Abortion Certification Form

I, __________________________________________ (name of physician licensed under IC 25-22.5), hereby certify to __________________________________________ (name of hospital licensed under IC 16-21 or ambulatory outpatient surgical center that has a majority ownership by a hospital licensed under IC 16-21) that: 

__________ In my professional and reasonable medical judgment, performing the abortion is necessary to prevent any serious health risk to the pregnant woman or to save the pregnant woman's life.

__________ In my professional, medical judgment, the fetus has been diagnosed with a lethal fetal anomaly, and the abortion is being provided before the earlier of viability of the fetus or twenty (20) weeks of postfertilization age of the fetus.

__________ After proper examination, the abortion is being performed at the pregnant woman's request because the pregnancy is the result of rape or incest during the first ten (10) weeks of postfertilization age of the fetus.

Please check all that apply.

Unique Patient Identifier: __________________________________________







All facts and reasons supporting this certification are as follows:
__________________________________________________________________________________________________________________________________________________________________________________________________________________________________________
________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________
______________________________________________________________________________
____________________________________________________________________________________________________________________________________________________________
________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________
I hereby certify that this Abortion Certification Form has been provided to the hospital or ambulatory outpatient surgical center prior to the abortion being performed. 

____________________________________________
Signature 


____________________________________________
Printed Name


____________________________________________
Date



This Abortion Certification Form is not a state form and does not constitute legal advice or guarantee compliance with Indiana laws and regulations.  The use of this Abortion Certification Form is voluntary.  
Last Updated:  August 30, 2022
