Wept# |
State Medical Board of Ohio
Report of RU-486 Event

{Required pursuant to R.C. 2119.123)
To be completed by the physicisn who provided RU-486

1. Date RU-486 was provided: 2 / /3 e/

Month Day Year

2. Name of medical practice or facility at which RU-486 was provided:

brdc s

3. Address of medical practice or facility at which RU-486 was provided:

/2006 ShaKer ,6[\/0( Cle Vt{(x/u[){ YR O

4. Date pdst RU-486 event began:
09/3 7200/

5. Event(s) (Please check all that apply):

_X Incomplete abortion __ Adverse reaction to RU-486 __ Patient hospitalized

Patient received a transfusion Severe bleeding

___ Other serious event (specify)

6. Duration of event: Hours g Days

" R?Z;f[,m (ﬂ.}glﬂﬁf&' 5u%{c% L,%;Z‘?/// ) ko SsHer mufﬂ'/a//m«.

8. a. Name of physician who providéd RU-486 42@(& Zo;,m!ﬂgé l ﬂ[)
8. b. Physician’s signature &7 ' e S— M.D./D.O

Date 7//3///

Send completed forms to: . State Medical Board of OChio
Legal Department
30 E. Broad St., 3" Floor
Columbus, OH 43215-6127

MEDICAL BOARD
JUL 19 201

Prescribed: 5/--/2011



State Medical Board of Ohio
Report of RU-486 Event

{Required pursuant to R.C. 2119.123)

To be completed by the physiclan who provided RU-486

Rt a

1. D RU- i :
ate RU-486 was provided g 2 ?/ 20. / /

Month Day Year

2. Name of medical practice or facility at which RU-486 was provided:

Dredern

3. Address of medical practice or facility at which RU-486 was provided:

/R 00 SheKer ;6[\/0[ C\eueja/\,\ot dYlao

4. Date post RU-486 event began:
05 / V4 / 7]

5. Event(s) (Please check all that apply):

l Incomplete abortion __ Adverse reaction to RU-486 ____ Patient hospitatized

____ Patient received a transfusion __ Severe bleeding

___ Other serious event (specify)

6. Duration of event: Q; Hours Days

7. Remarks:
Hhorkion  rpieted s:ua:aﬁ% 5//////) wo SwHer (MA'(A'N_.
8. a. Name of physician who provifled RU-486 Lise fewiera 3 MD.

8. b. Physician’s signature —a@ @ D.O

Date 1 \\ \ry\‘\\

Send completed forms to: State Medical Board of Ohio
. Legal Department
30 E. Broad St., 3" Floor
Columbus, OH 43215-6127

MEDICAL BOARD
Prescribed: 5/~-/2011 : JUL 19 2011



R State Medical Board of Ohio
-+ .~ Report of RU-486 Event

{Required pursuant to R.C. 2119.123)
Lo ’ To be completed by the physician who provided RU-486

1. Date RU-486 was provided: JuLy |2 207/
Month ' Day Year

2. Name of medical practice or facility at which RU-486 was provided:

Planned Farenthsod oF  Movituast Ohu

3. Address of medical practice or facility at which RU-486 was provided:

11550 [ockinde #d — Bedford, 04 w1146

4. Date post RU-486 event began;
g / /5[ 11

5. Event(s) (Please check all that apply):

___Incomplete abortion —_Adverse reaction to RU-486 _%atient hospitalized
'_\/Patient received a iransfusion _'\Awere bleeding

___ Other serious event (specify)

8. Duration of event: 25 Hours Days
fpé’/ Tpr r-rf,p/ﬂ/‘
7. Remarks:
ﬂ N
8. a. Name of physician who prow/ided 6 A me s, MDD
. b. Physician’s signat / s .D./D.
8. b. Physician’s signature A 5?/ /// M.D 0
Date 2/ /
77 ;/ v/
Send completed forms to: State Medical Board of Ohio

Legal Department
30 E. Broad St., 3 Floor
Columbus, OH 43215-6127

Prescribed: 5/--/2011



State Medical Board of Ohio
Report of RU-486 Event

(Required pursuant to R.C. 2112.123)

To be completed by the physiclan who provided RU-486

1. Date RU-486 was provided: 2 &l 1]

Month Day Year

2. Name of medical practice or facility at which RU-486 was provided:

Planned Parentnosd 4 Noknoast onf-

3. Address of medical practice or facility at which RU-486 was provided:

195D Coinde P4 Cdtodl oH 49190,

4. Date post RU- 86 vent began:
2zt !

5. Event(s) (Please check all that apply):
—__Incomplete abortion ___ Adverse reaction to RU-486 ____ Patient hospitalized
____Patient received a transfusion ____ Severe bleeding

____Other serious event (specify)

6. Duration of event: Z Hours Days

7. Remarks:

o

AN A S 2 IR

17
N

8. a. Name of physician who pfowc% FﬂZMBV M { |

8. b. Physician’s signature

j / M.D./D.O

VA Sy

Send completed forms to: State Medical Board of Ohio
Legal Department
30 El Bidad$t.[8* Kloor i
Columbus, OH 43215 6127
JInn -

(S SN

Prescribed: 5/--/2011



State Medical Board of Ohio
Report of RU-486 Event

(Required pursuant to R.C. 2119.123)

To be completed by the physician who provided RU-486

1. Date RU-486 was provided: vV 271 A
Month 'Day Year

2. Name of medical practice or facility at which RU-486 was provided:
Vlswd Gporwnod . MMM/_QAM

3. Address of medical practice or facility at which RU-486 was provided:

WD Lokenle €4 Gedfod O Wiy,

4. Date post RU-486 e ent began:

i 12~

5. Event(s) (Please ciieck all that apply):

anomplete abortion ___ Adverse reaction to RU-486 ____ Patient hospitalizéd

Patient received a transtusion ____ Severe bleeding

____ Other serious event (specity)

6. Duration of event: k Hours Days

7. Hemalks;-pﬁc —9( WGW

8. a. Name of physician whoprovidad R WVW /MDD

M.D./D.O

8. b. Physician’'s signature —
7 e 1=
L3

Send completed forms to: State Medical Board of Ohio
\ Legal Department
30 E. Broad St., §Rlpqnd (€ ¥V i1
Columbus, OH 43215- -6127
Guynom samia

