Te

{Required pursuant fo R.C. 2119.127

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

)

o be complated by the physiclan who provided JRU-486

"|1. Date RU-486 was provided:

09

I+ 1013

Month

Day Year

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

frailed  Canenivood

oF

)H—,O

GledTen ¢

3. Address of medical practice or{

acility at which BU-486 was provided:
25250 fowsae Ao, &Ledrend HTS, of

Y414

4. Date post RU-486 event began

|0—~3 ~ Z0(2

. Incomplete abortion

__Patient received a transfusion

_Z Other serious event (specify) _ ¥

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

-

% .
Adverse reaction to RU-486

Severe bleeding

LED . MDA onl

-1, Patient hospitalized

Alonnon

8. Duration of event: _ <\

Hours B Days

&

7. Remarks:

8. a. Name of physician who provic

8. b, Physician's signature _\OY

jed RU-486 D Danid

Luigeonis

(Mee2s Ant> MD./D.O

Date \e\‘mi‘ 13,

AMedicac Diyecfeos

A

Send completed forms to:

po

q

Prescribed: 5/-/2011

tate Medical Board of Ohio
egal Departiment

30 E. Broad St., 3" Floor

olumbus, OH 43215-6127

N

MEDICAL Bopy
0CT 2 5 2013




State Medical Board of Ohio
Report of RU-486 Event

{Required pursuant to R.C, 2915,123)

Yo be completed by the physiclan who provided RU-486

1. Date RU-486 was provided: 5 /9 A0/3
. Month Day 7 Year

2. Name of medical practice or facility at which RU-486 was prcvid;d:

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

S350 Rachudr Rd. Brifed Mes, Quid H4lde

4. Date post RU-486 complication began:

9013

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

_Z@mpiete abortion .. Adverse reaction to RU-486 - Patient hospitalized
. Patient recelved a fransfusion ___Severe bleeding. -

.. Other serlous event {specify)

6. Duration of event: Z Hours Days

7. Remarks: /07L~ Ll DLP:{ ‘_Wﬁ:tl;‘ ,“‘,? 1&57 MW o2

MY/
%

Fd

Send completed forms to: State Medical Boar%i éf Ohio
Legal Department
30 E. Broad St., 3™ Floor
Columbus, OH 43215-6127 ,

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




Stiate Medical Board of
Re;‘?ort of RU-486 |

(Required pursuant to R.C. 2119.125

Ohio
Fvent
)

Ti., be completed by the physiclan who provided |RU-486
i
|1. Date RU-486 was provided: ! 7 21 12172
: ; Month Day Year

fLaided  Paeninood  oF

2. Name of medical practice or fﬂ‘cility ét which RU-486 was provided:
GetTen @Hho

25350 fQoweswae Ao,

i

Led Frond HT3, o

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

Y414

4. Date post RU-486 event began3

I

5. Event(s) (Pleasé check all that Spply):

. :
\/_Incomplete abortion ____Adverse reaction to RU-486

___ Patient received a transfusion ___Severe bleeding

___ Other serious event (specify)

|__ Patient hospitalized

6. Duration of event: l Hours & Days

7. Remarks:

P ea oy

8. a. Name of physician who rovic -486 Dﬂ dDAVID CuukoNS K MH
8. b. Physician’s signature WY el L@D// D.O
alp /] "ln 4
Send completed forms to: State Medical Boa‘d of Cﬂio RD .
' Hegal Department MEDICAL BOA
30 E. Broad St., 3" Floor SEP 09 2013

‘Columbus, OH 43215-6127

Prescribed: 8/--/2011




gt;ate Medical Board of iOﬁoM DIGAL BOA
Report of RU-486 Evefit e

JUL 222013
i (Required pursuant to R.C. 2119.123)
To be completed by the physiclan who provided |RU-486
1. Date RU-486 was provided: L 249 2
: Month { Day Year

2. Name of medical practice or f%'cility at which RU-486 was provided:
pl/ﬁ‘l\h\‘% pﬁﬂ/(?blﬂ’ﬁbaa) OF CﬁﬂaE'ﬂ‘TBYL oHo
i .

