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HYSTERECTOMY ACKNOWLEDGEMENT  

 
 

Identification Number Name of Health Plan Patient's Full Name (Last, First, M.I.) Sex 
 M      F 
(   )   (   ) 

Birthdate 
 

    /     / 

 
 

I have informed      

Name of Person to have Hysterectomy 
 
 

or ______________________________________________________________________ orally and by this statement that the                                        

Name of Her Representative, If Applicable 

 

Hysterectomy she is to have will render her permanently incapable of reproducing. 

 
 
 
 

  

Signature of Person Obtaining Authorization to 
Perform the Hysterectomy 

Date 

 

 
 

 
 

 
 

 

 TO BE COMPLETED BY PATIENT OR HER REPRESENTATIVE   
 

 
 
 

I acknowledge that I received the above information, 

 
 
 

 
 

   

Signature of Person Having the Hysterectomy Date 
 
 
 

Or, if applicable: 

 
 
 

 
 

 

Signature of Her Representative Date 
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INSTRUCTIONS 
DHS 1145 (Rev. 06/20) 

 
HYSTERCTOMY ACKNOWLEDGEMENT 

 
PURPOSE: 
 
The DHS 1145, “Hysterectomy Acknowledgement” form shall be completed prior to the 
procedure between the beneficiary/Authorized Representative, acknowledging that the 
procedure is medically necessary, and the Health Care Provider performing the hysterectomy.  
 
GENERAL INSTRUCTIONS: 
 

1. All identifying information must be completed on this form 
 

2. All other information pertaining to the doctor or clinic, dates, names of 
individuals/authorized representative, and individual obtaining consent must be 
completed on the form. 

 
SPECIFIC INSTRUCTIONS: 
 
For Health Care Provider:   
 
The procedure to be performed and reimbursed by the Medicaid program must be medically 
necessary (e.g. uterine fibroids, endometriosis, and cancer). 
 
The provider shall inform the woman of all options, the purpose of the procedure and that the 
result will be that the woman will no longer be able to reproduce. 
 
For Beneficiary/Authorized Representative: 

 
The beneficiary or her Authorized Representative must sign the form acknowledging the 
procedure to be performed and understands the procedure will result in the individual not 
being able to reproduce. 
 
FILING/DISTRIBUTION INSTRUCTIONS: 
 
The provider shall keep the signed original in the medical records and provide a copy of the 
signed form to the beneficiary/Authorized Representative. 
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