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American Healtheare Services, P.QJ

CH \RTNUMBER:__L@’\

PATIENT INFORMATION FORM

ToDAY'sDATE. L 910 Lme: oate of BIRTH| (NP Ac:. )

NAME:

ADDRESS:
CITY/STATE/ZIP:
TELEPHONE (HOME).§5 0

ALTERNATIVE PHONE NUMBER: (200G —
R =y .

CITY & STATE OR COUNTRY OF BIRTH: &(LL@X}’) Vel RACE:

HISPANIC (circle one) YES ‘i@ 0, specify origin (Puerto Rican, Domiffcan, etc.)

HIGHEST GRADE COMPLETED (K-12) { 2 OR GED (pyrcle one) YES or NO
COLLEGE EDUCATION-HIGHEST LEVEL COMPLETED:

CAN WE CONTACT YOU AT THE ABOVE NUMBERS? (Circle onc) \@ or NO

SOCIAL SECURITY NUMBE_‘_ ;

MARITALSTATUS S l’\%\ L

HOW ARE YOU PAYING FOR YOUR VISIT TODAY? (Circle one) SELF|[HAY

***Insurance must be verified before appointment, INSURIANCE

R
MEDKIAID

o

MEDICAL HISTORY INFORMATION

HAVE YOU EVER HAD ANY OF THE FOLLOWING?

G
When did you fast eat or drink anything? Date: £ -9-70)  Ti
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First day of your last normal menstrual period......................

/

Have you had any bleeding since your last period? (Circle one) YES

Have you been experiencing any pregnancy symptoms (such as breastn

frequent urination, fatigue, ete.)? (Circle one) orNO

If yes, for haw long? A W&BS

nderness, nausea,

Have you ever been told that your uterus is different or unusual? YES §
Including THIS pregnancy, how many times have you been pregnant?

O

How many live births have you had? (#)
Date of first live birth: /.

/____Dateof last live birth: /

h_ fleh

How many are liviflg? (#) ! 2
/

Have you ever had a miscarriage or stillbirth? YES o Ifyes, how
wetre you into the pregnancy when it oceurred? How many weeks or m

Have you ever had an abortion before today? YES of NO }f yes, how rf

Have you ever had problems with pregnancy (problems such as tubal o
toxemia, Caesarian (C-Seétion), etc.)? YES or
If you have had a C-Section, why did you have it?

[Eny and how far along

ths?

iy prior abortions?

ectopic pregnancy,

Have you had heavy bleeding (hemorrhage) with delivery, abortion, or

What ate your concerns about having this abortion?

Hhi

FAMILY HISTORY

Have your parents, brothers, or sisters had:

High cholesterol......covviieeivveeeoeciee e ceseveererensevessereen ool
Death of heart attack before age S0..................... ...

Digbetes

Breastcancer............ccoiivinieennnes

Did your mother take DE§ or other hormones while pregnant with you?)

Did your mother have miscarriages or problems with pregnancies?
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Asthma

Breathing/lung problems
4. Epilepsy (seizures, fits)
5. Fainting, dizzy spells
6. Severe headache
A, EEG (brain wave test)
@E_yc vision problem
9. High or low blood pressure
10. Heart trouble
11. Chest pains
12. Rheumatic fever
13. Hepatitis (liver infection/jaundice)
14. Liver disease/mong

troke
16, High cholesterol

17. Diabetes

18. Gall bladder disease

19. Kidney/bladder problems
20. Stomachfintestinal

21, Thyroid problemns

25. Anemia
26. Sickle cel]
peration
. Breast prq
29. Emotiona
30. Drug/ale
31. Gonorrh:
32, Chlamydi
33. Syphilis
34. Herpes
35. Infection jj;tube/utcrus/ovm'y
36. Genital wijts
37. Vaginal infketions or unnsyal
discharge
38. Abnormal
39. Ovarian cy
40. Cryosurger
41. LEEP/Las
42. Cancer
43. Bleeding/pa{n with intercourse

a5 Please circle the number for any of the follawing you[have ex erienced:
A 24. Blood trﬁsfusion ,
(&2 Allergies i

diseage
/surgety
blems
problems
ol problems

p smear

/Cone Bx

Other:

to us?

22. Bload clots (or taken blood thinning 44. HIV Positive or AIDS
drugs) ‘

23. Bleed easily or have Hemeophilia
Do you know your blood type? (A)  (B)  (aBy © ... M a O
Have you arranged to receive birth control from the clinic or phys{$ian Who referred vou

YES of N ;

Would you like us to provide birt! .‘exgnrol at your post-t;pt:rati.vAe exam wAth us?@or NO
Do you smake cigarettes? YES @ If yes, how many? }
Please note what type of birth control you have used in the past. How lo

method and did you experience any problems?

TN ESHA

1¢ did you use this

O er 2009
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AMERICAN WOMEN’S SERVICES
SOCIAL HISTORY

DATE_"94 [0

CHART)

(¥

AGE:

we Sl e 00 )
(CAST) (MI)

(FIRST)

FAX No. 801 266 7242

P. 007

UMBER té(ﬁ/}’

TE: -

—— e

required to report suspected child abuse, release information regardi
for sexually transmitted diseases, and comply with subpoenas for ma

ADDRESS;
STREET, CITY & STATE

will be beld in
. By law, we are
g positive response
ical records.