Prescribed: &/-/2011



St #l

State Medical Board of Ohio
Report of RU-486 Event

{Required pursuant to R.C. 2119.123)
To ba complated by the physician who provided RU-488

1. Date RU-4B6 was provided: Tanuaru \2 Zei2
Y
Month Day Year
2. Name of medical practice or facility at which RU-486 was provided:
| Ceondial  Onio Womens Ceonler

3. Address of medical praaice or tacility at which RU-486 was provided:

[BLSS  _Easy Man D Cn\u.m'ous: oM Y2213

4. Date post RU-486 event began:

2/0f1x
5. Event(s) (Please check all that apply):
... Incomplete abortion ... Adverse reaction to RU-486 ___Patient hospitalized
... Patient received a transfusion ____ Severe bleeding

_& Other serious event (specify) MM W"‘?\U

6. Duration of event: w_,z,m Hours _ . _ . Days

7.Remarks: D gnd C dmtrgy ,ﬂalaf,luﬁ /‘qu b’(&:éﬂ"v/cm 6
vp-

afvine  folloedp

8. a. Name of physician who provided RU-486 K_(;Le,v'

8. b. Physician's signature m 118 M.D./D.O
é Date 577//'1 .
Send completed forms to: State Medical Board of Ohio
Legal Department MEB,GAL BOARD

M08 WY 12 AVH 2102 30 E. Broad St., 3" Floor

Columbus, OH 43215-6127 MAY 21 2017

0iH0 40
Q4vo8 1voig3l 3ivls

Prescribed: 5/--/2011



State Medical Board of Ohio
Report of RU-486 Event

{Reguired pursuant to R.C. 2119.123)
To bs compleied by the physicisn who provided RU-488

1. Date RU-486 was provided: Mave i \4 76\
Month Day Year
2. Name of medical practice or facility at which RU-486 was provided:
‘ onio  Women
3. Address of medical practice or tacility at which RU-486 was provided:
2185 East Maa S+ Cplumbes o
4. Date post RU-486 event hegan:
5. Event(s) (Please check ail that apply):
Aomplate abortion . Adverss reaction to AU-486 ___ Patient hospitalized
wwwwww Patient received a transfusion __. . Severs bleeding
_.. Otnher serious avent (spacify)
6. Duration of event: Hours ____ __ Days

7. Remarks:

8. a. Name of physician who provided RU-486

CaHi rus  Crkind

8. b. Physician’s signature

/14 /172

Date

M.D./D.O

—

State Medical Board of Ohio
L.egal Department

30 E. Broad St., 3" Floor
Columbus, OH 43215-6127

Send completed forms to:

MAY

Prescribed: Si—~/2011

‘V\tUIVF\L- ot S M L

3 4 2012
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State Medical Board of Ohio
Report of RU-486 Event

(Required pursuant to R.C. 2119.123)

To be completed by the physician who provided RU-486

. Patient received a transfusion — Severe bleeding

___ Other serious event (specify)

1. Date RU-486 was provided: el 19 2012
Month Day Year

2. Name of medical practice or facility at which RU-486 was provided:

PPN ET
3. Address of medical practice or facility at which RU-486 was provided:
19550 Adowside R LEDi
4. Date post RU-486 event began:
’?/ ¥ / |2
5. Event(s) (Please check all that apply):
_\{lncomplete abortion ___ Adverse reaction to RU-486 __. Patient hospitalized

6. Duration of event: { Hours )1 Days

7. Remarks:

/IA /M/W

e i 6 Ao

A

8. a. Nﬁe of physxc an who pro 1ded RU 486 _@é Mavio ,&mz,te NS

8. b. Physician’s signature

AN A
DL?/ tw/// // )

@// D.O

Send completed forms to: State Medical Boérd of Ohio
Legal Department

30 E. Broad St., 3" Floor
Columbus, OH 43215-6127

Prescribed: 5/-/2011




State Medical Board of Ohio
Report of RU-486 Event

(Required pursuant to R.C. 2119.123)

To be completed by the physician who provided RU-486

1. Date RU-486 was provided: JA G 201
Month Day Year

2. Name of medical practice or facility at which RU-486 was provided:

ren EO

3. Address of medical practice or facility at which RU-486 was provided:

19550 RowSidE fob SR d,  off YY) Yo

4. Date post RU-486 event began:

1‘2/15/”

5. Event(s) (Please check all that apply):

‘/lncomplete abortion . Adverse reaction to RU-486 ____ Patient hospitalized

____ Patient received a transfusion —_ Severe bleeding

6. Duration of event: ¥ Hours 12 Days

7. Remarks:

ﬂ
8. a. Name of physician who W@S b O Bugaced s
8. b. Physician’s signature /}/ - /M/D /D.O

5
Date A

Send completed forms to: State Medical Boaﬁé of Ohio
Legal Department

30 E. Broad St., 3“ Floor
Columbus, OH 43215-6127

Prescribed: 5/--/2011



~State Medical Board of Grfio
Report of RU-486 Event

(Required pursuant to R.C. 2119.123)

To be completed by the physician who provided RU-486

1. Date RU-486 was provided: I o) 2o (]
Month Day Year
2. Name of medical practice or facility at which RU-486 was provided:
fpu €O

3. Address of medical practice or facility at which RU-486 was provided:

1955% Reweside py  LEDFED, oH 414 b

4. Date post RU-486 event began:
N3/ n

5. Event(s) (Please check all that apply):

_;Zlncomplete abortion . Adverse reaction to RU-486 ___ Patient hospitalized

Patient received a transfusion Severe bleeding

— Other serious event (specify)

6. Duration of event: | Hours ¥ _Days

7. Remarks:

8. a. Name of physician who provi WE}‘ /J’)ﬁ / Sr‘)“?’f‘/ﬁﬂ S n’? ITH

8. b. Physician’s signature M.D./D.O

Send completed forms to: State Med ical Board of Oh;o
§iz Ky 62, Legal Department
Se A 30 E. Broad St., 3" Floor
Columbus, OH 43215-68127

Prescribed: 5/-/2011



“State Medical Board of Uhio
Report of RU-486 Event

(Required pursuant to R.C. 2119.123)

