


Choose to Quit Physician Certification Form:

I certify that:
• I am a licensed physician (M.D. or D.O.) who oversees the medical care of  .
  Patient Name

• I am supervising the above-named individual’s participation in the Choose to Quit program.

• My patient has satisfied the Choose to Quit program standards by attending at least two physician office visits 
for tobacco counseling and establishing ad My patient has satisfied tc


