medical condition(s):








Known risks:  
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