
TOBACCO CESSATION REFERRAL FORM 

Email referral to: STRONGCessation@balladhealth.org 

Date of Referral: Referring Party: 

STRONG Pregnancies  STRONG Starts ☐  

Other:  

Physician Practice Contact Details:

Physician Name:

Practice Name:

Practice Phone
Number:

Patient Demographics:

Name: 

Date of Birth: 

Home Address: 

Patient Contact Details:

Home Phone #:

Mobile Phone #:

Patient Email:

Reason for Referral: 

Relevant Medical or Family History:

Thank you for your referral! 
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