(COUNTY ¥ ZIP CODE)
EMERGENCY CONTACT ;
NAME; MRELATIONSHIP: IO ||prone: 610
CLINIC OR MD WHO REFFERED YOU HERE: NAME
CITY;
In case we need to reach you we should call: HOme[__ Work Other

(We will nat use the American Women’s Services rame when calling]

May we contact you by mail (plain envelope)? (YES/or NO

If YES, there is no need to read further, If NO, confact me at the follo

ALTERNATIVE ADDRESS or PHONE #:

bing:

N

c/o

wie)

- sigaure AR 7 .. -

Patient Number:
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American { lealtheare Serviees, P.C,

o

{nfurmed Consent for Ahurtion alter 14 Week

L ! hiereby roquest that [ receive o abortii (sumetimes krown
as a “mudical abortion™) from Dr. __hereafice referred to as "My Bactor™) an
independently contracted physician working with American Healthcare Services, P.C.

[nitials of Paticnt

{ understand that | am 21 weeks (LMP) prepnant as measured Yy ultrasound. aiso
understand that | am in my second trimester and that the risks of abgqtion are greater in
the second trimester than in the first trimester because 1 am further ifte my pregnancy.

5 F

{ understand that one alternative to me is to continue my pregnancy land give birthtoa
baby. [also understand thar if [ were to continue my pregnancy thatfl would have severa)
options available to me including adoption, foster care, ot raising thd chitd myself. |
further understand that American Healthcare Setvices, P.C. can projfde me with referrsls
for pre-natal care as well a list of licensed adoption agencies, if | dexgide to continde my
pregrancy.

»‘D 6 f understand that the benefits of abortion to me are that 1 will rermiggte my pregniancy
now, avoid continuance of my pregnant state, and avoid a full-term|delivery.

pregnancy. [ undarstand that these risks-include, but are not limitedto, the following:

ALLERGIC OR UNUSUAL REACTIONS TO MED{CATIONS
BLEEDING AND/OR HEMORRHAGE AND/OR BLOOD TRANBFUSION

UTERINE RUPTURE i
HOSPITALIZAT{ON AND/OR SURGERY

Qi 2 { understand that there are several RISKS associated with an abortiph a this stage of
]
LOSS OF FUTURE FERTILITY AND/OR STERILITY

A INFECTION
3] AMNIDTIC FLUID EMBOLISM
DB beam
m__ These complications have been explained to me and [ understand mat they mean. No
derstand that the risk

guarantee has been made to me as to the results of the abortion. [
of complication from my abortion is approxirately | ta 2 in 100.

{ also understand that continiing my pragnancy and undergoing a full-term delivery, is
generally considersd to be at lesst as dangerous, and probably mof¢ dangerous, thana
abortion.

pﬁ [ understand that 2 late abortion is different than an early surgical gbortion in thet | will

be given medications which will soften, difate and efface my cervik, and which will
induge uterine cramping, uterine contractions, and possibly 2 minfflabor state. { further
. understand that, with my doetor's assistance, it is possible that { iy will defivera fetus.

. Q@ L give my consent to my Doctor ard to American Healthcare Seryikess, P.C. o adminlster
to me medications to cause an abortion. { understand that these midications include, but
are not limited to, Mifepristone, Misoprostol, Oxytocin, Gemeprost, Methlyergonavire,
Digoxin, Vasopressin, Lidocaine, Ergotrate, Monsel's Soluzion, ${lver Nitraie,
Hydromorphone, Codeine, Demerol, Doxytycline, Fentanyl, Mid¢zolam and other
medications of my Doctor'fichoosing, { understand and consent tp the administration of

Patient Signature
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thuse drugs orally, intramusculacly. vaginally, or inteavenougly. 1 further understand that
although all of these medications are F.D.A. approved deugs ot one of them is F.DA
upproved for the purpose of fate-term abortion, Neverthelesk] { consent (0 my Doctor's
legally aceepted decision to wilize these medications in an “PfT-label™ manner in the
dosages and with the timing that my Doctor feels is best. | fyther understand that my
Dactor is practicing evidence-bused medicine, drawing frony prultiple techniques which
are deseribed in peer-reviewed medical frerature, to peovide e with what my Dactor
believes Is the safest method for abortion. 1 further understapd that this abortion methad
may not be covered by my health insurance,

{ understand that althaugh my Dactar may possibly preseribg fand/or administer pain
medieations, narcotics, sedatives and/or other medications défigned to eliminate pain,
nevertheless, a delivery is an inherently uncomfortable expefince. Everyone is unique
and no two people experience the event in precisely the samd manner. | acknowledue
that { may experience cramps, conttactions and/or 8 mini-labdr state, as wellasa
defivery, and this is likely o be perceived by me, at times, t I- unpleasant or
uncomfortable. Additionally, [ understand that some of the fledications that may be
given (0 me have been shown to cause side effects in less th 10% of patients (such as
nausea, fever, and/or diarchea). [ understand that such side effects, if they oecur, are
temporary, limited, and usually resolve spontaneously in a st time. However, if
should develop any such side effects, | hereby consent to my|
raedications to counteract these side effects. Nevertheless, [
every safa effort will be made to afleviate any unplegsantnes
made that my Doctor will always be able to keep me comfort]

