State of Hawaii
DEPARTMENT OF HUMAN SERVICES

Health Care Administration Division

HYSTERECTOMY ACKNOWLEDGEMENT I
(Embossed 1D, Card Infermation)

[ldentification Numbear Ggary Sac, FM Code Patisnt's Full Nama Sax Birthdate
=

M F
IRES A

| have informed

Mame of Person 1o Have Hystareciomy

ar orally and by this statement that
Mame of Her Representative, If Applicabile

the hysteractomy she is to have will render her parmanently incapable of reproducing.

Signature of Person Obtaining Authorization Date
To Perlorm the Hysterectomy

| TO BE COMPLETED BY PATIENT OR HER REPRESENTATIVE .

| acknowledge that | received the above information.

Signature of Person to Have the Hysterectomy Date

Or, if applicable:

Signature of Her Representative Date

DHS 1145 (BEE)
ATTAGH TO CLAIM

PROVIDER MANUAL: APPENDIX 3 Pages C1 to C32
CLAIMS FORMS
Hysterectomy Acknowledgement Page C12

DHS 1145 Form



