=) state of llinois ILLINOIS TOBACCO

) lllinois Department of Public Health U I T L I N E
NOIS DEPARTMENT OF PUBLIC HEALTH
AMERICAN LUNG ASSOCIATION IN ILLINOIS

1-866 - QUIT - YES
Tobacco Treatment Enroliment Form 1866 . 784 . 8937

TTY for Hearing Impaired 1-800-501-1068

CLIENT INFORMATION -- Please Print and Stay in the Boxes
FIRST NAME

LAST NAME

MAILING ADDRESS

CITY STATE 24P

EMAIL ADDRESS

PHONE NUMBER ALTERNATE PHONE DATE OF BIRTH

(Lot f) i l bee i e

GENDER RACE / ETHNICITY
Owee Oeewie [ | [ [ [ [P ]]

LANGUAGE
O enovisH O seanist Cotwerspeety | | | | | [ | [ [ [ [ [ [ [ ][] ][]

PREGNANT MEDICAID PARTICIPANT MAY WE LEAVE A MESSAGE?
O vyes [ NO O yes [ NO O yes [ NoO
WHEN SHOULD WE CALL?
O 7am-10am O 10am-1pm O 1pm-4pm O 4pm-7pm O 7pm-9pm O 9pm-11pm

CLIENT SIGNATURE

| authorize my referring agency 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) | haw listed abowe. | give the Quitline and the referring agency permission to discuss my
use of senice.

X

SIGNATURE OF THE CLIENT OR CLIENTS REPRESENTATIVE DATE
X

PRINTED NAME OF CLIENT REPRESENTATIVE RELATIONSHIP TO CLIENT

REFERRING AGENCY INFORMATION

SIGNATURE OF REFERRING AGENCY PERSONNEL.:

Southern Illinois Healthcare )

838412 FAX THIS FORMTO: 1-855-QUIT -FAX (1 - 855 - 784 - 8329)




