Utah Department of
Hysterectomy Acknowledgement Form | ] Health & Human Services
Utah Medicaid Provider Manual v

Section 1: Always complete this section.

Integrated Healthcare

Recipient name Medicaid ID number

Physician name

Date of hysterectomy

Complete only 1 of the remaining sections. Complete all blanks in that section.

Section A: Complete this section for a recipient who acknowledges receipt prior to hysterectomy.

| acknowledge receipt of information, both orally and in writing, prior to the hysterectomy being
performed, that if a hysterectomy is performed on me, it will render me permanently incapable of
reproducing.

Patient’s signature Date Witness’ signature Date

Physician’s signature Date Interpreter’s signature Date

Section B: Complete this section when any of the exceptions listed below are applicable.
| certify that before | performed the hysterectomy procedure on the recipient, that one of the following
conditions applied: (check one)
I informed her that this operation would make her permanently incapable of reproducing. (This
certification is for retroactively eligible recipient only.)
She was already sterile. Describe the cause of sterility in the space below:

She had a hysterectomy performed because of a life-threatening situation and the information
concerning sterility could not be given prior to the hysterectomy. Describe the emergency in the
space below:

Physician’s signature Date

Section C1: Complete this section only for a recipient who is mentally incompetent.

I acknowledge receipt of information, both orally and in writing, prior to the hysterectomy being
performed, that if a hysterectomy is performed on the above recipient, it will render her permanently
incapable of reproducing.

Patient’s legal representative signature  Date Witness’ signature Date
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Interpreter’s signature Date

Section C2: Complete this section only for a recipient who is a minor (under age 18).

I acknowledge receipt of information, both orally and in writing, prior to the hysterectomy being
performed, that if a hysterectomy is performed on the above recipient, it will render her permanently
incapable of reproducing.

Patient’s legal representative signature  Date Witness’ signature Date

Interpreter’s signature Date

Physician’s statement
| affirm that the hysterectomy | performed on the above recipient was medically necessary due to
(describe the medical situation below):

The hysterectomy was not done for sterilization purposes. To the best of my knowledge the individual
on whom the hysterectomy was performed is mentally incompetent or a minor. Before | performed
the hysterectomy on her, | counseled her representative, orally and in writing that, the hysterectomy
would render that individual permanently incapable of reproducing; and the individual’s
representative has signed a written acknowledgment of receipt of the foregoing information.

Physician’s signature Date

Instructions for completing the Hysterectomy Acknowledgment Form

Claims for hysterectomy services will not be paid until this form is completed in full and
received by Utah Medicaid. Additional documentation may be requested before payment is
made. This form may be reproduced locally. Please provide copies for patient and for your
files.

Per Title 42 public health code of federal regulations (CFR) part 441, subpart F § 441.255 governs the
hysterectomies.

Hysterectomy coverage overview 42 CFR

a. Utah Medicaid does not cover a hysterectomy if— 441.255

i. It was performed solely for the purpose of rendering an individual permanently incapable of
reproducing; or
ii. Ifthere was more than one purpose to the procedure, it would not have been performed but for
the purpose of rendering the individual permanently incapable of reproducing.
b. Utah Medicaid does cover a hysterectomy if—
i. The person who secured authorization to perform the hysterectomy has informed the individual
and her representative, if any, orally and in writing, that the hysterectomy will make the individual
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ii. The individual or her representative, if any, has signed a written acknowledgment of receipt of

iv. The physician who performs the hysterectomy —

permanently incapable of reproducing; and

that information.
The individual
a) Was already sterile before the hysterectomy; or
b) Requires a hysterectomy because of a life-threatening emergency situation, in which the
physician determines that prior acknowledgment is not possible; and

a) Certifies in writing that the individual was already sterile at the time of the
hysterectomy, and states the cause of the sterility; or

b) Certifies in writing that the hysterectomy was performed under a life- threatening
emergency situation, in which he or she determined prior acknowledgment was not
possible. He/she must also include a description of the nature of the emergency.