To be completed by the physician who provided RU-486

1. Date RU-486 was provided: [0 t 2ol

Month Day Year

2. Name of medical practice or facility at which RU-486 was provided:
EANR=EE

3. Address of medical practice or facility at which RU-486 was provided:

19550 Lo s IBE o LEdFARAD ; OH Ud | tf (o

4. Date post RU-486 event began:
1°)19/ 1)

5. Event(s) (Please check all that apply):

—.. Incomplete abortion .. Adverse reaction to RU-486 . Patient hospitalized

__ Patient received a transfusion — Severe bleeding

__ Other serious event (specify) Hew ATo m e id

6. Duration of event: ] Hours Q/’_ Days

7. Remarks:

8. a. Name of physician who provi&idw D A smiTH

M.D./D.O

8. b. Physician’s signature | ﬂ d /.
| “5e LA polP—

Send completed forms to: State Medical Board of Ohio
Legal Department

30 E. Broad St., 3 Floor
Columbus, OH 43215-6127

A

¥

e 9 P
“ Ba b

[

Prescribed; 5/--/2011



State Medical Board of Ohio
Report of RU-486 Event

{Hequired pursuant o B.C. 2118123}

To be complated by ihe physiclan who provided RU-388

1. Date RU-486 was provided: a?;{i N 7

2

Month Dgg; Yaar

2. Name of medical practice or facility at which RU-486 was /?evkied:
PPN ) ‘ o/
londrel  Jhe)  fWmars  (artar

3. Address of medical practice or facility at which RU-486 was provided:

7, e ‘ A ; ) i ‘ o/ *
Jiss £ Myn Sha ” @fm Qvs Dy H3L43

4. Date post RU-486 event began:

KA S

5 Event(s) (Please check all that apply):

Xnmmpée’{e abortion __ Adverse reaction to RU-488 ____ Patient hospitalized

. Patien! received a transtusion ____ Severse bleeding

Cther serious event (specify)

6. Durationofevent:  Hours /;f Days

7. Hemarks:

8. a. Name of physician who provided RU-486 .

8. b. Physician’s signature AV / /m A/é nh M.D./D.O
Date /V L géﬁ// "
Send completed forms to: State Medical Board of Chio

Legal Departiment
30 E. Broad St., 3™ Floor
Columbus, OH 43215-8127

Prosorbed 52011




State Medical Board of Ohio
Report of RU-486 Event

(Required pursuant to R.C. 2119.123)

To be completed by the physician who provided RU-486

Patient received a transfusion

— Severe bleeding

1. Date RU-486 was provided: oy /I 20/3
Month Day Year
2. Name of medical practice or facility at which RU-486 was provided:
feNET

3. Address of medical practice or facility at which RU-486 was provided:

A5 350 Jockside LD

beprond HE1aHTS, o  44(d(
4. Date post RU-486 event began:

b=~

5. Event(s) (Please check all that apply):
m‘/__/lncomplete abortion . Adverse reaction to RU-486 ___ Patient hospitalized

— Other serious event (specify)

6. Duration of event:

| Hours ___& Days

7. Remarks:

8. a. Name of physician who ;gre

M D

VW)%‘W:& buiics s
e

M.D./D.O

8. b. Physician’s signature

[ bate 2 /z///”\/

Send completed forms to:

Prescribed: 5/--/2011

State Medical Boérd of Ohio
Legal Department

30 E. Broad St., 3" Floor
Columbus, OH 43215-6127




State Medical Board of Ohio
Report of RU-486 Event

(Required pursuant to R.C. 2119.123)

To be completed by the physician who provided RU-488

1. Date RU-486 was provided: g 29 )2
Month Day Year
2. Name of medical practice or facility at which RU-486 was provided:
PINED

3. Address of medical practice or facility at which RU-486 was provided:
5250 RoulsSidbe 4

pedrons HTS, o ®ide

4. Date post RU-486 event began:
b-7-

5. Event(s) (Please check all that apply):

%ncomplete abortion — Adverse reaction to RU-488 ... Patient hospitalized

Patient received a transfusion Severe bleeding

— Other serious event (specify)

6. Duration of event: ! Hours Z __ Days

7. Remarks:

/]

8. a. Name of physician whw /;Mxé' B M&MS
8. b. Physician’s signature s M.D./D.O

[sae_L 7@ // ]

Send completed forms to: State Medical Boaré of Ohao
Legal Department
30 E. Broad St., 3 Floor
Columbus, OH 43215-6127

Prescribed: 5/--/2011



State Medical Board of Ohio
Report of RU-486 Event

{Required pursuant to R.C. 2119.123)

To be completed by the physiclan who provided RU-486

1. Date RU-486 was provided: 2 5 / 7 éZ(;f Z,

Month Day Year

2. Name of mgaica% practice or facility at which RU-486 was provided:

/ éf*’ﬁtv[e‘?ﬁ, Zi‘/ ;L;f}gg@g\}g) /éfp}%;?

3. Address of medical practice or facility at which RU-486 was provided:

Wiss 7 A St Lolundus, o I D

4. Date post RU-486 event began:

OG-0

57ﬁf(s) (Please check all that apply):
#__ Incomplete abortion . Adverse reaction to RU-488 ___ Patient hospitalized
Patient received a transfusion ____ Severe bleeding

___ Other serious event {specily)

6. Durationofevent:  Hours _ Days
7. Remarks:
8. a. Name of physician who provided RU-486 C/{i 1Lt A2, 1A L
7 (
8. b. Physician’s signature 7 % ! M.D./D.O
i
Date y

*»f

Send completed forms to: State Medical Board of Ohio

Legal Department
30 E. Broad St., 3™ Floor
Columbus, OH 43215-6127




State Medical Board of Ohio
Report of RU-486 Event

(Required pursuant to R.C. 2119.123)

To be completed by the physician who provided RU-486

1. Date RU-486 was provided: 1 lo 21
Month Day Year
2. Name of medical practice or facility at which RU-486 was provided:
{INE o
3. Address of medical practice or facility at which RU-486 was provided:
19550 Rowesive Lo, bedroan, o it

4. Date post RU-486 event began:

/2] 3/1;

