
 
 
Appendices 



TYPE KANSAS DEPARTMENT OF HEALTH AND ENVIRONMENT
OR Office of Health Assessment

PRINT IN Curtis State Office Building, Suite 130
PERMANENT 1000 SW Jackson

INK Topeka, Kansas 66612-1354
785-296-8627

Report of Induced Termination of Pregnancy State File Number

 1. Provider Identification Number                  00000    

 2. Patient ID Number  3. Age on Last Birthday  4. Married  5. Date of Pregnancy Termination

Yes No
Month Day Year

 6a.  Residence US State or Country  6b.  County  6c.  City or Town  6d. Inside City Limits

Yes No

 7a.  Hispanic Origin  7b. Ancestry  8.  Race  9.  Education
(Check the box or boxes that best describes (Enter the name of the country (Check one or more races to indicate what the (specify only highest  grade completed)
whether the individual is Spanish, Hispanic, that best describes the heritage individual considers herself to be
 or Latina, or not Spanish, Hispanic, or Latina) or origin of the individual)

White 8th grade or less
Not Spanish, Hispanic, Black or African American 9th-12th grade no diploma

American Indian or Alaska Native High school graduate/GED
Mexican, Mexican Principal Tribe(s)___________________________ Some College - no degree

Asian Indian Associate degree
Puerto Rican Chinese Bachelor's degree
Cuban Filipino Master's degree
Central American Japanese Doctorate
South American Korean Unknown
Other Spanish, Hispanic, Vietnamese

Other Asian (specify) ________________

________________________ Native Hawaiian
Unknown Guamanian or Chamorro

Samoan
Other Pacific Islander (specify) _______

Other (specify) ______________________

Unknown
10. Date Last Normal Menses Began 11. Clinical Estimate of Gestation 12.  Previous Pregnancies

(Weeks) (1) (Enter number or zero in every section)
Live Births 12c. Previous 12d.Spontaneous

12a. Now Living 12b. Now Dead Induced Terminations
Month Day Year Abortions (Miscarriages,

Fetal Deaths)

13 TERMINATION PROCEDURES

13a  Procedure that terminated 13b Additional procedures used
pregnancy for this termination, if any

(Check only one) (Check all that apply)
Suction Curettage Suction Curettage
Sharp Curettage Sharp Curettage
Dilation & Evacuation Dilation & Evacuation
Medical Procedure I (Mifepristone) Medical Procedure I (Mifepristone)
Medical Procedure II (Methotrexate) Medical Procedure II (Methotrexate)
Intra-Uterine Prostaglandin Instillation Intra-Uterine Prostaglandin Instillation
Hysterotomy Hysterotomy
Hysterectomy Hysterectomy
Digoxin/Induction Digoxin/Induction
Partial Birth (2) Partial Birth (2)
Other  (Specify) _____________________ Other  (Specify) _____________________

1  If clinical estimate of gestational age is 22 weeks or more, complete reverse side of form
2  If Partial Birth Procedure as defined by KSA 65-6721 is used, complete reverse side of form
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   Complete the following items only if the clinical estimate of gestational age is 22 weeks or more

14. Reasons for determining gestational age 22 weeks or more

15a Was fetus viable?
YES NO

15b Reasons for the determination

Complete 16a-c only if 15a is yes
16a Was this abortion necessary to

(Check all that apply)

Prevent patient's death

Prevent substantial and irreversible impairment of a major bodily function

16b Reasons for determination

16c Basis for determination

   Complete the following items only if a partial birth procedure was performed

17a Was fetus viable?
YES NO

17b Reasons for determination

Complete 18a-b only if 17a is yes
18a Was this abortion necessary to 

(Check all that apply)

Prevent patient's death

Prevent substantial and irreversible impairment of a major bodily function
If so, was the impairment

Physical

Mental

18b Reasons for determination
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                   KANSAS DEPARTMENT OF HEALTH AND ENVIRONMENT 
                                                   Office of Health Assessment 

                                     Curtis State Office Building 
                                                   1000 SW Jackson, Suite 130 

           Topeka, Kansas   66612-1354 
 Ph 785-296-8627---Fax 785-368-7118 

 
INDUCED TERMINATION OF PREGNANCY 

PHYSICIAN’S REPORT ON NUMBER OF CERTIFICATIONS RECEIVED 
 

PHYSICIAN IDENTIFICATION CODE:_______ 

 
DATE REPORTED:    
                                              Month                     Day                              Year 
 
NUMBER OF CERTIFICATIONS RECEIVED: (Month Received from Patient) 

 
JANUARY                                                                    MAY                                                           SEPTEMBER 
 
 
FEBRUARY                                                                  JUNE                                                          OCTOBER 
 
 
MARCH                                                                        JULY                                                          NOVEMBER 
 
 
APRIL                                                                           AUGUST                                                    DECEMBER 
 

 
INSTRUCTIONS:  Please see sample provided. 
 
PHYSICIAN IDENTIFICATION CODE:  This is the code used for the induced termination of pregnancy reporting 
system.  Each physician must have his/her own identification number.  For this identification number, it is preferable 
to continue to use the facility's identification number with the physician being coded with a letter after the number.  
For example:  Facility X's identification number is 23571.  Dr. Jones at facility X's identification number would be 
23571A.  Other physicians' identification numbers would follow with increasing the alphabet--23571B, C etc.  For 
those facilities that do not have a facility/physician identification number, please contact the Office of Health Care 
Information at the number listed above. 
 
DATE REPORTED:  Please put in a two-digit number for the month (01-12), a two digit number for the day (01-31) 
and the four digit year (1999) in which the report is being completed. 
 
NUMBER OF CERTIFICATIONS RECEIVED:  Please put the number of certifications performed corresponding 
to the appropriate month.  
 
ACCORDING TO KSA 65-6709 THIS FORM NEEDS TO BE FILED MONTHLY WITH THE KANSAS 
DEPARTMENT OF HEALTH AND ENVIRONMENT AT THE ADDRESS LISTED ABOVE. 

TYPE 
OR PRINT 

IN 
PERMANENT 

INK  STATE FILE NUMBER 
(Office Use Only) 
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