
 

Certificate to Request Funds for Abortion 

The Hyde Amendment allows federal funds to be expended for an abortion only “(1) if the pregnancy is the result of an act 

of rape or incest; or (2) in the case where a woman suffers from a physical disorder, physical injury, or physical illness, 

including a life-endangering physical condition caused by or arising from the pregnancy itself, that would, as certified by a 

physician, place the woman in danger of death unless an abortion is performed.” Section 508(a) of Public Law 111–8. 

In accordance with a 2001 order of the Supreme Court of the State of Alaska, the Alaska Medicaid program must, under 

certain circumstances, provide funding for abortions for women who receive Alaska Medicaid but for whom the abortion is 

not covered by the federal Medicaid program. If the abortion is medically necessary and not elective, the Alaska Medicaid 

program may pay some or all of the costs. This form will permit the program to determine the proper source of funds for 

such payment. 

_________________________________________________  ________________________________________ 
Recipient’s Full Name       Recipient’s Medicaid Identification Number 

 

had an abortion procedure performed on   /  /  (month /day/ year). 

 I certify based upon all of the information available to me that before performing the abortion procedure on the 

above patient her pregnancy was the result of an act of rape or incest, or the abortion procedure on the above 

patient was performed due to physical disorder, physical injury, or physical illness, including a life-endangering 

physical condition caused by or arising from the pregnancy itself, that would place the woman in danger of death 

unless an abortion was performed. 

 I certify based upon all of the information available to me that the above does not apply, but the abortion procedure 

was medically necessary. 

This certificate must be signed and dated by the recipient’s attending physician and must be submitted to the Division of 

Health Care Services. The original is to be kept in the provider’s file for the patient with all supporting documentation. No 

payment will be made for an abortion without a signed certificate on file. 

_________________________________________________M.D. or D.O.  

Printed Name of Recipient’s Attending Physician 

_________________________________________________ M.D. or D.O. _____/_____/_____ (month/day/year) 

Signature of Recipient’s Attending Physician     Date of Physician’s Signature  

 

The completed and signed certificate must be submitted by one of the following methods: 
 

HCS.medicalreview@alaska.gov  
(email of origin must be HIPAA-compliant email) 

Operations.MedicalReview@hss.soa.directak.net  
(for providers with a healtheConnect Alaska account) 

Alaska Division of Health Care Services 
Attention: Medical Review 

4601 Business Park Blvd., Bldg. K 
Anchorage, AK 99503-7167 
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