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Where Quitters Always Win!

Tobacco Treatment Enroliment Form 1-866 - QUIT - YES

1-866 - 784 - 8937
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PATIENT INFORMATION - Please Print and Stay in the Boxes
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PREGNANT HFS PARTICIPANT  MAY WE LEAVE A MESSAGE?

O vyes [ nNo O vyes [ NO O vyes [ nNo
WHEN SHOULD WE CALL?

[0 7am-10am [J 10am-1pm O 1pm-4pm [ 4pm-7pm O 7pm-9pm O 9pm-11pm

PATIENT SIGNATURE

I authorize my provider to release the information on this enrollment form to the lllinois Tobacco Quitline for purposes of my
participation in the tobacco cessation program and also authorize the lllinois Tobacco Quitline and its representatives to
contact me at the phone number(s) | hawe listed abowe. | give the Quitline and the referring agency permission to discuss my
use of senice.

X .
SIGNATURE OF THE PATIENT OR PATIENTS REPRESENTATIVE DATE
X
PRINTED NAME OF PATIENT REPRESENTATIVE RELATIONSHIP TO PATIENT
HEALTHCARE PROFESSIONAL

SIGNATURE of Clinic Personnel:

Your Logo Here! |
oooooo FAX THIS FORMTO: 1 -855-QUIT - FAX (1 - 855 - 784 - 8329)




