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=UIT CEN

New Jersey residents have access to 11 Quit Centers across the state. Each Quit Center offers individual
and group counseling, resources and support to stop or reduce the use of all tobacco products.

Virtual treatment services are available. If your county is not
listed, you may still contact any of the Quit Centers below:

Essex, Mercer, Middlesex, Bergen, Hudson, or Passaic
Monmouth, Ocean, Union, or County, contact:
Somerset County, contact:

RWIBarnabas Health
Institute for Prevention and Recovery

833-795-QUIT (7848
( ) M quitcenterehmhn.org

@ quitcentererwjbh.org hackensackmeridianhealth. org(en/
¢/ rwjbh.org/nicotinerecovery 7 About-Us/Community-Outreac

Hackensack Meridian Health
Hackensack Meridian Health NJ Quit Center
551-996-1632

Cumberland, Gloucester, or

Salem County, contact: Atlantic County, contact:

Inspira Health Network Atlantic Prevention Resources
Inspira Quit Center Atlantic Quit Center
856-641-8633 609-804-QUIT(7848)

M quitcentereihn.org @ quitcentereatlprev.org

o< inspirahealthnetwork.org/quit-center &< atlprev.org/quit-center.html

C May Count tact: -
ape May County, contac Enrolled clients of the

Cape May County Quit Center Quit Center may qualify fOI-’
609-522-5960 FREE NRT as part of their

@ quitcenterecapeassist.org treatment plan-
ﬂ“@ capeassist.org/quit-center

Cape Assist

4
Evidence-based, comprehensive tobacco treatment including: ola
« Behavioral counseling P
* Incorporation of FDA-approved tobacco treatment medications 0"
« Individual or group treatment (virtual or in-person) 0 0

« Ongoing support and follow-up
* Free limited support of FDA approved NRT

Services that may vary by Quit Center:
« Access to a prescriber for medications 9
« In-person visits/group s ? 2

NJ TOBACCO QUIT SERVICES

Scan the QR code or visit tobaccofreenj.com to learn more about your quit options!

NEW JERSEY

robaccofree. QUITLINE PAMILIES

1-866-NJ-STOPS LIVE TOBACCO-FREE

MOM'S

Quit

CONNECTION,



mailto:quitcenter@capeassist.org
https://www.capeassist.org/quit-center
mailto:quitcenter@atlprev.org
http://www.atlprev.org/quit-center.html
mailto:quitcenter@hmhn.org
mailto:quitcenter@ihn.org

Tobhacco-Free

To assist you with referring to the TFHNJ Quit Centers, the TFHNJ team at The
Cooperative collected and embedded each NJ Quit Center’s fax referral form

to this flyer. The contact information and fax number for each of the Quit

Centers is listed below. We have also included the contact information for each of
the Quit Centers for you to share with the behavioral health and substance use
facilities.

Please do not hesitate to contact Cathy Butler Witt (cbutler@snjpc.org) if you
have any questions for us. Please keep in mind; we are funded by The Office of
Tobacco Control and Prevention to provide the Ask, Advise, Refer: Tobacco Brief
Intervention training. We can provide the training upon request and are happy to
schedule with the facilities ready to improve tobacco screening, education and
referral. The Cooperative is very excited about this collaboration, and look
forward to being a resource for you.

You can find the assigned contacts for each Quit Center below:

Cape Assist Quit Center RWIJ Barnabas Health Quit Centers
Fax number: (609) 522-4074 Fax Number: 833-795-7848
Contact: Lisa Harczak Contact: Monica Hanna
lisa@capeassist.org monica.hanna@rwibh.org

b B

Inspira Quit Center Hackensack Meridian Quit Centers

Fax Number: (856) 221 —4130 Fax number: (551) 996 — 4485

Contact: Donald Noblett Contact: Nathalia Allen: (551) 996-1632
noblettd@ihn.org Nathalia.allen@hmhn.org

L B

Atlantic Prevention Resosurces Quit Center

Fax Number: (609) 272 - 1345
Contact: Allie Piscioneri, Coordinator
apiscioneri@atlprev.org

b

NEW JERSEY

QUITLINE Tohacco-Free

1-866-NJ-STOPS
NJQUITLINE.ORG TOBACCOFREENJ.COM
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FAX REFERRAL FORM

To:

Nikki M. Nichols, MSW, LSW, CTP

(Quit Center Director) and Team

3819 New Jersey Ave
Wildwood, NJ 08260
Phone: (609) 522-5960
Fax: (609) 522-4074

From:

Referring Provider / Individual:

Referring Facility:

MD/DO; APP; RN; Other

Phone Number:

Email:

Patient’s Full Name:

Mailing Address:

Phone Number:

Cell Phone Number:

E-mail Address:

Preferred language: Spanish

English

Other

I AUTHORIZE your medical facility to refer me to the Cape Assist Tobacco Quit Center

Patient’s Signature

Date
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Institute for Rm.EPHrnabas
Prevention
and Recovery Let's be healthy together.