I understand that with the latest advances in neo-natal intens
neonatologists are daily pushing back the earliest dates at w
reported as being able to survive, | understand that historicallly, before the advent of
hospitals and modern medicine, fatuses below 32 weeks almgst all died, and therefors
some people date “natural viability” as between 32 to 34 wedis. Nevertheless, [ also
understand that today it Is routine for fetuses 1o survive at 28}yeeks LMP and that itis
not uncomman for fetuses as early as 24 weeks to survive (afir a stay in ths {CU).
Further, I understand that, although uncommon, there are repirts in the medical literature
of fetuses surviving at 22 weeks oreven 21 weeks, although [f they survive, many of
these children suffer from physical or mental disabilities, or oth.

[ understand that my Doctor may induce lntrauterine fataldegdise by injecting my ftus
with a drug, Digoxin, designed ta slow the Tetus's heart rate 4d gently cause the death of
the fetus. Tunderstand that my Doctor may sccomplish this by insetting an
amniocentesis needle, under ultrasound guidance. lundersta that there are risks 1 this
technique, including inadvertently inserting the needle into ofec organs, hemorrhage,
and other risks to me. Nevertheless, | consent to this method) pf inducing fetal demise, if
my Doctor should decide to utilize it.

{ understand and agree that my Doctors may dilate my cervid vith manual dilators and
insert laminaria, which are a type of osmotic difator, into myldervix for the pumose of
slowly dilatng my cervix.

fore or during it, my
E fluid or placenta, if
btor may utilize a sharp

LD

{ understand and consent that affer my delivery, or possibly
Doctor may utilize a suction canula to aspirate bload, amnio
necessary. Additionally, | understand aad conseng thar my d
curette o remove any adherent placeatal parts.

variety of obstetrical

{ further understand and consent that my doctor may utilize
e my uterus after the

maneuvers o turn or adjust the fetus for delivery, or to mass:
delivery to expel the platénta of ta stop bleeding,

Patient Signaturs
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Althoagh [ have requested my Daclors fo conduct an abortion, and m} Docter's inteation
are o prefer non-surgical methods, nevertheless, surgical teehniqued Inay be necessary,
and { causent to the ase of surgical shortion (eehniques,

{understand that because am vndergeing a shortion and because offghe nature of te
medications, the timing of my defivery caanot be linely controlled byfmy Doctor. [
understand that there is a chance tat | may need to deliver late at night or eacly in the
morning. Lagree that [ will show up for alt of my appointments on tirfie and that | will
call my Doctor or American Healtheare Services, P.C. immediately iflf have any
problems. I understand that if, after stacting the abortion with laminata or drugs, § were
to leave the office and (il to retumn to my Doctor, that my Guilure to ¢
be fatal to me.

t further understand that abortions are controversial and late-term abdéti
more conteoversial. | understand that some hospitals or hospital staft
tate zbortions. As a result, { understand that if [ have a problem, thes
their staff may therefore be very reluctant to become medically invol
in my late abortion process. [ also understand that under the pending
Non-Discrimination Act, the stafT at the hospital or emergency room
to care for me because [ am a woman who has chosen to have a late

hospitals andlor
d in assisting me

[ have been provided with an accurate toll-free telephone number ([-4

0-226-7846) that {
may call 24 hours per day to reach my Doctor.

[ understand that foflowing my abortion | cannot drive an automobile|for six (6) hours,
and I agree to have someone come to the office to assist me i returnibi home.

{ under#tand that my Doctor is &n independently contracted physician|by American
Healtheare Services, P.C., and not an employee of American Healtheale Services, P.C..
Therefors, | hereby release AHS From all Lability to me for the actiondof my doctor,

I the event of an unexpected complication during the abortion procedfre, 1 request and
authorize my Doctor to do whatever is necessary to protectmy healthland welfare. If {
am a minor, | renlize that complications reguiring additional medical mmmcn! may result
in my parents or guardians being informed of my medical care,

{ understand that the financial responsibility for any emergency medidgi eace not

provided at AHS is my own, Even if my Dottor or AHS refers me told hospital because
ofa complication from my abortion, it will be my responsibility to arfdnge for payment
of necessary fees, and not the responsibility of AHS or my Doctor.

