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Nicotine Medication Eligibility Form

Note: All information provided is considered confidential and will be used for the sole purpose of the smoking cessation program to determine eligibility to receive nicotine patches, gum or lozenges.

Name: (please print) __________________________________________________
  1)  Have you had a heart attack within the past 6 months?


Yes    No

  2)  Do you have heart disease or an irregular heart beat?


Yes    No

  3)  Have you been diagnosed with high blood pressure?


Yes    No

  4)  Are you currently taking medication for high blood pressure?

Yes    No

  5)  Do you take prescription medication for asthma or emphysema? 

       (Inhalers and puffers not included)




Yes    No

  6)  Are you allergic to adhesive tape or have you experienced a rash

       to skin patches in the past that required treatment by a doctor?

Yes    No

  7)  Are you currently pregnant or breastfeeding?



Yes    No

  8)  Are you under 18 years of age?





Yes    No

  9)  Will you smoke cigarettes, cigars, chew tobacco, use snuff,

        or any  other product that contains nicotine while 

        using nicotine medication?





Yes    No

How many cigarettes do you smoke per day?     ________
Do you smoke within 30 minutes of waking up? ________
What prescription medicines are you using?____________________________________

__________________________________________________________________________

Who is your doctor?  _______________________________________________________
Signature_____________________________________________              Date__________
My signature indicates that I am interested in receiving a supply of transdermal nicotine patches, nicotine gum or nicotine lozenges.  I verify the above information is truthful and accurate.  I understand I am responsible for reading and complying with the manufacturer’s package insert.