1.

2.
3.
4

Section 1: Always complete this section. All items in this section must be completed.

Recipient name: Recipient's Name can be typed or handwritten.

Utah Medicaid ID number: Recipient's Utah Medicaid Number can be typed or handwritten.
Physician's name: Physician's Name can be typed or handwritten.

Date of hysterectomy: Date the hysterectomy was performed. This can be typed or handwritten.

1.

Section A: Complete this section for recipient who acknowledges receipt prior to hysterectomy.

Witness signature date: Witness must sign his/her name and date simultaneously in his/her own

handwriting prior to surgery.

Patient's signature/date: Patient must sign her name and date in her own handwriting simultaneously prior to
surgery. (If the patient cannot sign her name, she can make her mark "X" in patient's signature blank if there is a
witness. The witness must sign down below his/her name and simultaneously date the day they witnessed the
recipient make their mark. This must be in the witness' own handwriting.

Physician signature/date: The physician must sign his/her name and date simultaneously in his/her own
handwriting.

Interpreter’s signature/date: If an interpreter was provided, the interpreter must sign his/her name and

date simultaneously in his/her own handwriting.

1.

4.

Section B: Complete this section when any of the exceptions listed below is applicable.

Retroactive eligible recipient only: This box is checked only if the recipient was approved retroactively. The
physician who performed the hysterectomy certifies in writing that:
a. Theindividual was informed before the operation that the hysterectomy would make her permanently
incapable of reproducing; or
b. Theindividual —
i. Was already sterile before the hysterectomy; or
ii. Requires a hysterectomy because of a life-threatening emergency situation, in which the physician
determines that prior acknowledgment is not possible; and
c. The physician who performs the hysterectomy —
i. Certifies in writing that the individual was already sterile at the time of the hysterectomy, and
states the cause of the sterility; or
ii. Certifies in writing that the hysterectomy was performed under a life-threatening emergency
situation, in which he or she determined prior acknowledgment was not possible. He/she must
also include a description of the nature of the emergency.
This box is checked if the patient was already sterile prior to surgery. Describe cause of sterility. This can be
typed or handwritten.
This box is checked if the patient had a hysterectomy performed because of a life-threatening situation and the
information concerning sterility could not be given prior to the hysterectomy. Describe the emergency situation.
This can be typed or handwritten.
Physician signature/date: The physician must sign his/her name and date simultaneously in his/her own
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handwriting.

Section C1: Complete this section for mentally incompetent recipient.

1. Witness signature/date: Witness must sign his/her name and date simultaneously in his/her own handwriting
prior to surgery.

2. Patient’s legal representative signature/date: Patient representative must sign his/her name and date
simultaneously in his/her own handwriting prior to surgery.

3. Interpreter’s signature/date: If an interpreter was provided, the interpreter must sign his/her name and date
simultaneously in his/her own handwriting.

Section C2: Complete this section for minor (under age 18) recipient.

1. Witness signature/date: Witness must sign his/her name and date simultaneously in his/her own handwriting
prior to surgery.

2. Patient’s legal representative signature/date: Patient representative must sign his/her name and date
simultaneously in his/her own handwriting prior to surgery.

3. Interpreter’s signature/date: If an interpreter was provided, the interpreter must sign his/her name and date
simultaneously in his/her own handwriting,

Physician’s statement

1. The Physician’s statement portion of this section must be filled out for both mentally incompetent recipient’s and
minor recipients.

2. Physician signature/date: The physician must sign his/her name and date simultaneously in his/her own
handwriting.

Fax or mail the Utah Medicaid Hysterectomy Acknowledgment Form to:
Utah Medicaid

Attn: Prior Authorization Unit

PO Box 143111

Salt Lake City, Utah 84114-3111

Fax: (801) 536-0162
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