I understand that onee [ have swallowed the medication dispensed to
laminaria inserted, that [ have begun my abortion and that it most like
stopped, Further, if { were to attempt to stop my abortion once it was lready started,
then [ understand that the child that | may deliver afer a halfcomplettH abortion may
very well suffer from permanent mental or physical birth defects, or i

['understand that the abortion process may take two or even three day
tesponsibility to return to my Doctors and to AHS the next day in ocd
sbortion process. [ promise to return to AHS and to my Doctor as 6ft
them to rerum. [ understand that neither AHS nor my Doctor can ford
that it is my responsibility to valuntarily return to complete the aborti

ard that it is my
to complete the
as { am asked by
4 me to retum, and

I declare that { have carefully thought about my aptions, considered tig

risks, benefits
and alternatives availablg¥o me, and that { am certain that | wish to tef

inate my
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Finally, afier carefully reading all of the information on this four-page Informe
and after initialing every paragraph on the Agreement, and after weighing my optio
my situation with a counselor, and after considering the nature of the abortion methd
benefits and alternatives ol a abortion, | declare my intention to have & abortion and

FAX No. 801 266 7247

P.011

pregoancy. | further declace that afier making this deeision and budinning my abortion, {

will aot atempt o reconsider my decision or attempt w stop the 3
the process, 1 also promise and declure that once 1 have started thy
wilt return to ALLS and to my Doctor and complete the abortion pr
should change my mind and stop the abortion mid-process, or fail |
ta camplete the ubartion. thea on behull of myse!f and my future i
and hol harmless my Doctor and ANS from any and all liability

rion in the middle of

hboction process, |
ess. Further, i1

return to my Doclor

ifd, T hereby release

clairms (1o either me

or my future child) resulting from damages that | may suffer or tl:ﬂ my future child may

sufter (including the dumages resolting from the permaneat physi
of wy child), as # result of the partial abortian that was provided t

Falso declare that afl of my questions have been fully answered by
AHS staff, that | have had ample opportunity to consider my choi
making my decision to terminate my pregnancy at this fate stage o
without cosrcion or unwelcome pressure from any other party,

| or mental disability

mé at my request,

my Doctor and by the

s, and that | am
my own free will and

Consent Agreement,

and after discussing
as well as the risks,
hereby consent fo,

and request that, my Doctor and AHS provide me with a abortion under the provisiopk of this Consent

Agreement.

)

Wimg3s igriature and Date Patlent Signature and

Page 4 of 4

Patient Signature
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Awmerican Henbilieare Seeviees, i

Suegical Counseling Recor}

Nime: (_ 5_ D ,%?1‘7,0 Chartdf: /5(03'

il

[ Counselors role and purpose ol session explained? N
20 Alteratives la abortion presented? ' N
3 [Tehoice i abortion, were leelings discussed? N
4. s patient comlortable with decision? N
5. Asked ilpatient is being foreed to terminate pregnancyf? N
6. Social/ Medical history reviewed? N
7. Abortion procedure explained? N
8. TFact sheet reviewed, explained? N
9. Consent form signed and witnessed? N
10. Birth Control choices discussed? N
Ll Need tor post-opecative exam discussed? N
12. Was patient told of risk of abortion? N
13. Was risk of carrying pregnancy to term explained? N.
14, All questions answered? N
It from Pennsylvania, were Department of Health materials otfbred? Y N
Did the patient wish to review the materials? Y N

s A7 4 S olad )W oécw’ﬁ -

Counselor Signature %
Date %%ﬁ;__
o
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American Women's Seevices
Consent for Laminaria Insertion

Patient Name: D“ Chart Number: A SZQ

PLEASE READ CAREFULLY, ASK ANY QUESTIONS. AND BE CERJTAIN THAT
YOU FULLY UNDERSTAND THIS FORM BEFORE YOU SIGN.

The purpose of inserting laminaria is to gently dilate (open) the cervix so ghe doctor can
remove the pregnancy with less risk of harming the cervix. Laminaria aremade froma
natural, organic product that absorbs water from the cervix making the larrTnaria expand
to gently open the cervix. Once the laminaria are inserted, they must be rgfoved within

24 hours and <ither changed, or the pregnancy evacuated from the uterus.

IF LAMINARIA ARE NOT REMOVED, LIFE-THREATENING
COMPLICATIONS CAN ENSUE. THESE INCLUDE SEVERE INFECTION,
HIGH FEVER, HEMORRHAGE, SEPTIC SHOCK, AND DEATH.

[tis possible that the membranes may sponta.neou§iy tupture (the “water beaks™) while
laminaria are in the cervix. This may cause labor and delivery of the fetug!

There is a small risk of infection because laminaria are made from a naturg], organic
product. I understand that I will be given antibiotics to take to prevent the{ fisk of
infection. )

I understand the reasons for inserting laminaria and the possible risks of hggving taminaria
inserted into my cervix. It has beenexplained to rie that no one can guardftee or promise
that T would be able to continue to carry this pregnancy if { change my mind about having
the abortion after the laminaria have been inserted.. I understand that the iffsertion of
laminaria into my cervick COMMITS ME TO THE TERMINATION OF THE

PREGNANCY. -
[ hereby give my penmission to insert laminaria into my cervix. [ hderstand I
must return to the office for the abortion. If I do not retum for the abortioft, I completely

absolve American Women's Services, their staff and doctors, from any regponsibility for
any complications which result from my failure to return and perform the gbortion

procedure,
Patient’s Signature; / Date: K ui Qf‘/ 0
Witness: Tl l Date: g/ ! ?4[1 D




KYa/ L4/ LULJ/ LUE ULiL3 IR

FAX No. 801 266 TH4

CONSENT FOR USE_OF MISOPROS

P14

~
o

(§]0

(N VOLUNTARY SURGICAL ABORT

oN

Your doctor has recommended that you receive the medication
betore underzoing your voluntacy pregnancy termination. Bef
this medication, you must be informed about the dsks and bene

ytotec (misoprostol)

¢ you consent to taking
ts,

The medication misoprostol (Cytotee) is usually prescribed to vaent stomach uleers in
P p

people who take aspidn or Advil-lke medications.

