(Required pursuant to R.C. 2119,123

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

)

To be completed by the physiclan who provided [RU-486

|e 702

1. Date RU-486 was provided: o ok
> Month

Day Year

Plavine d Pare/nv\f\r\ex:cl o Geeater Ono

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

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

252350 Pockside ;24 ged(cmf H”rs, oH Yy

ted:
Y146

4. Date post RU-486 event began

Io/ /

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

_\_4ncomplete abortion ___ Adverse reaction to RU-486
___ Patient received a transfusion ___ Severe bleeding

— Other serious avent (spacify)

____ Patient hospitalized

:
6. Duration of event: Hours [ Days

7. Remarks:

/AN

8. a. Name of physician who provige@ RU-486 _Garaly Smitin, MD

M.D./D.O

8. b. Physician’s signatur

odh__II15 )1

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

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

Prescribed: 5/--/2011




Report of RU-486 Event:

‘State Medical Board of Ohio

(Required pursuant to R.C. 2119.123) SEF 16 201
To be completed by the physician who provided RU-486
- ided: : 3 yoarsy
1. Date RU-486 was provided: ey w2 20t 2—
Month Day Year

2. Name of medlcal practice or fac:hty at which RU-486 was provided:

(ltwied Vavniword 4 Novieds t G,

3. Address of medical practice o @Flhty at which RU-486 was provided:
625D }J&,g{fu;{tléi L
clpnd e ;O

4. Date post HO- 486 event beéan

V/”,?ﬁ/il/

—__ Incomplete abortion

___ Other serious event (specify)

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

. Patient received a transfusion . Severe bleeding

_ Adverse reaction to RU-486 . Patient hospitalized

6. Duration of event:

/ Hours Days

7. Remarks:

8. b. Physician’s signature

8. a. Name of physician who proyided, RU-486 ﬂ(wﬁ V244 f.L C-%@L{ﬂa MDD

/ L ﬂ/ 7T - MD,/D.0
pae___ 141~ A

Send completed forms to:

Prescribed: 5/--/2011

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: 3 (2 20512
Month Day Year

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

Planiag § ?a,rb\z\;i’\/\d\ﬂl d‘\(\f NOVY e (Do

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

%60 Locimnde Ed
Beafoqh By oW /4,
4. Date post RU-486 event began:

Y5

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

_‘_/__!ncompiete abortion . Adverse reaction to RU-486 ___ Patient hospitalized

____ Patient received a fransfusion — Severe bleeding

. Other serious event (specily)

6. Duration of event: l Hours Days

7. Remarks:

8. a, Name of physician who proviWBS Chvih Qurudn M D
%,

VaAC S S G

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

8. b. Physician's signature M.D./D.O

Prescribed: 5/--/12011




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] s, |7

Month Day Year

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

Pl L Pacentnmrd d\ Tovnme astr Do

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

V525D ochiende €A
Db e ok a4

Y/l 12~

4, Date post RU-486 event began:
5. Event(s) (Please check all that apply):
_ﬁncompiete 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 whmd ]qU—486 Saval b Shu e MDD
8. b. Physician’s signature / /} / - : M.D/J/ D.O
S e hull

[ A

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

Prescribed: 5/--72011




i ny

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: Z, (o 20 (2

Month Day Year

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

Planned QMM,WWJ o6 Novtada sy Ohio

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

25350 (Loclkinde BA Goglad HEs OB d4IHG

4. Date post RU-486 event began:

B

5. Event(s) (Pleasg 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:

8. a. Name of physician who provided\R| ?a _iZMM £ Snitn mD

8. b. Physician’s signature AL / M.D./D.O
: Date 3/271 /12—
Send completed forms to: State Medical Board of Ohio
Legal Department
30 E. Broad St., 3" Floor By e

Columbus, OH 43215-6127

Prescrived: 5/--/2011
) FE
&':)/(;/~/, e




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: C{_fﬂ <f 2{,; (!

