Sfﬁate Medical Board of
Reg)ort of RU-486 |

 (Required pursuant to R.C. 2119,123

Té be completed by the physician who provided

Ohio

Fvent

)

RU-486

1. Date RU-486 was provided: 1

25350 RoclSibe Bl

[0 Es XOMR
i Month Day Year
2. Name of medical practice or faicility at which RU-486 was provided:
fLalded  Patenniood , of GiErTeL fBtho
3. Address of medical practice or facility at which RU-486 was provided:

LEDFo  H7s , o L{?‘Hqﬂtp
4. Date post RU-486 event began:
19/2% /12

___ Other serious event (specify)

5. Event(s) (Please check all that apply):
_\Awomp!ate abortion ____ Adverse reaction to RU-486 | Patient hospitalized
__ Patient recelved a transfusion ___ Severe bleeding

6. Duration of event: ¥ Hours X Days

7. Remarks:

/

]

weiloS, M B,

i - /
8. a. Name of physician who provided RU-488 Ao/ Nass/
=

| M.D./D.O

8. b. Physician’s signature k 1 L:Y L
Date / / / Q’(/ [ %
| 77 LA 0]
Send completed forms to: State Medical Bgard of Ohio

Legal Department
30 E. Broad St., 3" Floor
Qo!umbus, OH 43215-6127

Prescribed; 5--/2011




-t

Sfate Medical Board of [Ohio
Report of RU-486 Event

{Required pursuant to R.C, 2118,123)
o be completed by the physiclan who provided jRU-486

1. Date RU-486 was provided: T

1Y Ro 1=

Month

Day Year

Puiiied  PateiTHood OF Grorret otho

2. Name of medical practice or fefci!ity at which RU-486 was provided:

25350 flewsSide D
LEdFOND HS, 0 HY(4 b

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

4. Date post RU-486 event began

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

—_ Incomplete abortion ____ Adverse reaction to RU-486

___ Patient recelved a transfusion ____ Severe bleeding

. Patient hospitalized

D iTH BRI P AT 1o

_\(Other serious event (specify) 'I"H?‘m ATOM BTG TILENTEDN U

6. Duration of event: < Hours ¥ _Days

7. Remarks:

{buslil 0 AS , mv D

8. a. Name of physician who proviéé’d%& ,ﬁ/ DAV D

8. b. Physician’s signature £ / 3 D.YD.O
" e JJGT
Send completed forms to: State Medical Board of OhIO

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

Prescribed: 8/--/2011




Lt 4 D :
~ State Medical Board of
Report of RU-486 |

(Required pursuant to R.C. 2119.123

T;a be completed by the physiclan who provided

Ohio
Fvent

)

RU-486

____ Patient raceived a transfusion .. Severe bleeding

— Other serious event (spacify)

1. Date RU-486 was provided: Nl g ZCI2
i Month Day Year

2. Name of medical practice or fafci!ity at which RU-486 was provided:

fumided) PatewTHoeon ©F Gredreny  Otho
3. Address of medical practice or facility at which RU-486 was provided:

25350 RAULs D Lo ;o by dTs, OH O HY YL
4. Date post RU-486 event began§

} { / 2 ?’/ ) a0

5. Event(s) (Please check all that ?p;ﬁly):
Acomplete abortion ,__ Adverse reaction to RU-486 | Patient hospitalized

6. Duration of event: jol Hours 5 Days

7. Remarks:

& b/blZ/&z\JS’ mp

8. b. Physician’s signature

&D D.O

\_
Date

Ve
é!ate Medical Boan'i éf(Ohio/
Lfegal Department

30 E. Broad St., 39 Floor
Columbus, OH 43215-6127

Send completed forms to:

Prescrived:; 5/--/2011




{Required pursuant to R.C, 2118.123)

Sif:ate Medical Board of |Ohio
Report of RU-486 Event

T; be completed by the physician who provided |RU-486

1 F R O[ L

1, Date RU-486 was provided: 10

Month Day Year

P N ED n-nen i’thOD o GAEATEL

2. Name of medical practice or fajci!ity at which RU-486 was provided:

oM O

A5350 rouisrae! Lo
bepcvad L, ow U id b

3. Address of medical practice or 1'aci!ity at which RU-486 was provided:

4. Date post RU-486 event began:
H=9 12 |

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

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

E__‘_/Severe bleeding

___Patient received a transfusion

| Patient hospitalized

____Other serious event (specify)

%
6. Duration of event: | Hours ___©~ Days

7. Remarks:

8. a. Name of physician who provié RU-48 Davin feadeeds mMH

8. b. Physician's signature L///,,/i"'—%"‘T/M,D. /D.0
%)ate / // / {4// ﬂ]

Send completed forms to: State Medical Board of 6mo

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

Prescribed: 5/--/2011




{Required pursuant to R.C. 2119.123)

Stiate Medical Board of |Ohio
Report of RU-486 Event

To be comploted by the physiclan who provided |RU-486

1. Date RU-486 was provided: , I 2 R0(R

Month Day Year

2. Name of medical practice or faicility at which RU-486 was provided:
Poadd 8D Paentitood ©F  GAOATEL 6H©

!