The maaufacturer, in its instructions to dactors, advises them sp

cifically NOT to

prescribe it to pregnant women, because of the passibility of mi
cervix (opening to the uterus or womb) and expulsion of the pr

contractions,

It is precisely this effect of misoprostol, which is useful in mak

carriage by softening the
ancy by causing

1g induced, voluntary

abortion safer and easier for the doctor to perform, This is parti

ularly true in women

who have never had a vaginal delivery and/or those who are mo
pregoant. It is usually given 2 or 3 hours before the procedure.

* By accepting this pre-medication you realize that misoprostol is
unconventional way, snd not for the reasons which the manufac

Oute you have taken the medication, either orally or vaginally,
mind about having the abortion. Misoprostol can cause serious
abortiou is not completed, Also, no guaraitée ¢an be made that
would not be affected should you choose to continue the pregn

Other possible, but aot all adverse effects of misoprostol includ
abdominal cramps, headache or allergic reaction.

(pcint name), have reg

X,

materials presented to me in this conseat form. [ have had all my
wish to recefve misoprostol before my surgical pregnancy nenmir

A

than twelve weeks

heing used in an
irer originally intended.

ou must not change your
irth defects if the

our personal health

cy.

nausea and vomiting,
| and understood the

questions answered and
ation,

[

W20

Signature

“

efjo |

A
Witness (" {_/
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American Healtherre Serviees, P.C.
Charl B

AUTHORIZATION FORM FOR RELEASE OF HEALT{] (INFORMATION

Patient Name: ﬂ_
Datc of Birth :* SSH: ﬂica! Radord #:

Address: mity. State, & Zip:

Day Phone: ,_ %'5 Lg ~ S Evening Phone:
[ Authorize American Healtheare Services, P.C. to Rclcascl\Hv Health Information
. t0: T~ .
Name: T
Address: ( City,-State, & Zip:
Phone: : Fax;

Health In@ﬁou to be Reteased:

| specifically anthorize release of the fol o«)ing information:
i

L Emi%é Medical Record

Specific Information Only: . Dates:

___History and Physical Exam
___Progress Notes

___ Procedure Record

___ STD Testing & Results
___HIV Related Information ]
— otter. JHY0 HUNA 1210

—E—

Purpose of the Release of Informatio

_._{ At my request, OR
___ Specify reason: __
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Conditinns of Authurization

1. This Authorization will expice on:

[ may revoke this Authorization at any time by notilvigl American Healtheare

Serviees, P.C, in wriling, and the revacation will be effgetive on the notification

date unless the information has already been released.

3. [hawe been offercd copy of this signed Authorizatiod [form.
p/

38

Datsh) % 12706

Signature of Paren:/Legal Guardian/Authorized Person (if necgpsary):
Date:

Signature of PatientQy

B o Fr American Healthcare Services, P.C |
Date Request Completed: % Typeof e ;

Signature of Staff Completing Request: ___ o ;
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Aneeicn Healtheare Services, B

REDUCED FEE REQUEST FOLE

Chart Number ’KU‘)’

1245 P17

]

M

I g_ Ldo not have insurance

caverage or cann not/will not use my insurance or elsg
not cover-abortion services, [ therefore, must pay out
medical services. However, because T am unable to 4
Healtheare Services P.C.'s standard fee for abortion
wisli to apply for a hardship reduced fee for the servi

my insurance plan will
pf pocket for my
Y'ord American

arting at $1,115.00,1
des rendered to me.

Date: ff" ‘% -/ 0
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Anterican Healthguee Services, .G

ACKNOWLEDGMENT OF RECEHT OF NOTICE OF THEAL
INFORMATHON PRIVACY PRACTICES

,P.C.

[ acknowledge that [ am in receipt of’ American Healthcare Servied
Notice of Health Information Privacy Practices.

Ao

Signature: |

Date: ¢~ 49710
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ACKNOWLEDGMENT OF RECEIPT OF NOTICE OF HRALTH
INFORMATION PRIVACY PRACTICES

| acknowdedge that [ am in receipt of American Women’s Seryjces Notice of

Health Information Privacy Practices.
i3 iy

i (IR 75
Signature: .

Aprit 14,2003
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Laminaria [nsertion & Induction of [ntrauterify

P22

e Fetal Demise.

