	DIVISION OF MEDICAL SERVICES

ARKANSAS MEDICAID - TITLE XIX

ACKNOWLEDGEMENT OF HYSTERECTOMY INFORMATION

	ALWAYS COMPLETE THIS SECTION

	Beneficiary’s Name
	
	
	Medicaid ID #
	

	Physician’s Name
	
	
	Date of Hysterectomy
	

	

	COMPLETE ONLY ONE OF THE REMAINING SECTIONS:  COMPLETE ALL BLANKS IN THAT SECTION

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

I 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.

	

	Witness Signature
	Date
	Patient’s Signature
	Date

	

	

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

I certify that before I performed the hysterectomy procedure on the beneficiary listed above:  (Check one)

	

	1.
	[ ]
	Prior to the hysterectomy being performed, I informed her that this operation would make her permanently incapable of reproducing.  (This certification is for retroactively eligible beneficiaries only.)

	2.
	[ ]
	She was already sterile due to
	

	
	
	
	Cause of Sterility

	3.
	[ ]
	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 emergency situation:

	
	
	

	

	
	Physician’s Signature
	Date

	

	

	Section C:  Complete this section for mentally-incompetent beneficiary only.

The guardian must petition the court for permission to sign for the patient giving consent for the procedure to be performed.  A copy of the court petition must be attached to the claim.

	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 beneficiary, it will render her permanently incapable of reproducing.

	

	Witness Signature
	Date
	Patient’s Representative Signature
	Date

	

	PHYSICIAN’S STATEMENT FOR MENTALLY INCOMPETENT

	I affirm that the hysterectomy I performed on the above beneficiary was medically necessary due to 

	

	Reason for Hysterectomy

	and was not done for sterilization purposes, and that to the best of my knowledge, the individual on whom the hysterectomy was performed is mentally incompetent.  Before I performed the hysterectomy on her, I 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 acknowledgement of receipt of the foregoing information.

	

	
	Physician’s Signature
	Date

	Attach a copy to claim form when submitting for payment.  Provide copies for patient and for your files.

ADDITIONAL DOCUMENTATION MAY BE REQUESTED BEFORE PAYMENT IS MADE.


DMS - 2606 (Rev. 7/12)

Instructions for Completing the Acknowledgement of Hysterectomy Statement Form DMS-2606:

The header information of the Acknowledgement Statement (Form DMS-2606) must be completed on all forms.  Only one of the remaining sections should be completed depending on the circumstances.

Section A 
Must be completed for the beneficiary who acknowledges receipt of information prior to surgery.  For beneficiaries with physical disabilities, the Acknowledgement of Hysterectomy statement (Form DMS-2606) must be signed by the patient.  If the patient signs with an "X", two witnesses must also sign and include a statement regarding the reason the patient signed with an "X", such as stroke, paralysis, legally blind, etc.  This procedure is to be used for patients who do not have intellectual disabilities.

Section B
Must be completed when any of the exceptions listed below exist:

1. Eligibility is retroactive.

2. She was already sterile and the cause of sterility.

3. The hysterectomy was performed because of a life threatening situation and the information concerning sterility could not be given prior to the hysterectomy.  The emergency situation must be described.

Section C
Must be completed for the mentally incompetent beneficiary.  The guardian must petition the court for permission to sign for the patient giving consent for the procedure to be performed.  A copy of the court petition must be attached to the claim.

Providers may order a supply of Form DMS-2606 from the Provider Assistance Center.  View or print the Provider Assistance Center address.  

Please note that the acknowledgement statement must be submitted with the claim for payment.

The acknowledgement statement must be signed by the patient or her representative.  The Medicaid agency will not approve payment for any hysterectomy until the acknowledgement statement has been received.

If the patient needs the Acknowledgement of Hysterectomy Information (Form DMS-2606) in an alternative format, such as large print, please contact our Americans with Disabilities Act Coordinator.  View or print the Americans with Disabilities Act Coordinator contact information.  