HAE5350 Leoullibhe ﬂ,,{)
Ledfo Lo H7s, oH YU b

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

4. Date post RU-486 event began
WIIE

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

—_ Incomplete abortion ___ Adverse reaction to RU-486

___Patient received a transfusion ____Severe bleeding

,_\Z Other serious event (specify) __[N Fren oA

| Patlent hospitalized

6. Duration of event: J4] Hours 4 Dpays

7.Remarks: ThenTEd WM fo MM BOTCS x 1Y

{aY S

“oate__ // /ie!

8. a. Name of physician who proviied RU:486 bt{z Dpabin Bugtiedds, 1,0,
8. b. Physician’s signature / f) D.O

VII

Send completed forms to: State Medical Boarzd of tho
Lg.gal 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)

e To be completed by the physisian who provided RU-486

1. Date RU-486 was provided:  Avqost ac 2012

Month Day Year

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

Planned Parenmthiood of Greater Ohio

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

25350 fockside Bd , Bedford His, oft 444,

4. Date post RU-486 event began:
1]1s] 2012

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)

pray
6. Duration of event: Hours f \Z Days

7. Remarks:

T

e

e
8. a. Name of physician who proéiéem}zla Déwsd Burkens , MD

‘ 7
8. b. Physician’s signature / ( / /-/f’//MD D.O
(Y

L V]

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

Prescribed: 5/~-/2011




fZL?{E/ﬁJE; #1724
‘ 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: Tovy 3 7207
Month Day Year

2. Name of medical practice or tacility at which RU-486 was provided:
Planned Parertthecd of Greadter C\wnio

3. Address of medical practice or facility at which RU-486 was provided:
725250 Rockside @4

Bedford His, oH YY1y,

4. Date post RU-486 event began:
74 etz

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

\/lncomplete abortion - Adverse reaction to RU-488 . Patient hospitalized

— Patient received a transfusion — Severe bleeding

—— Other serious e\éent {specify)

6. Duration of event: Hours 1 Days

7. Remarks;

/

7/

—~

V4
8. a. Name of physician who provided Rt ! v Buckons, MD —-

8. b. Physician's signature /Y ) // [/ 4 M(_@J./D.O

V] V7 !

“H

Send completed forms to: State M?eéicai Board ofbblhio
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: R - | 7L~
Month - 551)/ \:'ea';

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

Pl d Plrtminpnsd 0} Nt asr o

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

16050 Locnde (4 WM o oF 4Yidb

4, Date post RU-486 eve tbigan

Ylly

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 0 prov:dj/ %6 Tdd M EButons MDD

M.D./D.O

8. b. Physician’s signature

Date "f// a // 2—

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

Prescribed; 5/-/2011




Kepec 33 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: i /) g el P

-

Month Day Year

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

{7f fined Pareniin o 4\ t\}n:z'\f Yias vy Olu o

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

26350 Vorisade Cd  Bed focd s OH 44/,

4. Date post RU-486 event began:

Lol
5. Event(s) (Please check all that apply):
_*/:!/ncomplete 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: o
o~/
A / s jr’

8. a. Name of physician whp prg;wded RY- 486 D ,J By /lf s M

f}/j = ~
8. b. Physician’s signature / “7’” @B’,/D.O

3 / // - |

Date L, 4 %

Send completed forms to: State Medical Board of Ohio

Legal Department
30 E. Broad St., 3" Floor S Wit
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: oL 07} Rera
Month Day Year

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

PN ED

3. Address of medical practice or facility at which RU-486 was provided:
A5z fowesive A
bdPAD  HeO G HIS, od ¥Yyid

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

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

ﬁncomp!ete 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

"/’. Remarks:
- //A\\
7 7
e /4
8. a. Name of physician who provided Hr /,//5 ANID L ieondss
8. b. Physician’s signature \ﬁ(//lb//’ M.D./D.O
77 20

Send completed forms to: State Medical Board of Ohlo

Legal Department

30 E. Broad St., 3" Floor MU GAL BUAHE

Columbus, OH 43215-6127

Prascribed: 5/--/2011




Rpé 17 |
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 e

Month Day Year

2. Name of medical practice or facility at which RU-486 was provided:
Plannid Carenciord A Neag ot Gl o
S

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

4. Date post RU-486 event began:
]IS [~

DCED fockiade @d  Bedfrvd HE on i
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)

6. Duration of event: { Hours Days

7. Remarks: /
P
/./J ;/

T ,/" /’f
8. a. Name of physician vém’gfévided,w id Burkowns MY
8. b. Physician's signature | | e , / " MD./D.O

{ & 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




At pl &
State Medical Board of Ohio
Report of RU-486 Event

(Required pursuant to R.C. 2119.123)

h "‘:*-":" To be completed by the physician who provided RU-486
1. Date RU-486 was provided: 5 24 ]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:
A525T Routsihe Ly

peEdFord HTS, ol Hid

4. Date post RU-486 event began:
b-7-12

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

_\4ncomplete abortion _ Adverse reaction to RU-486 . Patient hospitalized

... Patient received a transfusion — Severe bleeding

— Other serlous event (specify)