5. Eventi(s) (Please check all that apply):

. Incomplete abortion — Adverse reaction to RU-486

___ Patient received a transfusion — Severe bleeding

_\ZOther serious event (specify) HEW A0 1 8771

. Patient hospitalized

6. Duration of event; / Hours b Days

7. Remarks:

8. a. Name of physicia who

ﬁoﬁi -486 i’s/z,. 5%&:{ Sm (TH

8. b. Physician’s signajure

S ,z///‘// P

Date
State Medical Board of Oh:o
Legal Department
30 E. Broad St., 3" Floor
Columbus, OH 43215-6127

Send completed forms to:

Prescribed: 5/--/2011




Rpe 11

State Medical Board of Ohio
Report of RU-486 Event

{Required pursuant to R.C. 2119.123)
To be completed by the physician who provided RU-486

1. Date RU-486 was provided: - A -0
Month Day Year

2. Name of medical practice or facility at which RU-486 was provided:

3 LB s . % 5% y N A ~ A {f‘”z,’) .
Pt d VacenahhordA A NoVMvaor @m0

3. Address of medical practice or facility at which RU-486 was provided:

4. Date post RU-486 event began:
/IS f -

06250 Lockénde @d bedbnd HE OH 4y
U

5. Event(s) (Please check all that apply):

___ Incomplete abortion __ Adverse reaction to RU-486 . Patient hospitalized

. ‘Patient received a transfusion — Severe bleeding

_ Other serious event (specify)

6. Duration of event: i Hours Days

o

7
7. Remarks: Vs
/‘/ /
S/
P ’ /
/a %\ 4
o E ,,f"ﬁ)y. 5 i . : E P ¢
8. a. Name of physician wm?mwde RU-486p 4 id Burkbons MO

8. b. Physician’s signature | L/~

[T e
%% & Date

Send completed forms to: State Medical Board of Ohio
Legal Department
30 E. Broad St., 3" Floor
Columbus, OH 43215-6127

Prescribed: 5/--/2011




State Medical Board of Ohio
Report of RU-486 Event

(Required pursuant to R.C. 2119.123)

To be completed by the physician who provided RU-486

1. Date RU-486 was provided: o 0} 2o12

Month Day Year

2. Name of medical practice or facility at which RU-486 was provided:

Pl ED

3. Address of medical practice or facility at which RU-486 was provided:
25350 Lowlsipe [AD

bedrld  HeO o HTS, 6d ¥Yid b

4. Date post RU-486 event began:
b-21-12

5. Event(s) (Please check all that apply):

“\Jncomplete abortion __ Adverse reaction to RU-486 ____ Patient hospitalized

___ Patient received a transfusion . Severe bleeding

. Other serious event (specify)

6. Duration of event: Y Hours ‘ Days

7. Remarks:

M.D./D.O

Send completed forms to: State Medical BOard of Ohio
Legal Department
30 E. Broad St., 3" Floor
Columbus, OH 43215-6127

Prescribed; 5/--/2011
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State Medical Board of Ohio
Report of RU-486 Event

(Required pursuant to R.C. 2119.123)

To be completed by the physician who provided RU-486

1. Date RU-486 was provided: f%f" / ol )
Month Day Year

2. Namﬁe of medical practice or facility at which RU-486 was provided:

sz”??%”f Vi

3. Address of medical practice or facility at which RU-486 was provided:

4 ] /g s o b f Frl g~
|Qo00  Dluked gjigﬂg Cleve. DOH YH412LD

4. Date post RU-486 event began:
o9, f}'{gj&

5. Event(s) (Please check all that apply):

_E{!/rw/comprete abortion ___Adverse reaction to RU-486 ____ Patient hospitalized
____ Patient received a transfusion ____ Severe bleeding

___ Ofther serious event (specify)

6. Duration of event: Z Hours Days

7. Remarks | N
ﬁi »’;z; o ;’g;v; f‘?{,r;i,/; St j]" igiz/?ﬁ/?if po %uﬁi@? éﬁ”ﬁ?{;{fﬂgm

§;’

8. a. Name of physician who provided RU-486 55;%* A s sl A0,
8. b. Physician’s signature e M»«wwjif“““‘m b % ;;’ D.O
Send completed forms to: State Medical Board of Ohio

Legal Department
30 E. Broad St., 3 Floor
Columbus, OH 43215-8127

Prescribed: 5/--/2011



State Medical Board of Ohio
Report of RU-486 Event

(Required pursuant to R.C. 2119.123)

To be completed by the physician who provided RU-486

1. Date RU-486 was provided: 7% 30 Ol Z.
Month Day Year

2. Name of medical practice or facility at which RU-486 was provided:

A ,
;’{”} e ifﬁ v,

3. Address of medical practice or facility at which RU-486 was provided:

e, 14 el s o
Ho YHdiao

; e . A1 A
E ;}i {oCAs f‘;}é@.gag { {j}? ggife £ L gfg‘, Ve . o

4. Date post RU-486 event began:
P 9 };{fz{gifg

5. Event(s) (Please check all that apply):

Acampiete abortion . Adverse reaction to RU-486 ____ Patient hospitalized
__Patient received a transfusion ____Severe bleeding

___ Other serious event (specify)

3
6. Duration of event: o~ Hours Days
7. Remarks:
gﬁ%&sj s (pryf fi §J%{5Q%$ i“?/,!i/;i j e s ?i%f fa’?}?ﬂ?ﬁ?z’ fk/‘ge@"%
7 ! S ey e b A
8. b. Physician’s signature D ;ﬁé/‘{)g
4 ) jf [
Date wreyz
Send completed forms to: State Medical Board of Ohio

Legal Department
30 E. Broad St., 3" Floor
Columbus, OH 43215-6127

Prescribed; 5/-/2011



State Medical Board of Ohio
Report of RU-486 Event

(Required pursuant to R.C. 2119.123)

To be completed by the physician who provided RU-486

1. Date RU-486 was provided: x4 e 26 (]

Month Day Year

2. Name of medical practice or facility at which RU-486 was provided:
P lannest T Etink ool A \E\E{E\?‘%@\Q&Yi C o

3. Address of medical practice or facility at which RU-486 was provided:

14SE0 Rodesidy € Bedfod o 44 G

4. Date post RU-486 event began:
tofzt /1

5. Egent(s} (Please check all that apply):

EE Incomplete abortion __ Adverse reaction to RU-486 __ Patient hospitalized
. Patient received a transfusion —__ Severe bleeding

. Other serious event (specify)

