Al

State Medical Board of Ohio
Report of RU-486 EventMEDICAL suaRD

(Required pursuant to R.C. 2119.123) SEP 10 2012
To be completed by the physician who provided RU-486

1. Date RU-486

was provided: cJume 1 2~ 2012—

Month Day Year

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

Cavord {g Novines £ gy,

3. Address of medlcal practloe or fagility at which RU-486 was provided:

B e

4. Date post H(-486 event bc@

halin-

5. Event(s) (Please check all that apply):
_/ complete 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 ph
8. b. Physician's

ysician who eryfﬁ W\« AMD :
signature /@/ D.O

T e UM

Send completed forms to: State Medical Board of Ohio

Prescribed: 5/-/2011

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 physiclan who provided RU-486

1. Date RU-486 was provided: o 0%} 2912

Month Day Year

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

PP EO

3. Address of medical practice or facility at which RU-486 was provided:
A535v Roucsive MAD

bdPNd  HeraHTS, o ¥Y4id b

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

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

_\4wcomplete abortion ____ Adverse reaction to RU-486 ___ Patient hospitalized

___ Patlent recelved a transfusion __ Severe bleeding

___ Other serious event (specliy)

6. Duration of event: Y Hours ' Days

7. Remarks:

8. a. Name of physician

8. b. Physician’s signature / / / M.D./D.O
7 7/ L 1‘//
Send completed forms to: State Medical Board of Ohio
Legal Department
80 E. Broad St., 3" Floor MEDIGAL BOARD
Columb -
olumbus, OH 43215-6127 JuL A% 2812

Prescribed: 5/-/2011



T fupth

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, q 1]
Month Day ;/e'ar

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

Plannrd Parentnosd %4 Noveasr o

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

|955D Coinde €A Ydtod o 49U,

4. Date post RU-486 event pegan:
1222t

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

V|

___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:

e

“\ 7\ Jq A(- ‘\

L

g y
19
)

—
s —

8. a. Name of physician who pfovidj(R}ﬁ-4 5/ ATAY
;\ /’j' l

= AT

7 Sees. Ljia

8. b. Physician’s signature M.D./D.O

0

Send completed forms to: State Medical Board of Ohio
Legal Department
30 El Bidatidt.[84 Floor I
Columbus, OH 43215-6127
Q¥V08 Tv3!l3K 3 le

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

L

1. Date RU-486 was provided: 7/ Z/T
Month 'Day

Year

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

Pmed Gponwnowd 0 W\ oV¥pase s

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

WD Lokl €4 Cudfod O i

4. Date post RU-486 eyent began:
/

biz—

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

_\6ncomplete abortion ____Adverse reaction to RU-486 ___ Patient hospitalized

___ Patient received a transfusion ____Severe bleeding

___ Other serious event (specify)

6. Duration of event: k Hours Days

4 Remarks;bﬁ C ’&( Ws W

8. a. Name of physician wh&W}/ Ve s /D
8. b. Physician’s signature \\/, M.D./D.O

"7 bate l//m (17—

Send completed forms to: State Medical Board of Oh;o
Legal Department
30 E. Broad St., §EFlpard 06 WV .10
Columbus, OH 43215—6'1%7i ;
guvog valaal 3

N

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: g A

N 2 ¥ B B

Month Day Year

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

Pt d P ceniiosd J(\J NV a6 O 0

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

%D fackinde 0J  Bedfovd HZ ol 444

4. Date post RU-486 event befan

(o[l

;‘37\/ent(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
7. Remarks:
8. a. Name of physician ovnde wd Burkons MO
8. b. Physician's sngnature / B sl V| 11 o
Date
Send completed forms to: State Medical Board of Ohio M )
Legal Department ED’GAL BQARD
30 E. Broad St., 3" Floor JUN 38 21

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: 1 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:
14550 Roceside 1o, bedrornd, o  HHItl

4. Date post RU-486 event began:

13/ 3/1!

