Ohio Department of Medicaid
ACKNOWLEDGMENT OF HYSTERECTOMY INFORMATION

Name of patient (as it appears on the claim)

Name of physician who performed the hysterectomy

Patient's 12-digit Medicaid number

Date of hysterectomy

Name of patient's authorized representative (ifany)

Instruction: Complete either Section A or Section B.

SECTION A: ACKNOWLEDGMENT THAT HYSTERECTOMY
INFORMATION WAS PROVIDED PRIOR TO HYSTERECTOMY

PROCEDURE(S)
o——=o
Provider acknowledgment that hysterectomy information
was given:

Prior to the hysterectomy, | informed this patient
(and the patient's authorized representative, if
applicable), both orally and in writing, that the
hysterectomy would make the patient permanently
incapable of reproducing (sterile).

Name of person providing information:

Signature of person providing information:

Date of signature:

*—=0

Patient acknowledgment that hysterectomy information

was received:
| understand that a hysterectomy (surgical removal
of the uterus), whether performed as a single
procedure or together with other procedures, is
medically necessary and will not be performed
solely for the purpose of making me incapable of
reproducing (sterile). Prior to the hysterectomy, |
was informed, both orally and in writing, that the
hysterectomy would make me permanently
incapable of reproducing (sterile).

Signature of patient or authorized representative:

Date of signature:

SECTION B: REASON WHY HYSTERECTOMY INFORMATION WAS
NOT PROVIDED PRIOR TO HYSTERECTOMY PROCEDURE(S)

(Check each item that applies. Provide a brief
explanation. Do not include attachments.)

Prior to the hysterectomy, this patient was not informed
that hysterectomy makes an individual permanently
incapable of reproducing (sterile). This information was
not provided for the following reason(s):

[] The patient was already sterile before the
hysterectomy.

Cause of sterility:

[] The hysterectomy was performed under a life-
threatening emergency situation in which prior
provision of information was not possible.

Nature of the emergency:

A completed copy of this form must be included with each claim for services.
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To help you understand this notice, language assistance, interpretation services, and auxiliary aids and services are
available upon request at no cost to you. Services available include, but are not limited to: oral translation, written
translation, and auxiliary aids. You can request these services and/or auxiliary aids by calling the Medicaid Consumer
Hotline 1-800-324-8680; individuals with a hearing impairment may call TDD 7-1-1.

Spanish

Para ayudarle a comprender este aviso, se encuentran disponibles a pedido asistencia lingliistica, servicios de
interpretacién, ayudas auxiliares y otros servicios sin costo alguno. Los servicios disponibles incluyen, entre otros:
traduccion oral, traduccidn escrita y ayudas auxiliares. Puede solicitar estos servicios o ayudas auxiliares llamando a la
Linea directa para el consumidor del Departamento de Medicaid de Ohio al 1-800-324-8680; las personas con
discapacidad auditiva pueden llamar al TDD 7-1-1.

Nepali
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Arabic
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Haitian French Creole

Pou ede w konprann avi sa a, gen asistans lengwistik, sevis entepretasyon, ed oksilye ak sevis ki disponib gratis, le ou fe
demann pou sa. Sevis ki disponib yo gen ladan yo, men se pa sa selman: tradiksyon oral, tradiksyon alekri ak ed oksilye.
Ou kapab mande sévis sa yo ak/oswa éd oksilye |& w rele Liy Asistans pou Konsomaté Medicaid la nan 1-800-324-8680;
moun ki gen pwoblem tande yo ka rele TDD 7-1-1.

Somali

Si lagaaga caawiyo inaad fahanto ogaysiiskan, kaalmada lugadda, adeegyada tarjumaada, iyo kaalmooyinka iyo
adeegyada ayaa la heli karaa marka la codsado lacag la'aan adiga. Adeegyada la heli karo waxaa ka mid ah, laakiin aan ku
xaddidnayn: tarjumaada afka, turjumaadda qoran, iyo galabyada caawinta. Waxaad codsan kartaa adeegyadan iyo/ama
caawimada caawimada adiga oo wacaya markaas Khadka Tooska ah ee Macmiilka Medicaid 1-800-324-8680;
Shakhsiyaadka magalka liidata waxay wici karaan TDD 7-1-1.

Ukrainian

LLlo6 sonomortn Bam 3p0o3yMiT 3MICT L,bOro MNOBIAOM/IEHHS, 33 3aMMTOM BM MOXKeTe OTpuMaTh 6e3onaaTHy MOBHY
[0MOMOry, NOC/YrM YCHOTO NepeKnaay, a TaKoX AONOMiKHe obnafHaHHA Ta 4OAATKOBI nocayru. [LocTynHi nocayrm
BK/IIOYAIOTb, 30KPEMa, YCHUI Nnepekna, NMCbMOBUIM NepeKknas i AonomixKHe obnagHaHHA. BU MoXKeTe 3aMOBUTH Ui
nocnyru Ta/abo gonomixkHe obnagHaHHA, 3aTenedoHyBaBLIN Ha rapady ANiHito KnieHTis Medicaid 3a Homepom 1-800-324-
8680; ana nogen i3 Bagamu cayxy npautoe Homep TDD 7-1-1.