Referral Form RWIJBH IFPR Nicotine and Tobacco Recovery Program

Email or fax all forms to quitcenter@rwjbh.org or call 833-795-7848

Referring Facility Department

Patient Name

Date of Birth

Phone Number

Address

County

Anticipated Discharge Date
(only inpatient)

BACCO FRE
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0




mailto:quitcenter@rwjbh.org



		Referring Facility: 

		Department: 

		Patient Name: 

		Date of Birth: 

		Phone Number: 

		Address: 

		County: 

		Anticipated Discharge Date only inpatient: 
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Inspira Quit Center

- T FAX REFERRAL FORM Fax
IﬂSpII' d HEALTH QUIT CENTER Number: (856) 221-4130
FAX SENT DATE: / /

Provider Information:

CLINIC NAME CLINIC ZIP CODE

HEALTH CARE PROVIDER

CONTACT NAME

FAX NUMBER PHONE NUMBER

| AM A HIPAA COVERED ENTITY (PLEASE CHECK ONE)
YES NO DON'T KNOW

Patient Information;

PATIENT NAME DATE OF BIRTH GENDER
MALE FEMALE

ADDRESS CITY ZIP CODE

PRIMARY PHONE NUMBER HM WK  CELL SECONDARY PHONE NUMBER HM WK  CELL

LANGUAGE PREFERENCE (PLEASE CHECK ONE)
ENGLISH SPANISH OTHER
By participating in this program | understand that outcome information may be shared with my provider for purposes of my treatment.

I am ready to quit tobacco and request the Inspira Quit Center contact me to help me with my quit plan.
Verbal Consent
I DO NOT give my permission to the Inspira Quit Center to leave a message when contacting me.

Verbal Consent ** By not initialing, you are giving your permission for the quitline to leave a message.

PATIENT SIGNATURE: DATE: / /

Verbal Consent obtained by: DATE: / /

The Inspira Quit Center will call you. Please check the BEST 3-hour time frame for them to reach you.
NOTE: The Inspira Quit Center is open 5 days a week; Monday through Friday.

6AM — 9AM 9AM — 12PM 12PM - 3PM 3PM — 6PM 6PM — 9PM

WITHIN THIS 3-HOUR TIME FRAME, PLEASE CONTACT ME AT (CHECK ONE): Primary # Secondary #

Confidentiality Notice: This facsimile contains confidential information. If you have received this facsimile in error, please notify the sender inmediately by telephone
and confidentially dispose of the material. Do not review, disclose, copy, or distribute.
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HACKENSACK MERIDIAN HEALTH .:‘:& Hackensack P ](}hllThCLlI’CI’
‘Q U IT C E N T E R t.:_:.l Meridian Health l\- Cancer Center

TOBACCO FREE FOR A HEALTHY NJ

Cancer Prevention and Control
Hackensack Meridian Health Tobacco Quit Center
Smoking Cessation Program

FAX REFERRAL FORM

To:

Chinwe Ogedegbe, MD, MPH
(Quit Center Director) and Team
60 2" Street 3™ Floor

Hackensack, NJ 07601

Phone: (551) 996-1632

Fax: (551) 996-4485

From:
Referring Provider / Individual: MD/DO; APP; RN; Other

Referring Facility:

Phone Number:

Email:

Patient’s Full Name:

Mailing Address:

Phone Number: Cell Phone Number:

E-mail Address:

Preferred language: Spanish English other

I AUTHORIZE your medical facility to refer me to the Hackensack Meridian Health Tobacco Quit Center

Patient’s Signature Date

%) STATE OF NEW JERSEY
7/ DEPARTMENT OF HEALTH

NJ Health®
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Atlantic Quit Center
W) | OBACCO FREE FOR

— I C IA\I E EMAIL/FAX REFERRAL FORM

Fax Number: (609) 272-1345
Email: quitcenter@atlprev.org

EMAIL/FAX SENT DATE: / /

Provider Information:

CLINIC NAME CLINIC ZIP CODE

HEALTH CARE PROVIDER

CONTACT NAME

FAX NUMBER PHONE NUMBER

| AM AHIPAA COVERED ENTITY (PLEASE CHECK ONE)
YES NO DON'T KNOW

Patient Information:

PATIENT NAME DATE OF BIRTH GENDER
MALE FEMALE

ADDRESS CITY ZIP CODE

PRIMARY PHONE NUMBER HM WK CELL SECONDARY PHONE NUMBER HM WK  CELL

LANGUAGE PREFERENCE (PLEASE CHECK ONE)
ENGLISH SPANISH OTHER

By participating in this program | understand that outcome information may be shared with my provider for purposes of my treatment.

| am ready to quit tobacco and request the Atlantic Quit Center contact me to help me with my quit plan.
Verbal Consent

I DO NOT give my permission to the Atlantic Quit Center to leave a message when contacting me.

Verbal Consent ** By not initialing, you are giving your permission for the Atlantic Quit Center to leave a message.

PATIENT SIGNATURE: DATE: / /

Verbal Consent obtained by:

The Atlantic Quit Center will call you. Please check the BEST 3-hour time frame for them to reach you.

9AM - 12PM 12PM - 3PM
WITHIN THIS 3-HOUR TIME FRAME, PLEASE CONTACT ME AT (CHECK ONE): Primary # Secondary #
Atlantic Quit Center Phone: 609-804-QUIT

Confidentiality Notice: This facsimile contains confidential information. If you have received this facsimile in error, please notify the sender immediately by telephone
and confidentially dispose of the material. Do not review, disclose, copy, or distribute.
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