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OK to leave a voice message at number provided? Yes No

Yes No

Yes No

Home Cell Work

The patient has consented to receive text messages† with motivational messages tailored to them and other program events, 

such as appointment reminders, medication shipment, and quit anniversaries?* 

Do you require accommodation while participating in the program such as TTY, Translator or Relay Service?  

†Standard message and data rates may apply. The patient may opt-out at any time. Please verify patients under 18 are able to receive private 
messages on the number provided.

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

**Participant or Authorized Representative verbal consent is required in order for the QuitLine to initiate contact with the patient. Revised February 10, 2022

Provider name (First)

(First)Contact name

Clinic/Organization name

Phone

City

Address

()( Fax

Email

Phone*

Patient name*     (First) (Last)

(Last)

(Last)

(be specific to support referral tracking)

(If provider) I authorize the QuitLine to send the patient nicotine replacement therapy. 

QuitLine can provide nicotine replacement therapy (NRT) to enrolled clients aged 18 and older. Provider consent is required
for the QuitLine to send NRT to patients with certain medical conditions. Do any of the following apply to this patient?

Please sign here if the patient may use NRT.

*By checking this box and submitting this form, I verify that the person being referred (or authorized representative) has 
provided verbal consent to participate in the Quitline Program. In addition, they give permission to release their information 
to the Colorado Quitline. �e purpose of this release is to request an initial phone call to discuss their interest and 
participation in the tobacco cessation program and allow communication with the provider identified on this form. 
�ey understand that they may revoke this authorization at any time in writing, but if they do, it will have
no e�ect on actions taken prior to receiving the revocation.
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