Puticnt’s Name: . Date &f/é 2{2 .
Vital Signs: Bl’:%\U“\/ %6 Pulse: 25 . fTemp: C{ i’. 'j&

*VD*“H t.«**etkt***NWM-#nwuw*t"n#ﬂﬂ##k###t*«##tv***t
(c’/( A have discussed with the paticnt the abortion she has requested ang
Thattee and intelligent to understand the nature and consequences of her dec

3

The patient was placed in the lithotomy position. The perineum was preppei

On Pelvic Examination:

Vagina [F4VNL ( ] Other:
Cervix [ YWNL { ] Other:
Adenexa [&V?‘I:JIL [ 10Other: .
Uterus [ L [ ]Othex _[ JAnt[ IMid[
Approximate Size of Uterus:
4
13 14 15 16 17 18 19 20 21 2

I

***********##**##*#*1‘*******#*****%**#ikt##****t****t*******ﬂ

[ ] Periumbilical prep was doae. 10cc of 1% Lidocaine i

g

/SER "

Chartif:

#**4*!*‘\&**&##4‘**#‘&&

{ believe she is sufficiently

ion.

and draped.

] Post

> 33 U 2

EX T3] PEETTEIII S L LR

ajected subcutaneowsly. Under ulmonographic

us

guidance a 7-inch spinal needle was inserted through the skin and into the }

ce. (500mcg/2ec) Digoxin was injected to cause fetal demiss

#*t#**#********##***#%‘**#*t##ﬂ*#***********#*##***********#’F H

#***#**##***#i#****a*##

Larinaria insertion: Total number of Laminaria Inserted: LOCAL/TWILIGHT
g 10mm Laminaria Japonica [ ] Membranes ruptucetl.
8mm Laminaria Japonica [ ] Umbilical chord ligpted.
6mm Laminaria Japonica { ]Lamicel Smm. #
5mm Laminaria Japonica [ ] Lamicel 3mm. #
4mm Laminatia Japonica
3mm Laminaria Japonica
_ 7). 2enm Laminaria Japonica
Sterile gauze packing was then placed in the vagina. Patient was taken to ffje recovery raot for
observation,
Medications administeced and/or prescribed to her:
___Misoprostol tabs, ____ x 200 mg, p.o. started at ar/prol|and repeated every __ hys.

. Misoprostol tabs (___#) placed p.v.
___Miepristone tabs 100 mg p.o. at
___Hydrocodone

‘Dilaudid
~#Doxycycline 100 mg B.LD.

% Other: 'T,{;m‘_[ 4 3

Retum o ‘/ﬁ’/ b office on ?

—

[Ij at g

am/pra.

MDS}

pnatuge. 4
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Anverican Heabtheare Serviees, 1€

Retoyery Rovu Keeoed

- .
. ] 4', Chaetlt: __ ' “)ZQ D\ -
Ig_' ype OF Proeedure gﬁﬁl i of Waeeks: Z'r,c p)
. Bleeding Crxuuping Cumments
Time np | Intials | Mo} Mod | vy | Min N od | Hvy

vas g3y
(14’4215

/

Patient Name:,

Dude: XY

/
/
/

[ ] tbuprofer/ Tylenal adminigtered for abdominal cramping
(tbupcofen/Tylenal administrada pars el dolor abdaminaf) .
Nourishment given post-abortion (Alimento dado despues del aboth)
Jeged patient to stay for one hour (lnsté al paciente a permanscer 4;‘ una hora)
[nsteucted patient to follow-up with a 2 week visit -
(Paciente fue instruido a regrasar en & somanas para seguimiento)
Verbal and written post-operative instructions,emergency ¢
number given to patient with hec understanding
(tnstrucciones vertale y ¢strita posoperativas, contacty de-emeraes
dado 2l prciente con su comprensitng .
Aatibiotic given and-explained to pt. with pt.’s understanding
{Antibidtizo dado y sxplicado al pt. con la compransian ds pt)

ofjtact and 24 hour hotline

ta nmero de linea directa

! ¢ . .
/" [ have received the above information and medications:

{He recibido de infonnacidn y medicinas) atiént Signature |
N (lfa fiuna def paciente).

Additional Comnyeats: LV, stacted in area with of
Ringer's Lactate infusing with of Pitocin added ||I.V. was renoved

without any problems. Patient tolerated the procedure well and [denics any complaints or
discom fort.

N
4

Recovecy\Redit Nyirse Time
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American Healthcare Services, P.C.

Post-Laminaria Insertion Instructions

You have just completed the first step of your abortion procedure. The maledal that {he doctorhas
jusl placed in the apening of your ulerus is called laminaria. ILis a type of seaweed that is
compressed and prepared for medical use. Between now and the time of your preceure it will
absorb moisture and swell, opening your cenvix in a safe and natural way. This is befdg done for
your comfort and salely.

The laminaria is designed riot ta go too far up into your uterus, so don't worry about the possibiity
of this happening. will in no way interfere with your using the bathroom. You shoultalse not be
Concerned if the faminaria or gauze packing falls out. If this does oceur, just be sure 44 tell us when
you return to the office. The doctor will remove the laminaria before he/she does youf pracedure,

Do Not do Any of The Following Between Now and Your Appointment Time:
*Put anything inside of your vagina
-Have sexual intercourse -

-Use tampons

-Take a tub bath ‘
You May Take Showers and you MUST take the antibiotics, which have been preﬁcribed, as
directed.