6. Duration of event: Hours Days

7.Remarks: A Liaic SUdEw perrumed  WikhsUst Cansplicatn

AR RS s, £ - 7 P T A B
sFuled  medicané~ Qe+

8. a. Name of physician who prof(ecf 2U-486") o 5}?& *{%

8. b. Physician’s signature

Send completed forms to: State Medical Board of Ohio
Legal Department
30 E. Broad St., 3" Floor
Columbus, OH 43215-6127

Prescribed: 5/--/2011



State Medical Board of Ohio
Report of RU-486 Event

(Required pursuant to R.C. 2119.123)

To be completed by the physician who provided RU-486

1. Date RU-486 w

as provided:

5 (o 2O (2

Month Day Year

2. Name of medic

Plannd ¢

al practice or facility at which RU-486 was provided:

sremtuesd 06 Novtad s+ Ghio

3. Address of med

cali practice or facility at which RU-486 was provided:

56360 (Lockinds B Bo lad Hie O dd(d(

4. Date post RU-486 event began:

21012~

3

5. Event(s) (Please

v .
_ Incomplete abortic

___ Patient received a

Other serious eve

N

check all that apply):

n ____ Adverse reaction to RU-486 ____ Patient hospitalized

transfusion — Severe bleeding

t (specity)

6. Duration of event:

Hours Days

7. Remarks:

8. a. Name of phys

8. b. Physician’s sig

cian who provid

nature

e \RY-#86 Spraht £ Spitin M D
Wil

- Date 3/077/12—

M.D./D.O

Send completed for

Prescribed: 5/--/2011

State Medical Board of Ohio
Legal Department

30 E. Broad St., 3" Floor
Columbus, OH 43215-6127

ms to:




State Medical Board of Ohio
Report of RU-486 Event

(Required pursuant to R.C. 2119.123)

To be completed by the physician who provided RU-486

1. Date RU-486 was provided: 9 /? 2017~

Month Day Year

2. Name of medical practice or facility at which RU-486 was provided:

gf@i%w&{ﬁ Q@Eﬂg?{/ﬁ/& éf}j d}( 't\\sgfxg%fefkéé s @gjaf?(}

3. Address of medical practice or facility at which RU-486 was provided:

25260 Yovknde Cd Bedlod s OH w4

4. Date post RU-486 event began:

5120]r

5. Event(s) (Please check all that apply):

Incomplete abortion _ Adverse reaction to RU-486 . Patient hospitalized

.. Patient received a transfusion .. Severe bleeding

___ Other serious event (specify)

6. Duration of event: / _Hours Days

7. Remarks: A

o ‘;@% /{

8. a. Name of physician whw R}JZBS ? o _BUrl 3}5»; ¢ MDD
| £~ = (D /DO

=
Y pate_ S /7

8. b. Physician’s signature

Send completed forms to: State Medical Board of Ohio
Legal Department
30 E. Broad St., 3" Floor
Columbus, OH 43215-6127

Prescribed: 5/--/2011



State Medical Board of Ohio
Report of RU-486 Event

(Required pursuant to R.C. 2119.123)

To be completed by the physician who provided RU-486

1. Date RU-486 was provided: 2, ) 7] 0] —

Month Day Year

2. Name of medical practice or facility at which RU-486 was provided:

?[&Wg Pore nnovA C{z\} ?\\M\/\Qﬂﬁﬂr Oho

3 Address of medical practice or facility at which RU-486 was provided:
35250 Lodconbe €K
EM Fovdh Hts OH 4Y(40

4. Date post RU-486 event began: L// / y /
1Y/ 12—

5. Event(s) (Please check all that apply):

ﬁncomplete abortion ___ Adverse reaction to RU-486 ____ Patient hospitalized

. Patient received a transfusion Severe bleeding

___ Other serious event (specify)

6. Duration of event: Z Hours Days

7. Remarks:

8. a. Name of physician who /721{} 486 Sdval b Sk MD

8. b. Physician’s signature

. . M.D,// D.O
Date S/K/ZLM//Q/

Send completed forms to: State Medical Board of Ohio
Legal Department
30 E. Broad St., 3" Floor
Columbus, OH 43215-6127

Prescribed: 5/--/2011



State Medical Board of Ohio
Report of RU-486 Event

(Required pursuant to R.C. 2118.123)

To be completed by the physician who provided RU-486

1. Date RU-486 was provided: o -2 |7~
Month - 5ay k \;ea‘,r

2. Name of medical practice or facility at which RU-486 was provided:

Pl d Paremnpsd %/‘MW&% Ohno

3. Address of medical practice or facility at which RU-486 was provided:

16050 Locende (A WM W o 4Yidb

4. Date post RU-486 eve tb;sgan

Yy

5. Event(s) (Please check all that apply):

Zlncomplete abortion .. Adverse reaction to RU-486 ___ Patient hospitalized

___ Patient received a transfusion __ Severe bleeding

___ Other serious event (specify)

6. Duration of event: / Hours Days

7. Remarks:

8. a. Name of physician @ ﬁﬁ Datd M Evieons /MDD

M.D./D.O

8. b. Physician’s signature

Date [/f./M//Z/

Send completed forms to: State Medical Board of Ohio
Legal Department
30 E. Broad St., 3" Floor
Columbus, OH 43215-6127

Prescribed: 5/--/2011



State Medical Board of Ohio
Report of RU-486 Event

(Required pursuant to R.C. 2119.123)

To be completed by the physician who provided RU-486

1. Date RU-486 was provided: 3 1 Z, 20302

Month Day Year

2. Name of medical practice or facility at which RU-486 was provided:

Pl J Parenthost A Novihedsie (Dl

3. Address of medical practice or facility at which RU-486 was provided:
BSHD Lacbirde €d
Pedfodh Hte 0w yu/dp

4. Date post RU-486 event began:

J[5)

5. Event(s) (Please check all that apply):

\/lncomplete abortion .. Adverse reaction to RU-486 ___ Patient hospitalized

. Patient received a transfusion —_ Severe bleeding

. Other serious event (specify)

6. Duration of event: ! Hours Days

7. Remarks:

8. a. Name of physician who provided, RU-486 <§ v I pryi’m D

8. b. Physician’s signature . [/ /) L/ M.D./D.O
Vel 3 [
Send completed forms to: State Medical Board of Ohio