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 AT0 ¥ E¥ 71

6. Duration of event: / Hours » Days

7. Remarks:

Pkl
8. a. Name of physiciag who 1 ﬂq -486 J)n. .Sﬁ'ru‘hf Sm (TH

8. b. Physician's signajure A @/ D.O
\/W Date W/Lﬁ/ 2/

Send completed forms to: State Medical Board of OhIO MED'C AL BO ARD
Legal Department
P 30 E. Broad St., 37 Floor JUN 19 2012
al Columbus, OH 43215-6127

Prescribed: 5/--/2011

— o —




State Medical Board of Ohio
Report of RU-486 Event

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

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:
2017

3. Address of medical practice or facility at which RU-486 was provided:
{5250 RoutSibeE 1H

pedfFod HT3, oH ¢,

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

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

___ Patient received a transfusion —_Severe bleeding

. Other serious event (speclfy)

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

6. Duration of event: ) Hours & Days

7. Remarks:

7

8. a. Name of physician wh&W L [D1D il
8. b. Physician’s signature ( /// .

ol M.D./D.O
' e S0 /] ]
157 A b
Send completed forms to: State Medical Boalé of Ohio ~
Legal Department MED,CAL BOARD
30 E. Broad St., 3" Floor JUN 13 2012

Columbus, OH 43215-6127

Prescribed: 5/-/2011




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

State Medical Board of Ohio
Report of RU-486 Event

1. Date RU-486 was provided: o5 J - 20/3
Month Day Year

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

fYNEO
3. Address of medical practice or facility at which RU-486 was provided:
252SY Nowside LD
bedFnd HeaHTS, o d4(fep
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 ___Severs bleeding

___ Other serious event (specify)

6. Durationofevent: ______ |  Hours & _Days

7. Remarks: MEDICAL BOARD

'UN 18 2012

8. a. Name of physician who M -4 VL LHuiians, MO

8. b. Physician's signature R /,,..t—-"‘ M.D./D.O
Ny

Date__L/

or I R / .

Send completed forms to: State Medical Boérd of Ohio

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

Prescribed: 5/--/2011




Bept # /2,

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-488

1. Date RU-486 was provided: 9[ 6/ LA

Year

2. Name of medical practice or facility at which RU-486 w. (ﬁ/rovnded

(atre Jbd  fHmas

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

W5 € Moun_ ot Wlndios Oy 43243

4. Date post RU-486 event began: /q %Z 70L

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

‘chomplete 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

7. Remarks:

8. a. Name of physician who provided RU-486 o 7

8. b. Physician’s signature «v/‘ b C6 tt‘ VAL % 2! M.D./D.O
Date / { qéﬁ// g

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

Prescribed: 5/~/2011




“étate Medical Board of Uﬁio
Report of RU-486 Event

|
|
(Required pursuant to A.C. 2119.123) ‘
To be completed by the physiclan who provided RU-488

1. Date RU-486 was provided: (o Y 201 |
Month Day Year

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

ffNED

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

19550 Lo cit$1DE (LD, Lepyrmed ; OH TANIA

4. Date post RU-486 event began:
o))/ 1)
5. Event(s) (Please check all that apply):

—_ Incomplete abortion ____Adverse reaction to RU-486 __ Patient hospitalized

___ Patient received a transfusion ___Severe bleeding

__7 Other serlous event (specify) Hewm ATO m ek

6. Duration of event: 1 Hours Q Days

7. Remarks:

8. a. Name of physician who provicyw D, A  SmiTH

8. b. Physician’s signature ﬁ ] ] / M.D./D.O
( ate 6 /7/)// /)/
Send completed forms to: State Medical Board of Ohio '

Sl y Legal Department ;
d 62 Ak 10z 30 E. Broad St., 3" Floor MEDICAL BOARD |
0IHO 4 Columbus, OH 43215-6127 |
ayy 0 ' |
08 LA ETL/ES ; MAY 39 2012 |

