CHARLIE’S FUND NICOTINE REPLACEMENT THERAPIES
DISCLOSURE 
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 have used the following Nicotine Replacement Therapies during the first ninety (90) days:  

1.  _________________________________________
2.  _________________________________________
3.  _________________________________________
4.  _________________________________________
5.  _________________________________________
I understand that Nicotine Replacement Therapy used is no longer allowed after the first ninety (90) days of the Program and I represent that this list is a true and accurate account of all my nicotine use during the Program.

_____________________________________

_________________
Employee Signature





Date