Legal Department
30 E. Broad St., 3™ Floor
Columbus, OH 43215-6127

Prescribed: 5/--/2011




‘State Medical Board of Ohio
Report of RU-486 Event

(Required pursuant to R.C. 2119.123)

To be completed by the physician who provided RU-486

1. Date RU-486 was provided: UL { L 2012—

Month Day Year

2. Name of medxcal practice or facmty at Wthh RU-486 was provided:

{lawnd Vigwivosd sf;/ Novies t Gy

3. Address of medlcal practice o ility at which RU-486 was provided:
V7510, [/2,05?564% cf{ gg
4. Date post ﬁU 486 event began:

hal i

5. Event(s) (Please check all that apply):

yd

{lncompleta abortion . Adverse reaction to RU-486 ____ Patient hospitalized

___ Patient received a transfusion . Severe bleeding

____ Other serious event (specify)

6. Duration of event: Z Hours Days

7. Remarks:
8. a. Name of physician who prcwié(/ﬁ&%? Ml St AL
i/ 7 o~
8. b. Physician’s signature ﬂ J; — , M.D,/D.O
Date {J!%”Q N
Send completed forms to: State Medical Board of Ohio

Legal Department
30 E. Broad St., 3" Floor
Columbus, OH 43215-6127

Prescribed: 5/--/2011



@,Wz/?f 75

State Medical Board of Ohin
Report of RU-486 Event

{Required pursuant to R.C. 2119.123)

To be completed by the physiclian who provided RU-4885

1. Date RU-486 was provided: q /ﬂz/ /,Z_,

I
Month Day Year

2. Name of medical practice or facility at which RU-486 was provided:

[ atan Ol [maws (o

3. Address of medical practice or facility at which RU-486 was provided:

N o SR
4455 T Jug) Jeeer bod's, Ok 43143

4. Date post RU-4886 event began: A
([ { el

5. Event(s) (Please check all that apply):

_¥ Incomplete abortion _ Adverse reaction to RU-488 ____ Patient hospitalized

Patient received a transtusion Severe bleeding

Other serious event (specify}

6. Duration of event. _ L"f ~ Hours /éw Days

7. Remarks: Pr endcuoan—ie s \@CV N O
A o & b e

8. a. Name of physician who provided RU-486 N Hode/
8. b. Physician’s signature W/(/

b wl2l (1
Send completed forms to: State Medical Board of Chioc

Legal Department
30 E. Broad St., 3” Floor
Columbus, OH 43215-6127



géig;?;/&ﬁ # 24
State Medical Board of Ohio
&~ Report of RU-486 Event

{(Required pursuant to R.C. 2119.123)

To be completed by the physician who provided RU-486

1. Date RU-486 was provided: Toly 32 7207

Month Day Year

2. Name of medical practice or facility at which RU-486 was provided:
Planneed Parerttinced of Gireadter Cwic

3. Address of medical practice or facility at which RU-486 was provided:
75350 Rockgide ’

Bedford HAs, oH Y414y,

4. Date post RU-486 event began:
TE et

5. Event(s) (Please check all that apply):

Incomplete abortion ___ Adverse reaction to RU-486 . Patient hospitalized

. Patient received a transfusion — Severe bleeding

.. Other serious event (specify)

6. Duration of event: Hours l Days

7. Remarks:

7/

7/

8. a. Name of physician who prcvidw M\{M Buctons, MD —-

8. b. Physician’s signature // [/ s /' MD./DO
o L
at
M,‘ / v ] 7
v v
Send completed forms to: State Medical Board of Ohio

Legal Department
30 E. Broad St., 3" Floor
Columbus, OH 43215-8127

Prescribed: 5/--/2011



State Medical Board of Ohio
Report of RU-486 Event

(Required pursuant to R.C. 2119.123)

et To be completed by the physician who provided RU-486

1. Date RU-486 was provided: ‘ Auqust ac 2017
Month Day Year

2. Name of medical practice or facility at which RU-486 was provided:

Planned P&remﬁ/teocf of Greater Ohio

3. Address of medical practice or facility at which RU-486 was provided:
25350 fockside Rd , Bedford Hts, O 4446

4. Date post RU-486 event began:
i|is] 2012

5. Event(s) (Please check all that apply):

_\Ancomptete abortion ____ Adverse reaction to RU-486 ___ Patient hospitalized

. Patient received a transfusion ___ Severe bleeding

.. Other serious event (specify)

[ g e
6. Duration of event: Hours . Days

7. Remarks:

T

8. a. Name of physician who prm-éfs D{:/wisi Burkens , MD

7
8. b. Physician’s signature / ( / ,};’//MD D.O
(s

[ V]

Send completed forms to; State Medical Board of Cghio
' Legal Department
30 E. Broad St., 3" Floor
Columbus, OH 43215-6127

Prescribed: 5/--/2011



e

Sf:ate Medical Board of
Report of RU-486 |

T

{(Required pursuant to R.C. 2119,123

!D be completed by the physician who provided

Ohio
Fvent

)

RU-486

1. Date RU-486 was provided:

St

e

7.0 7

Month

Day Year

2. Name of medical practice or facility at which RU-486 was provided:
Plavne d  Parenthesd of Geeater oniwo

3. Address of medical practice or

2. S50 Rockside Rd

facility at which RU-486 was provig
) @Qdﬁ?ﬁ(‘a 'H/'hi / OH H

ded:
Y146

o]z | Iz

4. Date post RU-486 event began

5. Event(s) (Please check all that

“\ﬁncomplete abortion

Patient received a transfusion

_.... Other serious event (specify)

apply):

__ Adverse reaction to RU-486

__ Severe bleeding

1 Patient hospitalized

6. Duration of event;

e Hours ___j_____ Days

7. Remarks:

8. b. Physician’s signatur

8. a. Name of physician who provi

i, VD

4

|

 RU-486 ;;g&mh Smit

&

M.D./D.O

AN
odb__I[I5 /1>

Send completed forms to:

Prescribed: 5/--/2011

State %dicai Board of Ohio
Legal Department

30 E. Broad St., 3" Floor
olumbus, OH 43215-6127

C




St;:ate Medical Board of 'Ohio
Report of RU-486 Event

{Required pursuant to R.C. 2119,123)

Té) be completed by the physician who provided (RU-486

1. Date RU-486 was provided: [© 2 KO(R
Month i Day Year

2. Name of medical practice or fability at which RU-486 was provided:
Pradd ch  Pagentiood oF GLOATEL ©HAe

3. Address of medical practice or facility at which RU-486 was provided:
L5350 QoclSidve LD |
Ledrod H73, oH Yuidlk

4. Date post RU-486 event began
yiwfia

5. Event(s) (Please check all that apply):

___ Incomplete abortion __ Adverse reaction to RU’486 ____ Patient hospitalized

___ Patient received a transfusion ___ Severe bleeding

__\Z Other serious event (specify) __|N Feen oAl

6. Duration of event: & HoLsrs (e Days

7.Remarks: ThenTed Wi fo AL S x 14 | pgays

8. a. Name of physician who provi fed RU-486 3}4/ Doniidy Buatiesds, D .

