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State Tobacco Education & Prevention Partnership

Colorado Department of Public Health and Environment

Authorization to Release Information

(This authorization reflects the requirements of 45 C.F.R. §164.508 August 14, 2002)

I, ________________________________, give permission to the ___________________

         (Participant’s printed full name)                                            (Referring organization)

to release my name, phone number, and date of birth to the Colorado Quitline (1-800-639-QUIT) stop smoking / tobacco use program at National Jewish Medical and Research Center (contractor for the Colorado Quitline call center), 1400 Jackson Street, Denver, Colorado, 80206.

The purpose of this release is to request that National Jewish Medical and Research Center make an initial phone call to me to discuss participation in the Colorado Quitline stop smoking / tobacco use program at 1-800-639-QUIT. 

I understand the information to be released, the purpose of this release, and that there are laws protecting confidentiality of information.  I understand that once released, my information may be re-disclosed, and may no longer be protected.  I understand that signing this form is not a condition of receiving services.

This release shall be valid for eighteen months after the date below.  I understand that this release may be revoked by written notice to __________________________________. 

          





        (Referring organization staff) 

I understand that my information may have been released before the written request to revoke is received and processed.

__________________________________    ____________            _____________

Signature of Participant or Responsible Party
Date


Date of Birth



____________________________ (if Responsible Party, other than self, explain relationship)

______________________________
______________________________

Participant’s phone number


Best Time to Call

PLEASE FAX THIS FORM TO: Fax number:  800-261-6259 

         Attn: Quitline Referral Coordinator  800-639-7848

FROM:

Contact name___________________________________________________________

Organization name______________________________________________________

Phone number______________________ Fax number_________________________

Address ____________________________________________

               City _____________ State _______ Zip ___________


