
physician certification
for an abortion

a copy must be attached to
all invoices for abortion services

leave this space blank

1. patient’s ma number

2. DATE

3. PATIENT’S NAME: 4. PATIENT’S BIRTH DATE:

5. patient’s address:

please complete either part I or part II
part I: life threat

I certify, on the basis of my professional judgement that, due to a condition, illness, or injury, an abortion is necessary to avert the death of 
the patient.

6. __________________________________________________ 7. __________________________________________________
physician’s signature street address

8. _________________         9. _____________________________      ___________________________________________________
date phone number    city state zip code

part II: rape or incest - a recipient statement form must be attached

10. This patient is the alleged victim of rape or incest.

Check one box below

o  I certify, on the basis of my professional judgement, that this patient was physically or psychologically unable to report this crime.

o  This patient certified that she reported the rape or incest to law enforcement authorities or child protective services.

Prior to signing this form, I obtained the attached Recipient Statement Form that is signed and dated by the patient.

11. __________________________________________________ 12. __________________________________________________
physician’s signature street address

13. _________________         14. _____________________________      ___________________________________________________
date phone number    city state zip code
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