Prescribed: §/-/2011 |




“State Medical Board of Grio
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 0 ) 20l
Month Day Year
2. Name of medical practice or facility at which RU-486 was provided:
PPN €O

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

19660 ReSidE gy, BT, oH  H41{L

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

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

énoomplete abortion ___Adverse reaction to RU-486 ___ Patlent hospitalized

—_ Patient recelved a transfusion ____Severe bleeding

___ Other serious event (speclfy)

6. Duration of event: | Hours ¥ _ Days
7. Remarks:
20\
8. a. Name of physician who providéd We M ., Sﬂ'fbﬁﬂ ~Sm ) TH
8. b. Physician's signature C M.D./D.O
\/\/C/l
L e 2 / 77 // =
Send completed forms to: State Medical Board of Ohio
S1: Nd g 55 Legal Department
AW 21 30E.B &
7 . Broad St., 3" Floor
Q¥vog 7%57030 Columbus, OH 43215-6127 MEDICAL BOARD
Way MAY 29 201

Prasgcribed: 5/--/2011




State Medical Boafd 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: JA o1 201
Month Day Year

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

7¢n e

|

3. Address of medical practice or facility at which RU-486 was provided: |
19550 RowsSi10E ko, SBIRLD, ©of Yy ¥ 1
4. Date post RU-486 event began: ‘
' ' \

[

It/'s_/”

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

llncomplete abortion ____ Adverse reaction to RU-486 ____Patient hospitalized

__ Patient received a transfusion ___ Severe bleeding

Y 2N

STIoUS EVENT (SPECy) e Ha 0 - 1o

6. Duration of event: ¥ Hours 12 Days

7. Remarks:

7/

8. a. Name of physician whoﬂ@%ﬁ 486 b DAVIS . bugtaicod S
8. b. Physician's signature M/D. /D.O

A/w A |
Date%ﬁ D2 : V/ :
Send completed forms to: State Medical Board of Ohio

Legal Department
30 E. Broad St., 3" Floor
CHd 62 AWHZigz Columbus, OH 43215-6127 MEDICAL BOARD

Qyvog IO 40 | MAY 29 2012 | |
Prescribed: 5/-/2011 3 03w EFLTES




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: o) 19 2012
Month Day Year

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

PPl ED
3. Address of medical practice or facility at which RU-486 was provided:
19550 fowsidDe KAD. LED|
4. Date post RU-486 event began:
2/i3/12
5. Event(s) (Please check all that apply):
_\{Incomplete abortion ____Adverse reaction to RU-486 ____ Patient hospitalized

6. Duration of event: I_Hours __%  Days ’

7. Remarks:

£ Flly b7 duntboer

\

8. b. Physician’s signature

AV
" aT/s.

Send completed forms to: State Medical Boérd of Ohio
Legal Department
§1:2 Wy 62 AWN 2102 30 E. Broad St., 3" Floor

Columbus, OH 43215-6127
Qyyog A0 4

MEDICAL BOARD

0
Valgay ETT MAY 39 2012

Prescribed: 5/--/2011




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

1. Date RU-486 was provided: 3 | % 2012~
Month Day ﬁcYear
2. Name of medical practice or facility at which RU-486 was provided:
Planne Parontwost A Novhedsa- (Do
3. Address of medical practice or facility at which RU-486 was provided:
BB Kam de ¢d
Bedfoql Ot yU/4o
4, Date post RU-486 event began:
J[sh2
5. Event(s) (Please check all that apply):
Y _Incomplete abortion __ Adverse reaction to RU-486 ___ Patient hospitalized