Month Day Year

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

Plannast” cuctpi baud C{(\ \(\XQN“&M a5 C e

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

19580 Radesnde €. Bedfocd o 444 &
4. Date post RU-486 event began:
{ a/ A/
5. Eyent(s) (Please check all that apply):
&z Incomplete abortion _. Adverse reaction to RU-486 ___ Patient hospitalized
. Patient received a transfusion —.. Severe bleeding

_._ Other serious event (specify)

6. Duration of svent; Hours Days

7. Remarks: %”H li{‘%” Sl ii“}mf%mfwfd Wikt Qﬁl“*@f}(f‘ci’ﬁﬁ U
f %mi AEL e Mo 0N

A

S e =
8. a. Name of physician who provid?;d RU-4868" i‘b(_g\f\ﬂ\/( L A

aie

8: b. Physician's signature / J // // // . [‘ MD D.O
Sl XA Koy

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

Prescrioed: 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 physiclan who provided RU-486

1. Date RU-486 was provided: T |o 201
Month Day Year
2. Name of medical practice or facility at which RU-486 was provided:
fINE o

3. Address of medical practice or facility at which RU-486 was provided:
19550 fRoce s, e Lo, bevronn, OH tflte
4. Date post RU-486 event began:

11/ 3 / T

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) Hew Ao m ¥ty

6. Duration of event; / Hours b Days

7. Remarks:

N
8. a. Name of physiciarl who ﬁ ﬁiﬂ -486 JJH- J/hu’m Sm 7Y

8. b. Physician’s signajure (—
77 e (ﬁ/ //“// 7 -

Send completed forms to: State Medical Board of Ohio
Legal Department
) 30 E. Broad St., 3" Floor UK L8 201
- Columbus, OH 43215-6127

Prescribed; 5/--/2011




“State Medical Board of Ghio
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: (6 t 20/
Month Day Year
2. Name of medical practice or facility at which RU-486 was provided:
f{NET

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

(9550 (o s iDE 1o Lepred , OH U | U (o

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

S. Eventi(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) HewATo m ey

6. Duration of event: ] Hours Q Days

7. Remarks:

8. a. Name of physician who provid?iW D Lhear  Ssmim

8. b. Physician's signature / pd / M.D./D.O
J /g W/y/
Send completed forms to: State Medical Board of Ohio

Legal Department v
30 E. Broad St., 3" Floor 47
Columbus, OH 43215-6127 "

Prescribed: 5/--/2011




—State Medical Board of Grtio
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 o) 2o (]
Month Day Year
2. Name of medical practice or facility at which RU-486 was provided:
ppd €0

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

1955°  Receside gy,  BTEITOED, oH 4414 L

4. Date post RU-486 event began:
N+ n

5.

m

vent(s) (Please check all that apply):

AN

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:
/\ ra
8. a. Name of physician who provi?éd UA4ds /D e ST Sm ) TH
8. b. Physiclan’s signature L \/v{/ﬂ : // / . M.D./D.O
Pty 51/)///,)/
Send completed forms to: State Medical Board of Ohio

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

Prascribed: 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: 7P q 1)

Month Day Year

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

Planwd Caruntvosd 4 Novimast on-

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

195D Kokinde A Cdtoal oW 4449(,

4. Date post RU-486 gvent began:
1242241

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

/

Incomplete abortion __ Adverse reaction fo RU-486 ___ Patlent hospitalized

___ Patient received a transfusion . Severe bleeding

___ Other serlous avent (specify)

6. Duration of event: 2/ Hours Days
7. Remarks:
I/"\ N ,'\} n )2 S )
8. a. Name of physician who gfovid}( RY-4 M /Al W L’: &
8. b. Physician’s signature A 41 i 1 L M.D./D.O
ate l 9/ f
Send completed forms to: State Medical Board of Ohio
Legal Department
30 El Bidali $t. 08 Bioor il
Columbus, OH 43215—6127
Qs c

PRSI e |

Prascribed: 5/-/2011