3. Address of medical practice or facility at which RU-486 was provided:
25350 fowsor Ao, Ledroas HTS, ol Yuiug

4. Date post RU-486 event began§

! e Uiz
5. Event(s) (Please check all that ;apply):

| A g
_ﬁncomplete abortion i___ Adverse reaction to RU-486 | Patient hospitalized
____ Patient received a transfusion ____ Severe bleeding

. Other serious event (specify)

6. Duration of event: ¥ Hours 3 Days

¢

7. Remarks:

2

8. a. Name of physician who frovi 6 _ DMt D | Guadans

Al AR B .D.JD.O
X e 017 ©

8. b. Physician’s signature

tate Medical Boarcli of Ohio
egal Department

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

Send completed forms to:

n.

Prescribed: 5/--/2011




Stiate Medical Board of
Re[?ort»of RU-486 |

(Required pursuant to R.C. 2119.124

i
}
i

Ohio
Fvent
)

TP be completed by the physiclan who provided |RU-486
'|1. Date RU-486 was provided: i oY oy 72011
; f Month Day Year

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

f LN e (’mﬁd'm{fooo OF

GretTen g@Hho

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

25350 foopswE Ao, LEdrnd HTS, o

ed:
Y414 ¢

4. Date post RU-486 event began*
: "F/ elrorz

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

. A '
____Adverse reaction to RU-486

¢

—_ Incomplete abortion 2o Patier.n hospitalized
____ Patient recelved a transfusion ____Severe bleeding

;/Other serious event (specify) Auerta o (?/C‘ﬂ AN

6. Duration of event: fHours Days u,/\]' Vo O

7. Remarks:

8. a. Name of physician who proviéed 1 Damiie

buods o/

2 S

./D.O

8. b. Physician’s signature

Y oond (/1 // 7

o] AT 1)

State Medical Board OVIO
Legal Department

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

Send completed forms to:

Prescribed: §/-/2011 7

JUL 17 2013




State Medical Board of |Ohio

]
Report of RU-486 Event
; (Required pursuant to R.C. 2119.123)
T'r be completed by the physiclan who provided |RU-486
|
1. Date RU-486 was provided: [ Y Yy 1032
: ; Month Day Year
2. Name of medical practice or fﬁbility at which RU-486 was provided:
funided  Paneningvod oF  Gletren QHo
i .
3. Address of medical practice or Eility at which RU-486 was provided:
25250 Lowswe &b Fond HTS, ol Y4y

4. Date post RU-486 event began3

‘,LF/W(& ]

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

2~ Incomplete abortion |___ Adverse reaction to RU-486
___ Patient recelved a transfusion ____ Severe bleeding

___ Other serious event (specliy)

|___ Patient hospitalized

_ <l Hours _ ¥ Days

¢

6. Duration of event:

7. Remarks:

e

8. a. Name of physician who proWG DIV DANDY busgioals
8. b. Physician’s signature ‘ PRy (et M.D./D.O

V'V oee—t—71// %

A rJ

tate Medical Board of Ohio

Send completed forms to: S
' Hbgal Department
3
C

Prescribed: §/--/2011

—_—
0 E. Broad St., 3" Floor f MEDICAL BOARD
olumbus, OH 43215-6127 f .

JUL 17 2013




(Required pursuant to R.C. 2119.12¢

Sii:ate Medical Board of |Ohio
Report of RU-486

vent

To be completed by the physician who provided |RU-486
1. Date RU-486 was provided: Y 7 zo,2
: Month Day Year
2. Name of medical practice or fﬁ'cility at which RU-486 was provided:
fumided  lanenNinfood ofF GletTten Qtho
{ .