8. b. Physician’s signature h i / /) D.O
Date /! /! / 4{/ / /3

fo

State Medical Boagd of Oh
Legal Department

30 E. Broad St., 3" Floor
Columbus, OH 43215-6127

Send completed forms io:

Prascribed; 5/--/2011




Rer

—

Séate Medical Board of
yort of RU-486 Event

o be-completed by the physician who provided

(Required pursuant to R.C. 2119.123)

Ohio

RU-486

1. Date RU-486 was provided:

H
i
1
i

10

| 7 HO[L

Month

| Day

Year

2. Name of medical practice or facmty at which RU-486 was provxded

PuaidEDd  lapenrHood oF  GabaTew| 0he
3. Address of medical practice or facility at which RU-486 was provided:
75350 focicssyel Lo
Lopread  HTL, od Hd (d b
4. Date post RU-486 event began
H=%-12

_.. Incomplete abortion

Patient received a transfusion

5. Event(s) (Please check all that apply)

____Adverse reaction to RU-488 "

<

evere bleeding

. Patient hospitalized

___ Other serious event (specify)

6. Duration of event:

Hours

©”~  Days

7. Remarks:

4

8. a. Name of physician who provic

8. b. Physician’s signature

id

RU-48 DAV @

wdiods MDD

/M.D. /D.0

Vi

%a e

Send completed forms to: S
L

i

Prescribed: 5/--/2011

egal Department
30 E. Broad St., 3 Floor
Col

tate Medical Board of é)h

umbus, OH 43215-6127




Stg:a!:e Medical Board of Ohio
Report of RU-486 Event

(Required pursuant to R.C. 2119.123)

o be completed by the physiclan who provided RU-488

—~

1. Date RU-486 was provided: : /| g A0 2
Month Day Year

2. Name of medical practice or facility at which RU-486 was providéed:

fumid ) PafentHood OF  Gredved  Otho

3. Address of medical practice or faoility at which RU-486 was provided:

45350 RecLs\dbe Lo, EEdALL TR H 4414

D

4. Date post RU-486 event began
/ 2%

5. Event(s) (Please check all that apply):

%compiete abortion . Adverse reaction to RU-486 . Patient hospitalized
____Patient received a transfusion . Severe bleeding

.. Other serious event (specity)

6. Duration of event: 2 Hours 5 Dpays

7. Remarks;

8. a. Name of physician who prgiviged 486 Wi DagTy ELW,«#S}, m

8. b. Physician’s signature / / WO
a1 —

D
ate v

Send completed forms to: State Medical Board of Oh /
' Legal Department

30 E. Broad St., 3" Floor
Columbus, OH 43215-6127

Prescribed: 5/-/2011




Sf.ate Medical Board of Ohio
Report of RU-486 Event

(Required pursuant to R.C. 2119.123)

o

o be completed by the physician who provided |RU-486

1. Date RU-486 was provided: i e’ 202
Month k Day Year

2. Name of medical practice or facility at which RU-486 was provided:
PiAnded PatotiHeod oF Grorret otho

3. Address of medical practice or facility at which RU-486 was provided:
25350 leceSide 1D
LEbFOND HTS, 0 YHY(dl

4. Date post RU-486 event began

5. Event(s) (Please check all that apply):

— Incomplete abortion . Adverse reaction to RU-486 ____ Patient hospitalized

____ Patient received a transfusion ____ Severe bleeding

,\,__/Other serious event (specify) __IHEmATOM BT TIEATEDN iTH  LERS P AATION

6. Duration of event: <) Hours )1 Days

7. Remarks:

7

8. a. Name of physician who prov:c %}7//?5%/ DAV 1D | il odS , )
8. b. Physician’s signature .D.J/D.O

" ke ///44//7

tate Medical Bo/ard of Oh
egal Department

0 E. Broad St., 3" Floor
olumbus, OH 43215-6127

Send completed forms to:

£ (D

Prescribed; 5/~-/2011




St:;ate Medical Board of Ohio
Regort of RU-486 Event

(Required pursuant to R.C. 2119.123)

To be completed by the physician who provided jRU-486

1. Date RU-486 was provided: [0 | ¥ SOOI
Month Day Year

2. Name of medical practice or facility at which RU-486 was provided:
fialded  Patenmood  of QlEATEL OHheo

3. Address of medical practice or facimy at which RU-486 was provigled:
25350 RowiSibe Rp

LEdDFOMY HTS o Y YHIYE

4. Date post RU-486 event began
19/29 (12

5. Event(s) (Please check all that apply):

__\A‘tcompiete abortion ____Adverse reaction to RU-486 ____ Patient hospitalized

Patient received a transfusion Severe bleeding

____ Other serious event (specify)

6. Duration of event: ¥ _Hours ___ X Days
7. Remarks:
~ [
8. a. Name of physician who provided RU-486 ) Jiz/ JBW wfalonS, . B,
£

8. b. Physician’s signature [ M.D./D.O

i

ey
Date Lﬁ ,i/]%/ ‘/;/%//%
{ l

State Medical 88ard of Ohio
Legal Department

30 E. Broad St., 3 Floor
Columbus, OH 43215-6127

Send completed forms to:

Prescribed: 5/--/2011




State Medical Board of Ohio
Report of RU-486 Event

(Required pursuant to R.C. 2919.123)

