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State of Oklahoma 

OKLAHOMA HEALTH CARE AUTHORITY 

CERTIFICATE FOR ABORTION 

Patient Name: _______________________________________________ 

Address: ________________________________________ 

________________________________________

Telephone: ________________________________________

________________________________________Physician: 

Address: ________________________________________

________________________________________ 

OHCA Provider #: ____________________________________

I certify that an abortion is necessary to save the life of the mother, or that the 
pregnancy is the result of an act of rape or incest. 

______________________ 
Physician Signature 

______________________ 
Date 
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