MISSOURI DEPARTMENT OF HEALTH AND SENIOR SERVICES
COMPLICATION REPORT FOR POST-ABORTION CARE

Patient Number Date of Birth Residence-State County City, Town or Location Date of Abortion
(Mo., Day, Yr.) (Mo., Day, Yr.)
PATIENT
la. 1b. 1c. 1d. le. 2.
Facility Name Street Address City, Town or Location State
FACILITY WHERE
ABORTION WAS
PERFORMED
3a. 3b. 3c. 3d.
Facility Name Street Address City, Town or Location State
FACILITY A b 4 4d
a. . C. .
REPORTING Was Patient Previously Seen at | If Yes, Name of Facility Street Address City, Town or Location State
COMPLICATION Another Facility for Post-Abortion
Care?
5a. Yes No 5b. 5c. 5d. 5e.
RESULT OF COMPLICATION
COMPLICATIONS: PLEASE CHECK ONE OR MORE: Hysterectomy O
LqTele Tyl o)1= o oo 4 o) o O Death of Woman O
EXCesSiVe Bleeding AftEr DISCNAITE, . .. .. .. ...u;. ;. e eeeee e e e sasmsasasa o em o e et e e e e e e 8 e e e et e O Transfusion O
ENMOOMIEIITIS, |, L o s et memsmswewm s s mem e s o e s s e e e o e B B B £ B B B B B £ B B E B m £ e e e m rm mm s O Other (Describe) O
PAIAMEIIIS, ... ceceeseeeresaeesnsereeesessesssnsmmmmmereeeeaasaaasmmmteeeeeeasasnsmsmmmseeneesasssnsnnsenesessnesnssnnsnsenesessnnsnnsmnne a 7.
g O Was Patient
ADSCESS, PEIVIC..... ... eeeeeeeeeeesemeemessensesememeseseseseseseseseseseseseseseseseses et et esesesasesasesesesasasesasasesasasesasaraseeeens O Hospitalized ves U1 No [
ULEFING PEIOTANION ... ... eeeseeeeseseseeeseeee et emeseeeseseeemeeeeeseeeeeseeeeeeeeeeeeeeeeeeee et et et et et et et et et et et et et et et et et et renenen O If Yes, Name of Hospital
Failed Abortion, Pregnancy UNndiStUrbEd, .. ...........cecermumrmsmemsmemsrmmssmnssmnsnmssmmssmsssmsssesssesssnsssnsssnsssmssnnssanssmnsnnnsen O
CTAIMDS, ...t eeueeesessssenseeneesmeaseessssssssssssseesmessnessesasssasesmeeameasmesssssssasesnsesnesssenseessssassesesssesssesseessssnnsnsen O “Hospital — Street Address
SKIN REACHON, ......ceceeerrerassessemreeeressaas s smnmemreeeeesaaassmmmeaeeeeeasasnsmnmtaseeeeesssssmnsanenesensenssnsnnsenesessnnssnsmnne a
PSYCRIBIIIC, ... eesseeemeeesseesse s e sa s s sa e e s e ae e m e s e eas e e s e s R e msEae s shaesa e e e e e eanssaae s e e e e s eannnrans O Hospital — City, Town, Location
6. Other (Describe) O
8.
Name of Attending Physician (Type or Print) Signature of Attending Physician Date of This Post-Abortion Care
PHYSICIAN (Mo., Day, Yr.)
PROVIDING
CARE
9a. 9b. 10.

MO 580-0353 (8-05)

SCHS-8 (10-80)
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