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Tobacco Treatment Enroliment Form

CLIENT INFORMATION- Please Print and Stay in the Boxes

FIRST NAME

LAST NAME

MAILING ADDRESS

cITY STATE  ZIP CODE
e e ey i
EMAIL ADDRESS
HEEREEEEEE NN EEEE
PHONE NUMBER ALTERNATE PHONE DATE OF BIRTH
(OO O-0 0 (TN -1 T VLV
GENDER RACE / ETHNICITY
[[Jmae [ [Femae [ Jomwer [T [T ITTITTTITTTTITTTITTIT]
LANGUAGE
[ ]ENGLISH SPANISH otTHEr(sPECiFY) | | | | [ [ [ [ [ [ [ [ [ [ [ [ ][]
PREGNANT MEDICAID PARTICIPANT MAY WE LEAVE A MESSAGE?
YES NO VES NO YES NO
WHEN SHOULD WE CALL?
7 AM - 10 AM 10 AM -1 PM 1PM -4 PM 4PM-7PM 7PM -9 PM
CLIENT SIGNATURE

| authorize my agency to release the information on this enroliment form to the American Lung Association Helpline and Tobacco
Quitline for purposes of my participation in the tobacco cessation program and also authorize the American Lung Association Help-
line and Tobacco Quitline and its representatives to contact me at the phone number(s) | have listed above. | give the Quitline and
the referring agency permission to discuss my use of service.

X
SIGNATURE OF THE CLIENT DATE

Program Information

Verra Mobility

Email this form to: referral@helpline.lung.org Fax this form to: 1-855-784-8329
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