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	Provider/Practice* 
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	

	
	

	Address*
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	

	
	Street and Number
	
	Suite
	
	
	
	
	

	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	

	
	City
	
	
	State
	
	Zip Code

	Phone Number*
	
	
	
	-
	
	
	
	-
	
	
	
	
	
	
	
	
	
	

	
	Area Code
	
	Number
	
	Extension
	

	Fax Number
	
	
	
	-
	
	
	
	-
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	

	
	Area Code
	
	Number
	
	
	


Patient Information
	Name* 
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	

	
	First 
	
	Last
	
	Suffix

	Address*
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	

	
	Street and Number
	
	Apt
	
	
	
	
	

	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	

	
	City
	
	
	State
	
	Zip Code

	Phone* 
	
	
	
	-
	
	
	
	-
	
	
	
	
	
	
	
	
	
	

	
	Area Code
	
	Number
	
	Extension
	

	Call time? 
	Specify best time to call: Morning, Afternoon, Evening, Weekends, No Preference 

	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	

	Does the American Cancer Society have permission to leave a detailed message on your answering machine, voice mail or with the person who answers the phone?* Specify below: Yes or No (if no answer, refusal will be assumed) 

	
	
	
	
	
	
	
	
	
	
	

	Language preference? English, Spanish, Other 

	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	


I give permission for the Quitline to share information with my provider about my progress in attempting to quit tobacco. I understand that this information will include the number of sessions I completed and my smoking status at the time of the last session.
_____________________________________


__________________
Signature of Patient






Date

	Customize here




* required information


