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DATE:                     
 
 
PATIENT:             
 
 
CLINIC:                
 
 
FIRST DAY OF LAST MENSTRUAL PERIOD:      
 
 
 
 I,         ,  in signing this  
 
 form, state to the best of my knowledge, that there is no pregnancy  
 
confirmed or suspected at this time. 
 
 
 
PATIENT’S SIGNATURE:          
 
 
 
 
WITNESS:             


