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PARENTAL NOTIFICATION STATEMENT

I, ______________________, am aware that my daughter ___________________
   (printed biological mother’s name)           (printed patient’s name)

is having an abortion at MEADOWBROOK WOMEN’S CLINIC, P.A.

Dated this ______ day of _____________, _______

_________________________________________
(signature of biological mother)

_________________________
(notary stamp)

_________________________
(notary signature)

Dated this ______ day of _____________, _______

I, ________________________, am aware that my daughter _________________
     (printed biological father’s name)   (printed patient’s name)

is having an abortion at MEADOWBROOK WOMEN’S CLINIC, P.A.

Dated this ______ day of _____________, _______

_________________________________________
(signature of biological mother)

_________________________
(notary stamp)

_________________________
(notary signature)

Dated this ______ day of _____________, _______
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