Russian

Y1066l NTOMOYb BaM NMOHATb CMbIC/1 3TOTrO YBEAOM/IEHMA, MO 3aMPOCY Bbl MOXKETE NOAYYUTb HECNNATHYIO A3bIKOBYHO
MOMOLLb, YCAYTM YCTHOFO NepeBoAa, a TakKe BCNoMoraTe/ibHoe 060pyA0BaHMe U JONONHUTENbHbIE YCayru. [LocTynHble
YCAYrn BKAKOYAIOT, B YaCTHOCTM, YCTHbIM NepeBo, NMCbMEHHbIM NepeBos, U BcnoMmoratesibHoe obopyaoBaHue. Bbl
MOKeTe 3anpoCcuTb 3TU YCAYrM n/mam BcnomoratesbHoe 060opyaoBaHUe, MO3BOHMWB Ha FOPAYYIO IMHUIO KNMEHTOB
Medicaid no Homepy 1-800-324-8680; ona Nt04EN C HAPYLLIEHUAMM CyXa NpeasycmoTpeH Homep TDD 7-1-1.
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Swabhili

[li kukusaidia kuelewa notisi hii, usaidizi wa lugha, huduma za ukalimani, na visaidizi na huduma za ziada zinapatikana
unapoomba bila gharama kwako. Huduma zinazopatikana ni pamoja na, lakini sio tu: tafsiri ya mdomo, tafsiri ya
maandishi, na visaidizi vya ziada. Unaweza kuomba huduma hizi na/au visaidizi kwa kupiga simu ya Medicaid Consumer
Hotline 1-800-324-8680; watu walio na ulemavu wa kusikia wanaweza kupiga simu TDD 7-1-1.

Kinyarwanda

Kugira ngo tugufashe gusobanukirwa iri tangazo, ubufasha bujyanye n'indimi, serivisi zZ'ubusemuzi, n'ibikoresho na
servisi bifasha abafite ubumuga mu kumva biraboneka nta kiguzi utanze iyo ubisabye. Serivisi ziboneka zikubiyemo, ariko
si gusa: ubusemuzi mu mvugo, ubusemuzi mu nyandiko, n'ibikoresho bifasha abafite ubumuga mu kumva. Ushobora
gusaba izi serivisi na/cyangwa ibikoresho bifasha abafite ubumuga mu kumva binyuze mu guhamagara Umurongo
utishyurwa ufasha Abakiriya ba Medicaid 1-800-324-8680; abantu bafite ibibazo mu kumva bashobora guhamagara TDD
7-1-1.

French

Pour vous aider a comprendre cet avis, une assistance linguistique, des services d'interprétation et des aides et services
auxiliaires sont disponibles sur demande et sans frais. Les services disponibles comprennent, sans toutefois s’y limiter, la
traduction orale, la traduction écrite et les aides auxiliaires. Vous pouvez demander ces services et/ou des aides
auxiliaires en appelant la Medicaid Consumer Hotline 1-800-324-8680 ; les personnes malentendantes peuvent appeler
TDD 7-1-1.

Pashtu
st.u}c S guwliw digiads gl (bluwg dygdidn e ‘_gl.,o\_gl i ghads- (5 L) plad TET 6)3 )l (942 4) oJsS Sy M.)Lup S 4 gl
(83 W d9de ($)9 B3 4 Silg 93 83 Jald (blwg doglidiunye 9l o)L i u&J 4 0yl UQLM éyl.ab ik 4 .Sy Qg 5 dias) Q3 S 2
SG) 45 8680-324-800-1 S e 9845 5 (6,5 53939 5 (Medicaid) ')HSJ»)M 5 dikisé ghlig digiitunye lg/j\y\.ado S35 (s J oS 9wl
(299 S5 S TDD 7-1-1 (& 55 Gy 159545 shnygl o (57 Ol din €15,89 &)Y 4 sl

Dari
Sy OB yghay et Cawnlgsys poll p 3Ll Olods 9 b SeS g (plad daz 3 Gleds (3L Sla S cdueMbl el S)s 5o o 40 SaS (Sl
ol dlg3 s Lot . $eS Ly 9 (S Aoz 3 ¢ plad doz 3 i BT @ d9dxa bl cdilin (b3 3)lg0 Joli 392 g0 lads 33,8 2 48]yl e
Shls 3131 fas Culgy 8680-324-800-1 osless §35b 3l Medicaid 0BWuS (3 pan 039 Jas- b olad b ) ($aS g b/g olois-
23K 5oled TDD 7-1-1 oyles b uilgl s (3lgids SO

Uzbek

Bu bildirishnomani tushunishingizga yordam berish uchun so‘rovingiz asosida bepul til yordamchi xizmatlari, og‘zaki
tarjima xizmatlari va qo‘shimcha yordamchi vositalar taqdim etiladi. Mavjud xizmatlar qatoriga og‘zaki tarjima, yozma
tarjima hamda yordamchi vositalar kiradi. Siz ushbu xizmatlar va/yoki go‘shimcha yordamlar hagida Medicaid mijozlari
uchun mo'ljallangan 1-800-324-8680 telefon ragamiga qo‘ng‘iroq qilib so‘rashingiz mumkin; Eshitish qobiliyati
cheklangan shaxslar TDD 7-1-1 ragami orqali bog‘lanishlari mumkin.

Viethamese

DE gilip ban hiéu thong bdo nay, hd tro ngdn ngit, dich vu phién dich, phwong tién tro gitp va dich vu phu tro dwoc cung
cap mién phi theo yéu cau. Cac dich vu cé san bao gdm, nhung khong gidi han &: dich bang 1o néi, dich bang vin ban va
phuong tién phu trg. Ban cé thé yéu cau cac dich vu nay va/hodc phuong tién phu trg bang cach goi t¢ibudng day ndng
cho Ngudi tiéu dung Medicaid theo s8 1-800-324-8680; ngudi khiém thinh c6 thé goi TDD 7-1-1.

Tigrinya
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