
Texas Tobacco Quitline
Fax Referral Form

Fax Number: 1-800-483-3114

Client Information:

Name: _____________________________________________________________________________________ DOB: _____________________________________________________________________

Phone number: _______________________________________________________________________

Gender:  Female  Male

Pregnant?  Yes  No

Language preference (check one):  English  Spanish  Other (list): _______________________________________________

Tobacco type used (check all that apply):   Cigarettes  e-cigarettes (vapes)  Smokeless tobacco  
 Cigar  Pipe

Please read and initial below.

_________________�I am ready to quit tobacco within 30 days and give my permission for the Quitline staff to contact 
me about my quit plan. 

The Quitline staff will call you. Please check the best 3-hour time frame for staff to reach you. 

 6 a.m.–9 a.m. 
 9 a.m.–12 p.m. 
 12 p.m.–3 p.m. 
 3 p.m.–6 p.m. 
 6 p.m.–9 p.m. 

Client Signature*: ____________________________________________________________________________________________________ Date: _____________________________________
* By signing above, I give permission to the Texas WIC Program to release the information contained on this form to the Texas Quitline. 

I am aware that my WIC benefits will not be affected by my choice to receive or not receive services from the Texas Quitline.

FOR OFFICE USE ONLY: 

Local Agency number: _____________________________________ Site number: ____________________________Date faxed: ______________________________

Local Agency name: __________________________________________________________________________________________________________________________________________

Clinic fax number: _____________________________________________________________________________________________________________________________________________

This institution is an equal opportunity provider.
© 2017 Department of State Health Services. Nutrition Services Section.  

All rights reserved.
Stock no. 13-06-14920 Rev. 2/17

TM


	Client Name: 
	Client Phone Number: 
	Client DOB: 
	Gender Female: Off
	Gender Male: Off
	Pregnant? Yes: Off
	Pregnant? No: Off
	Language Eng: Off
	Language Spn: Off
	Language Other button: Off
	Language Other: 
	Tobacco Cig: Off
	Tobacco E Cig: Off
	Tobacco Smokeless Tobacco: Off
	Tobacco Cigar: Off
	Tobacco Pipe: Off
	Date Signed: 
	6-9: Off
	9-12: Off
	12-3: Off
	3-6: Off
	LA Number: 
	LA Name: 
	Clinic fax number: 
	Site Number: 
	Date Faxed:: 