To be completed by the physician who provided RU-486

-

1. Date RU-486 was provided: | 2 }

R

Month Da‘{ Year

2. Name of medical practice or facility at which RU-486 was provided:

H £
(L

5. Event(s) (Please check all that apply):

.« Incomplete abortion ___Adverse reaction to RU-486 ____ Patient hospitalized

____Patient received a transfusion ___ Severe bleeding

____Other serious event {specify)

e §§§§§w -
6. Duration of event: % Hours ? Days

7. Remarks:

8. b. Physician’s signature NANALe o ¢ i D00
/ v - P e
Date ey}

Send completed forms to: State Medical Board of Ohio

Legal Department
30 E. Broad St., 3" Floor
Columbus, OH 43215-6127

Prescribed: 5/--/2011, Rev. 12/13/12



Sﬁate Medical Board of Ohio
Report of RU-486 Event

(Required pursuant to R.C. 21 19.123)

]

o be completed by the physician who provided |RU-486

1. Date RU-486 was provided: ) ["F (7

: !
Month Day Year

2. Name of medical practice or fa{ciiity at which RU-486 was provided:

VNI 9%@4 iHooo CF GhetTen. gHho

3. Address of medical practice or facility at which RU-486 was provided:

25250 feckswE A, LEDioad HTS, oy Y1y

4. Date post RU-486 event began

5. Event(s) (Pleasé check all that épp!y):

4complete abortion . Adverse reaction to RU-486 . Patient hospitalized
. Patient received a transfusion . Severe bleeding

___ Other serious event (specify)

6. Duration of event: ___ =/ Hours 2 Days

7. Remarks:

8. a. Name of physician who provided f{ifi486 DL SaadH Levg ém /

8. b. Physician’s signature { ok M.D./ D0
(_/Dpate 7L 72/) 2

Send completed forms to: State Medical Board of Ohio M

Legal Department
30 E. Broad St., 3" Floor
Columbus, OH 43215-6127

Prescribed: 5/~/2011




State Medical Board of
Report of RU-486 |

(Required pursuant to R.C. 2119.123

To be completed by the physiclan who provided

Ohio

Fvent

)

RU-486

1. Date RU-486 was provided:

F

(o

!

Month

Day Year

2. Name of medical practice or facility at which RU-486 was provide

To

3. Address of medical practice or facility at which RU-486 was provi

ra By -
? i}gégyf‘? s i €

LA

A5

wh

i

&

4. Date post RU-486 event began:

5. Event(s) (Please check all that apply):

&

s
v Incomplete abortion . Adverse reaction to RU-486

___ Patient received a transfusion - Severe bleeding

__.. Other serious event (specify)

____ Patient hospitalized

6. Duration of event: Hours Days

7. Remarks:

8. a. Name of physician who provided RU-486 | D A
S //Jy/

7 S e
- 4

8. b. Physician’s signature

I
H

J

Date

Send completed forms to; State Medical Board of Ohio
Legal Department
30 E. Broad St., 3" Floor

Columbus, OH 43215-6127

Prescribed: 5/-/2011




Sfate Medical Board of

(Required pursuant to R.C. 2119.127

To be completed by the physician who provided

Ohio

Report of RU-486 Event

)

RU-486

1. Date RU-486 was provided: 2

5 2015
‘ Month ' Day Year
2. Name of medical practice or facility at which RU-486 was provided:
Oupined  lanenieod  coF  Gperren éwho
3. Address of medical practice or facility at which RU-486 was provided:
25250 Quceswe Ao Ledioad TS, oH|  YYiy
4. Date post RU-486 event began:fE
' Ldot 71D
5. Event(s) (Please check all that apply):
hd incomplete abortion _____ Adverse reac?iion to RU-486 ___ Patient hospitalized
____ Patient received a transfusion . Severe bleeding
. Other serious event (specify)
. < 74
6. Duration of event: Hours t Days
7. Remarks:
8. a. Name of physician who provided RU-486 D1 <spist  [Len g o
8. b. Physician’s signature . Aﬁ‘x” At — M:D./D.O
/ (18 ]/ %
{ / Date [ s
Send completed forms to: State Medical Board of Ohio

Legal Department
30 E. Broad St., 3" Floor
Columbus, OH 43215-6127

Prescribed: 5/--/2011




State Medical Board of
Report of RU-486 |

(Required pursuant to R.C. 2119.123

Tb be completed by the physician who provided

Ohio

Fvent

1. Date RU-486 was provided: 2 o J013
, Month Day Year
2. Name of medical practice or faicility at which RU-486 was provided:
i pnNed P oty %;@ D COF Gledrtenn @Hho
3. Address of medical practice or facility at which RU-486 was provided:
15250 Loceside fAb , LEDFond HIS, oy Y414

4. Date post RU-486 event began:

i

G- 2

5. Event(s) (Please check all that apply):

%complete abortion . Adverse reaction to RU-486

__ Patient received a transfusion ____ Severe bleeding

. Other serious event (specify)

. Patient hospitalized

6. Durationofevent: ___ =~ ' Hours % Days
E“N%%W
7. Remarks:
/ App

AN G T

8. a. Name of physician who provided RUgﬁéﬁ DI Sandgr .
8. b. Physician’s signature ( 5*‘/}/ Y L M.D//D.O
i .. ;{32;,}2?;?/«‘ Ty
/éate T/

Send completed forms to: State Medical Board of Ohio

Legal Department
30 E. Broad St., 3" Floor

Columbus, OH 43215-6127

Prescribed: 5/--/2011




State Medical Board of Ohio
Report of RU-486 Event

{Required pursuant to R.C. 2919.123)

To be completed by the physician who provided RU-486

1. Date RU-486 was provided: T

Month Day Year

2. Name of medical practice or facility at which RU-486 was provided:

5. Event(s) (Please check all that apply): /

e
1/ Incomplete abortion ___Adverse reaction to RU-486 ____ Patient hospitalized
___ Patient received a transfusion ___ Severe bleeding

____ Other serious event (specify)

6. Duration of event: Hours " Days

7. Remarks:

8. a. Name of physician who provided RU-486 Y 2 Dol
//f;} S '?*x} ’ A e
8. b. Physician’s signature 17 /e ‘fw{fi L - ﬁﬂ”/“ 0
g 243~

Date

Send completed forms to: State Medical Board of Ohio
Legal Department
30 E. Broad St., 3" Floor
Columbus, OH 43215-6127

Preseribed: 5772011, Rev. 12/13/12





