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State Medical Board of Ohio
Report of RU-486 Event

{Required pursuant to R.C. 2119.123}
Yo be completed by the physiclan who provided RU-486

1. Date RU-486 was provided: | %ﬁ /7 P/ﬁ /44

Morith Day Yoar

2. Nam;&/ of medical practice or facility at which RU-486 was ;}rovided:
(aplrel Jli  fomars  (arter
3. Address of medical practice or facility at which RU-486 was provided:

, } / f 7 -/ "o
j/ 55 £ /Vé/? S}{Vg’f”’/ [Z//J{/\/ de's Z}%j{) arEye

4. Date post RU-486 event began: i A
s

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

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

Patient received a transfusion ___ Severe bleeding

___ Other serious event (specify)

8. Durationofevent:  Hours ,,l#»_,,Days

7. Remarks:

Viravalll ) M.D./D.O
NNy /2
Date_ y gi?/ g
Send completad forms to: State Medical Board of Ohio
Legal Department

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

8. b. Physician's signature {
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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 physiclan who provided RU-486

1. Date RU-486 was provided; q /,Z/ /,,Z,

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

(enmah O fimaw's  Cose

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

Year
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4. Date post RU-486 event began: _

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

_¥ incomplete aboriion .. Adverse reaction to RU-486 ___ Patient hospitalized

Patient received a transfusion __.. Severe bleeding

__. Other serious event {specify)

6. Duration of event: __ L.“f  Hours ),/é__ Days

7 Remarks: Py ueeddacosnst D0 "\@‘:“”
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8 a. Name of physician who provided RU-486 M K/,(’ (({‘7/ =
Yo .0

8. b. Physician's signature - M.D. £D. ;
oho /2] 11 L EP

e i b - S—— . ’ T, &3
Send completed forms to: State Medical Board of Ohio s Ci
Legal Department 2 =

30 E. Broad St., 3" Floor
Columbus, OH 43215-6127
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State Medical Board of Ohio
Report of RU-486 Event

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

1. Date RU-486 was provided:

Snrwava \2. 2012
Month Day Yoar
2. Name of medical practice or facility at which RU-486 was provided:
| Condiol  Qunio Womeas Conter

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

PSS East Man DY Columbos, oW 422132
4. Date post RU-486 event began:

2/10f12
5. Event(s) (Please check all that apply).
_... Incomplete abortion ... Adverss reaction to RU-488 —. Patient hospitalized
. Patient received a transfusion . Savere blesding

_X Other serious event {specify) Wduwcb W “\;\J

6. Durationof event: ____ 2. Hours _____ ___Days
7.Remarks: D) gndC dmﬂg‘r Mat(aalu& htm %a.«é S qs
ok 69// vp
8. a. Name of physician who provided RU-486 K({Le,x/
8. b. Physician's signature YA M.D./D.O
é Date é,77//'1-

Send completed forms to: State Medical Board of Ohio ,

Legal Department MEB'GAL BQAHD
MO8 WY 12 4yzygy OO BroadSt, 3™ Floor '
Columbus, OH 43215-6127 MAY 21 2017
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