
 
 
 
 
 
 

 

2500 McClellan Avenue, Suite 250 
Pennsauken, New Jersey 08109 

856.665.6000 / 856.665.7711  fax 
888.545.5191 toll-free 
www.snjpc.org 
 

 
 
 
 
 
 
 
 
 
 
 
 
 
 
 

 

Fax To 
 

Please fax this  
form to MQC, then 

place original on 
patient’s chart. 

 
 

Date: _______ 
To:  Mom’s Quit Connection 

Smoking Cessation Support Counselor 
Phone: 856-665-6000 Fax: 856-665-7711 
 
From:   ______________________________________________ 
               Provider Name 
 
               ______________________________________________ 
               Hospital/Office Name 

Phone:  ____________________ Fax: __________________ 

Email:  ______________________________________________ 

# Pages including cover: _____ 

       
  Consent 

I have been informed about Mom’s Quit Connection, a FREE smoking cessation service for  
pregnant women and new mothers. I give permission for an MQC counselor to call me and tell  
me more about the program. I understand that by having someone contact me, I am under no obligation  
to sign up for services. I understand that this form will be faxed to the MQC office. 

Please Print: 

First Name  ____________________________  Last Name  ______________________________________ 

Street Address __________________________________________________  Apt. No. ________________ 

City __________________________________   State  ___________    Zip Code  _____________________ 

Phone Number  (________) _________________________________  e-mail ________________________ 

Preferred call times ______________________________________________________________________ 
                                                     Mom’s Quit Connection operates M-F, 8:30 am-5:00 pm 
Date of Birth ____________________________________________________________________________ 

Signature: ______________________________________________________________________________ 

Stage of Readiness     

Please check what best describes you:   

  Ready to quit      

  Willing to talk about quitting 

  Want more information:     
  About quitting      
  About second hand smoke    

 

 

This section 
to be 

completed 
by client 

Are You Pregnant?   

  Yes        Due Date:__________________ 

  No 

Do you now have or have you ever  
had diabetes?   
  Yes  

  No 
 

Confidentiality Notice: This fax transmission contains information which is confidential and intended for the use of the individual named 
on this sheet. If you are not the intended recipient, you are hereby notified that any disclosure, copying, distribution, or the taking of any 
action as regards the contents of this telecopied information is strictly prohibited, and that the documents should be returned to Mom’s Quit 
Connection c/o the Southern NJ Perinatal Cooperative immediately. If you have received this telecopy in error, please notify us by 
telephone immediately so that we can arrange for the return of the original documents to us at no cost to you.       597/429 

 


