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Minnesota Department of Corrections

Minnesota Correctional Facility - ____________

Request for Abortion Care Form

I, ____________________________________ request to have my pregnancy terminated by 

(Patient’s Name, printed)

either a medication or surgical abortion.

(circle one)

This is my decision.  I have not been influenced, pressured, or advised by Minnesota Correctional Facility staff in making this decision.
I have been informed that I have the right to change my mind at any time prior to the procedure.
____________________________________________



___________________

Patient’s Signature








Date

____________________________________________



___________________

Witness Signature








Date
____________________________________________

Witness Printed Name
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