___ Patient received a transfusion —_ Severe bleeding

___ Other serious event (specify)

6. Duration of event: l Hours Days

7. Remarks:

8. a. Name of physician who provid;d%ee Chvtn St AD

8. b. Physician’s signature / /) L M.D./D.O
Va? ¥

Send completed forms to: State Medical Board of Ohio
Legal Department WCAL B@P\RQ
30 E. Broad St., 3" Floor MEBIGAL
Columbus, OH 43215-6127 wAY 0 4201

Prescribed: 5/~/2011




State Medical Board of Ogo
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: e 2.4 5 P

Y

MOﬂﬂ'I, Day Year

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

Pl d Plremnpsd {J/Mm/kuuw Orno

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

1650 Locende (LA %"‘/MW‘ o udidb

4. Date post RU-486 event bfgan

Yz 1~

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 W %6 Datd M Evyteons /MMD
8. b. Physician’s signature M.D./D.O
Date b{/[ ‘ / (==
Send completed forms to: State Medical Board of Ohio
Legal Department pt BO ARD
30 E. Broad St., 3" Floor MEB\(:'AL
Columbus, OH 43215-6127 WAY 0 4 2012

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

____ Patient received a transfusion ___ Severe bleeding

___ Other serious event (specify)

1. Date RU-486 was provided: 2 e % |7_—
Month Day Year
2. Name of medical practice or facility at which RU-486 was provided:
Pl L Parennrrd C)\‘ Noveasr Ohe
3. Address of medical practice or faciliny at which RU-486 was provided:
A5250D Rodicnde A J
Cedlod iy OH d4(40
4. Date post RU-486 event began:
Yhdli2—~
5. Event(s) (Please check all that apply):
_‘6ncomplete abortion ___ Adverse reaction to RU-486 ____ Patient hospitalized

6. Duration of event: l Hours Days

7. Remarks:

1

M.D,/)/D.O

8. b. Physician’s signature

Date /31/[ // 2

8. a. Name of physician whm ﬂqu 486 Savaln b Shudn  MD

[ A

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

30 E. Broad St., 3" Floor MEQ\GAL BOARD
WAY 0 4 2012

Columbus, OH 43215-6127

Prescribed: 5/--/2011




/ &W#/‘Z’ 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: 77 /) 201 1~

Month Day Year

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

V/(L\Av\m Cprentn et dé,( Novieasy Ol

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

265260 Vorkinde @A Bedlod s OF 4/

4. Date post RU-486 event began:

2h0/r2~

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

ﬁcomplete abortion ___Adverse reaction to RU-486 ____ Patient hospitalized

___Patient received a transfusion ____Severe bleeding

____ Other serious event (specify)

6. Duration of event: 2 Hours Days

7. Remarks:

=

8. a. Name of physician wh@mvid/e RU<486 mod Bu¥lionse MDD
O -

8. b. Physician’s signature

a4 (NB.1D.0
" Dete 3//25///—\/

Send completed forms to: State Medical Bo,ard of Ohio
Legal Department
30 E. Broad St., 3" Floor APR -5 2012
Columbus, OH 43215-6127

[ 4

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 vJas provided:

S o

L0 D

Month Day

Year

2. Name of medic

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

Planned faremtuwsrd 0 Noviads+ Ghio

3. Address of med

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

96360 (ochindt B bogCod His OB dY(U

4. Date post RU-4?6 event began:

2202~

;/lncomplete abortion

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

___ Adverse reaction to RU-486 ____ Patient hospitalized

___Patient received aJtransfusion ___Severe bleeding
___ Other serious event (specify)
6. Duration of event: ! Hours Days
7. Remarks: o
8. a. Name of physjcian who providWﬁso _@Mh £ St MD
8. b. Physician’s signature Vo OGKIT / M.D./D.O
Date 3/271 /12—
Send completed foJ’ms to: State Medical Board of Ohio M ED »
| Legal Department BIGAL BOA HD
30 E. Broad St., 3" Floor APji

Prescribed: 5/-/2011

¥ 201

Columbus, OH 43215-6127