We ¢an be reached at our 24-hour HOTLINE at 1-800-ABORTION. Our answering bervice can
raach us at any lime, so please do not hesitate to-call if you are having any problems fgfore your
rext appaintment, such as severs labor-like cramps, fever or bleeding. Do not be conggrned about
spotting or having a yellow discharge from your vagina,

YOU MUST BE ON TIME TOMMOROW. Also, you should have someone with you whi@ ¢an help
you retum home, It is important for your safety that you do not eat or drink arything fof |8 hours
prior to your appointment, THIS INCLUDES WATER, GUM AND CANDY. Also, DO NQIT, take any
medication, drugs or drink any alcohol before your procedure without your doclor’s okalf.

The day of the procedure, please wear loose fiting clothing (i.e., jogging pants, appropflate
underwear, t-shirts). Do not wear many layers of clothing. You want fo be as comfortable as
possible. There are also gowns available that you have the choice of using.

Remember that your abortion really begins when the laminaria is inserted into your cenyi.
Therefare, you MUST return for your pracedure at the scheduled time. 1f an emergencylarises
which will cause you to be late for your appoiniment, CALL US IMMEDIATELY.

You next appointment s schedule at K N on 8)b l "'57)1(3
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r Second Trimester Non-Surgical Ajprtion W

N:xmczw Churt # 158 =4 ., Date: & / / %{/O

Age: . LMP:

S|
kAR ROk R RO RO R R ROk R R kR R A R

LABORATORY TEST RESULTS:
. i .
VITALSIGNS: BPLOY_[Z). PulsRS”, Temp: T2 Ha;;'/ L weA222,

ttt**it#**L**0#*«*****V#*t###(**#t#b‘kt

BLOQD:  Het/Hgh:__ /= . RH_£EV €y

) ¢/} ;

! I
. ’ / i
URINE: Glu/Pro;Zﬁg;/ 2 /g LSPT___ . Signatucgof Lab Tech, /i\& M /

Nk R R oK R R R RO Rk ##*##*t**#****#kk****#k&****#i**t**ﬂt#*###*kt*m***#*#:****

Non-Surgical Abortion — Delivery Notes,  Date: . Tltne: Start Ead:

Ultrasound examination revealed the gestational ags/tc he whs LMP.
On 22" ultrasbund examination [ 1did, [ Jdid not oanum fetal demise.

The patient was brought intdythe exam room and placed in fe lithotjlny position. The patient was noted
to be having contractions. The gauze and laminaria were snanually maoved.

Vagina { TWNL

Cervix [ TWNL . Dilated: cm. Effaced: %

Adenexa [ TWNL .

Uterus [ JWNL [ JAat{ || Mid [ JPost Size: wks.
4

Pain Management: Paracervical block: 1% lidocaine with vasopress 1 and oxytocin.

[ JConscious sedation; i ug Fentanyl. [ 1 (ther:

nitored by pulse oximetry, NS reédings, cardiac rhythm and

The patient was continuously
awake and talking throughput the delivery.

visual observation. The patient rem,z}i

. Cardiac Rhythm:NL/ABN . Stafffné_ .

/
BP: /.. Ps . O:8at:
f
The patient [ {did or I‘P‘l] did not, spntaneously deliver the fptus and placenta.

Adjunctive measune/s’used to facilitatédelivery of the fetus/placenta andfor 10 stop bleeding:
Obstetrical' mancuvers
Forceps dssistance to delivery.

__ Sharp gtirettage of the endometriugn.
Vacuyim aspiration of amniotic fluld, blood, placentajor retained POC.
CNY decompression using a 6mm vecurrete
Utgrine massage.

Silver nitrate cauterization
Jdonscl *s solution application

Followingdglivery, the patient sat up, dressed herself, and walked tp the recovery area.
Comments: ’
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ELIM STATE OF N. J. - MBEDICAID ELIGIBILITY SYSTEM 08/09/10

424D —_— 12:28:38

4002 MEDICAID INQUIRY MELIM14

CASE 1730033671 PHRS #: 49 SCREEN OPT: QP4

d ) (F) DOB:. OR §SN:-

LR R R R R R I R A R R e L N S 222822

CASE #: 1730039671 PERS #: 498

PERSON : :
PER §: ¢9 vaMvE: (L) gD (F) D )  DOB:
ssn: i SEx: F MARTL STAT: S RACE: 2 PR CASE/PERSH: 1

BOY«IN STATUS: BUY-IN EFF DATE: L7C CDE: ORIG E
ALIEN TYPE: DOE: . CHNG DRTE: 08062010  SRCE:
TPL: NO LOCKIN: NO SPEC PROG: KO MRC: NO C
SOPERVISOR: AR WORKZR: 01 '

