CHARLIE’S FUND NICOTINE REPLACEMENT THERAPIES
ATTESTATION 
Name: ____________________________

Employee ID Number:  __________________
Employer: _________________________

Department: ___________________________

I understand that the use of nicotine replacement therapies to aid me in complete nicotine cessation is ONLY allowed during the first ninety (90) days of the Program and that in order to not be terminated from the Program for a positive test in a nicotine screening during the first ninety (90) days I must: 

1.  Provide proof of purchase of the nicotine replacement therapy product prior to the nicotine screening; 

2.  Show that the nicotine replacement therapy product is from the following approved list:  

a. Nicotine gum (Nicorette); 

b. Nicotine transdermal (NicoDerm); 

c. Buproprion SR (Wellbutrin SR or Zyban); 

d. Nicotine inhaler; 
e. Varenicline (Chantix) 

3.  Sign this form attesting to use of the nicotine replacement therapy product.  

I acknowledge that the CoxHealth Foundation may reject my proof of purchase for a Nicotine Replacement Therapy product if it determines the proof to be suspect, incredible, or questionable.  I recognize that if I test positive for nicotine during the first ninety (90) days and fail to satisfy the terms of this section I will be disqualified from the Program.  I further agree that, if upon reasonable belief by the Foundation this attestation and/or my Nicotine Replacement Therapy use reporting is thought to be inaccurate or dishonest, the Foundation may disqualify me from the Program.
I attest that I have fully complied with all Program requirements regarding the use of Nicotine Replacement Therapies and have not otherwise used tobacco products.  I recognize that the use of nicotine at any time and in any amount during the Program Year fully disqualifies me from receiving the monetary award.  When signing this attestation, I understand that no action can or will be taken against me for choosing not to participate in the Program, for my participation in the Program or for my unsuccessful completion of the Program, nor will my health insurance benefits be limited or adversely affected.  The same terms for health insurance benefits will apply to me as apply to all other CoxHealth employees (e.g. nicotine surcharge).  I also understand that the monetary award under the Program is fully and completely contingent on me complying with the Program requirements including reporting my Nicotine Replacement Therapy use honestly and accurately.  
_____________________________________

_________________
Employee Signature





Date
