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Tobacco Cessation Program 

Medication Plan 

Patient Name ______________________________________ Date __________________________________ 

DOB  _______________________________________ Member Number  __________________________ 

Authorization Date ________________________  _________  
(APPROVED FOR ONE MONTH AT A TIME ONLY)

Fill MRN# __________________________________ 
    

Target Group________________________ 

Co-Pay: 

 Zero 

 Formulary 

______________________________________________  _____________________________________ 
Signature Patient/Responsible Party Signature TCP Health Educator 

Next Appointment __________________________ Group ______________     1:1 ______________ 

Attention Pharmacy Services: Patient requires the following (please fax form to pharmacy at 242-6751) 

 Chantix Starter Pak x1 (62100080206320) (28 day supply) 

 Chantix Continuation Pak (62100080200330) (28 day supply) 

 Zyban 150 mg (bupropion SR) (62100002107430) twice daily (30 day supply) 

 Nicotine replacement patch 21/14/7 mg (621000050085** & 62100005006430) (90 day supply)  

 4/2 mg nicotine gum (621000100028**) (90 day supply) 

 4/2 mg nicotine lozenges (621000100047**) (90 day supply) 

 Nicotrol Inhaler (62100005002410) (28 day supply on average) 
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