6. Duration of event: ‘ Hours Z _ Days

7. Remarks: o\

/

8. a. Name of physician who\prw /M\HD GLL{ULMS
8. b. Physician’s signature M.D./D.O

e /,fé//)

Send completed forms to: State Medical Boar{j of Ohso
Legal Department
30 E. Broad St., 3 Floor
Columbus, OH 43215-6127

Prescribed: 5/.-72011




fiept # /7
State Medical Board of Ohio
Report of RU-486 Event ,

(Required pursuant to R.C. 21 18.123)

To be completed by the physiclan who provided RU-486

1. Date RU-486 was provided: oy /7 20/3
Month Day Year

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

PYNET

3. Address of medical practice or facility at which RU-486 was provided:
A5 3ISV Jlockside LD
bedrond HeraHTs, off Yy

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

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 avent {specify)

6. Duration of event: I Hours & _Days

7. Remarks:

8. a. Name of physician who p{reviﬁa\f{u-él bV bodtiregs MB

8. b. Physician's signature V ) , o / o M.D./D.O
%ate e )
7V /’/ ?
Send completed forms to: State Medical Boérd of Ohio

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

Prescribed: §/--/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 o1 Aot
: Month Day Year

2. Name of medical practice or facility at which RU-486 was provided:
7o €0

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

19550 NowwSidE Lo, sedfors, off Y i

4. Date post RU-486 event began:

"5 )

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

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

__ Patient received a transfusion — Severe bleeding

2Lt

6. Duration of event: ¥ Hours 12 Days

7. Remarks:

v

8. a. Name of physician who ﬁw{ms b DA Bitaed S
8. b. Physician’s signature A/ / s /M/D /D.O

/Y6

/AN

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

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

. N
(v,

Y08 T

Prescribed: 5/--/2011




State Medical Board of Ohio

Report of RU-486 Event

{Required pursuant to R.C. 21 19.123)

To be completed by the physician who provided RU-486

1. Date RU-486 was provided:;

ol 19 KO 12

Month Day Year

PN EDT

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

19550 Reowside

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

Lo LEDI

4. Date post RU-486 event began:

2/!?/;2

__\{Incomp!ete abortion

. Patient received a transfusion

— Other serious event (specify)

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

. Adverse reaction to RU-486 ___ Patient hospitalized

— Severe bleeding

8. Duration of event: |

Hours )1 Days

7. Remarks:

J@ﬁmy{»{

I

//)1 A /HW

/w)ém«//,f/g o AmdMror-

)

L
8. a. N;A

8. b. Physician’s signature

e of phys:c:gn who proyided RU 486 JSKL DAVIO Lupions

1/@)// D.O

D&/ ¢y // 2

Send completed forms to:

Prescribed: 5/--/2011

State Medical Boérd of Ohno
Legal Department
30 E. Broad St., 3" Floor

O ann
LA T S
Columbus, OH 43215-6127 1518




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: v 271 1
Month 'Day Year

2. N/a}ne of medical practice or facility at which, RU-486 was provided:
Viwswed Yprewwnov QLLMMM:QM b

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

Ued Hoknie ¢4 Gdfod 0 4w,

4. Date post RU-486 event began:

Vi) 12~

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

_\Anoomplete abortion —. Adverse reaction to RU-486 ____ Patient hospitalized

____ Patient received a transfusion ___Severe bleeding

— Other serlous event (specify)

6. Duration of event: 24 Hours Days

7. Remarks;bﬁ C "&( 'Fem(’ W

8. a. Name of physician wno\an@MVW MP
8. b. Physician's signature \ M.D./D.O

ae el

Send completed forms to: State Medical Board of Oh;o
) Legal Department

30 E. Broad St., gERipatd (1T it

Columbus, OH 43215-6127

B O I - .
AR L I AR c
T R s L N R

Prescribed: &/-/2011




R State Medical Board of Ohio
- .- .~ Report of RU-486 Event
L (Required pursuant to R.C. 2119.123)
To be completed by the physicien who provided RU-486

1. Date RU-486 was provided: JMLM | 2~ 20/

Month Day Year

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

Planned Farenthood oF MNovtbhinst Cho

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

[1550  [Rockonds @d — Pedbrd, 04- w114

4. Date post RU-486 event began;
/15 (1)

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

— Incomplete abortion — Advefse reaction to RU-486 _%atient hosplialized
V.S

__\Aatient received a ransfusion _\_Avere bleeding

___ Other serious event (specify)

6. Duration of event: 25 Hours _____ Days
,Dé’/ 2t h:,ﬂ/ﬂ—'-
7. Remarks:
N
8. a. Name of physician who provfda/ 6 and Burbens , mt
. b. Physician’s si /[ s .D./D.
8. b. Physician’s signature AL / /// M.D./D.O
Date q 2/ /

A 7

Send completed forms to: State Medical Board of Ohio

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

Prescribed; 5§/.-/2011