ELIGIBILITY SEGMENTS

CHNG DATE: 08C62010 SRCE: 517C

tkkew

0038671 / 49
DATE: 08012010

17C

ITATION: NO

EFFECT TERM ADD TRM  PGM  COTY cry EXT PHREG
DATZ DATE CDE CDE STA. SUPVN RESID TVYP DUE||DATE
08G12010 01 410 017 17

ENTER = PROCESS CLEAR = END  PFl = MAIN MENU PFZ = INQUIRY

PT3 « REFRESH PFH = SCROLL FORWARD PF6 = SCROLL NEXT SSN

TENU
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= :Ts DESCRIPTION TORAL P"YMC?EDJSA 22! macance PATIENT 4 | NAME {457
FORM DF PAYMENT: CHARGES: RAHCE:

o% ] ovisa VATEICOMMERCIAL

0 MONEY;)RDER © MASTER CARD POSIT:

© TRAVELER CHECK © DISCOVER $ABD MEDICAID

BISCOURT: O YES OAO QMAC OffEFERRAL: GSHF HNO

REASON: THANK YOU FOR USING QUR ERVICES |

Aol

J mAKE‘v\ouussLoa SIGNATURE

L7 pafIENT SIGNATURE

10400001423 11/05

AMERICAN HE
ASH

PHOJ

LL.THCARE SERVICES PC
D OFFICE CENTER
LPHA AVE #27

VOORHEES, NJ 08043

£: (B56) 427-8245

vl @ B e

LSl

il |7

142]

TOTAL

PAYMENT ADJ,

DESCRIPTION FEE CREDITE BALANCE PATIENT ¢ NAME
FORN OF PAYMENT: CHARGES: !‘SUHANGE;
] OVISA h} PRIVATE/COAMERCIAL
O f1ONEY ORDER ASTER CARD DEPQSIT:
v
O TRAVELER CHECK O DISCOVER CARD [YNJ MEBICAID
DISCOUAT- OYES ONO QNMAC REFERRAL: @SHF HMOD
REASON: THANK YOU FOR USING OUH BERVICES §
INTAKE COUNGETOR SIGNATURE
AMERICAN HHRALTHCARE SERVICES PC
ASHUAND OFFICE CENTER
ALPHA AVE #27
VOORHEES, NJ 08043
PHONE: (856) 427.6245

L94GC061428 1109
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i ABORTION RECORD

Patient Number: _ /05 Date; j Z’g/é‘
4. .

. .

% ,Z Vo WE ‘T have discussed with the patxentthe abortion she has requesjed, and [ believe she -
is sutficiently mature and intelligent to understand the nature and cqgisequences of her
condition and the procedure. The patient was reterred here with lamnaria inserted. Her

general physical exam was within normal limits,

Vita
B/P: ulsej? 2 02 Saturation: Z Temp

PRE-EVACUATI N EXAM: Co
Vagina H/O L [10ther:
Cervix ) oo meme{JOther:  Dilateds - | -omg oo o e o

Adenexa " JOther:
Uterus M ]Othér: ~—
[JANT  []MD [ OST SIZE: %wceks ‘

Paip/Management: P acervmal ble€k: 1% Lidocaine wi asopresan and oxytocin
[Midazolam mglV  [}Fentanyl Jog v IV etamine _>||cc IV

[1 Other : i
Vo< e patient was continuously monitored using pptée oximetry a\&] visual -

<,g' r ic observation. Her medital condition and vital signs | ¥4id [ ] did not refhain within
normal Iumts at all times during #e procedure.

reraldiy,, .

The panent [ 1did [ did not, spontaneously deliver the fetus anfl placenta. .

Ad]UJJCtIVC measures used to facilitate the delivery of the fetus, fite abortion
procedure a\nd/}m sfop bleeding:

Obstetrical maneuvers
Forceps use |

P cuzettage of the endometrium
17 Veouum aspiration of ammniotic flnid, blood, parts etc.
CNS decompression using 6mm vacurete
, Uterine Massage
Silver Nitrate cauterization

Monsel ’s Solution application -

Co:nmcnts
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ABORTION RECORD, PAGE 2 Chart Number;‘ﬂﬁ?, h—/S6z-

Examination of Products of Conception;
A.  Tissue Weight gm

B. POC grossly identified:

Villi [] YES [JNO . [1?
Sac: [JYES [INO {17
Parts: []YES [INO [1?
. Decidua: []YES [INO [1?
C. Fetal Foot length: mm .
D. Fina) Estimated Gestation: whs, LMP,:

E. [ } Repeat urine HCG showed:
[ ] Tissue to Lab o
_ {1 Quantitative Serum B-HCG sent to Lab
[ ] Ectopic Pregnancy Fact Bheet given to patient |

Comments: (;C/m/_ (o L’/,f—“ \/}k kéil

Pt. Should seek follow-up care: [ ] Routine F/U in 2 wee ‘

MEDICATIONS ORDERED

[ ] MicroRlogam -~ [ ] Rhogam [ ] Other

MEDICATIONS DISFENSED

[ ] Doxyceyeline 100'mg po BID x 6 da
[ 1EES 250 mg po QID x 7 days
[ Amoxicillid 1.5 gms
[ 1 Acetominophen
[]Other: |

£

0 mg po BID x 90 days, begin completion of post-op anti
500 mg 1 tablet po BID x 7 days

H

Y

iotics

Additional Comments: _
Physician’s Signature: W ?{//;/ 0
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GRACE MEDICAL SERVICES
“PROGRESS NOTE
CHARTNUMBER: N B — Jo — #beo2.
TIENT NAME: B A
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GRACE MEDICAL SERVICES
- “PROGRESS NOTE
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PATIENT NAME: N
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