25250 PocsSwe

3. Address of medical practice or lic):ility at which RU-486 was proviged:

LEd Frond HTS, o

/

Y414

4. Date post RU-486 event began:
i<l 2

T
H
i
l

5. Event(s) (Please check all that ¢

%mplete abortion

___Patient received a transfusion

___ Other serious event (speclfy)

pply):

s

' ___Adverse reaction to RU-486

___ Severe bleeding

| Patient hospitalized

6. Duration of event: 2

Hours ___’1}_:___ Days

7. Remarks:

Z

8. a. Name of physician who pr

Ao oS

ide w/aﬂm
i i/

AN.D./D.O

8. b. Physician’s signature A

(

V' oot/ 113

Send completed forms to:

Prescribed: 5/-/2011

‘Columbus, OH 43215-6127

State Medical Board of Ohio
egal Department
30 E. Broad St., 3" Floor

—

i L.

JUL 17 2013

R
i MLA)]CAL BOARD

SERSE




Reﬁi)ort of RU-486

(Required pursuant to R.C. 2119.125

Sij:ate Medical Board of |Ohio

MEDICAL BOARD

vent| . 172m

)

T'? be completed by the physiclan who provided |RU-486
5 i H . i ; 4
1. Date RU-486 was provided: | i 7 12
. ; Month Day Year

2. Name of medical practice or fzﬁ’cility at which RU-486 was provide

Toh
» O

fumiNed  lonenitood  oF  Getren ¢

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

25350 QowwswEe Ao, LEDFond HTS, o

ed:

Y14 ¢

|
4. Date post RU-486 event begani

6. Duration of event: Hours 2 Days

4] A / 12
synt(s) (Please check all that iapply):
! . :
Y _Incomplete abortion |— Adverse reaction to RU-486 | Patient hospitalized
____Patient received a transfusion ___Severe bleeding
____ Other serious event (specify)
< |

7. Remarks:

8. a. Name of physician who provided RU-486/7 D &t Sanuny Lew g en
8. b. Physician’s signature N . - M.D./D.O
D7/ ERIIIE:
Send completed forms to: State Medical Board of Ohio
' Legal Department
30 E. Broad St,, 3" Floor ‘ MEDICAL BOARD
Columbus, OH 43215-6127 3
\u TN & 7 ?01

Prescribed: 5/--/2011




|

i
|

S?ate Medical Bbard of
Re;’?ort of RU-486 |

(Required pursuant to R.C. 2119.124

Ohio

Fvent

)

TEP be completed by the physiclan who provided |RU-486
1. Date RU-486 was provided: i 917 (9 70 2
' ; Month Day Year

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

fimided  laeniood oF

Gletrren Qo

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

25250 Loswe Ao, LEdond HTS, of

Y14

4. Date post RU-486 event began

____ Patient received a transfusion

___ Other serious event (specify)

Severe bleeding

| “Ias/)a
5. Event(s) (Please check all that apply):
1 A,
Y Incomplete abortion ____ Adverse reaction to RU-486 ___ Patient hospitalized

—a

6. Duration of event:

fours _i_ Days

7. Remarks:

8. b. Physician’s signature

8. a. Name of physician who provi(%

RU-486 D st Lengen

M.D./D.O

|2

(i ofe VILVQ

Send completed forms to: S

Prescribed: 5/-/2011

tate Medical Board of bhio
egal Degartment

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

MEDICAL BOARD
JUL 17 2013

2,

e,




?t;ate Medical Board of |Onio

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 29 (%
: Month Day Year

2. Name of medical practice or faﬁ'cility at which RU-486 was provided:
Pl/ﬁ”l\lr\\l?b OW‘N'WOQ OF é,{),eﬂ—raq, O Ho
] .

25250 fowsde Ao, Ledrond HTS, off

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

Y14 ¢

4. Date post RU-486 event began%
; ‘97) ?/l’l %

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

-
i

2 :
— Incomplete abortion i Adverse reaction to RU-486

___ Patient recelved a transfusion ____Severe bleeding

,\_/ Other serious event (specify) InFren ol /mrm(mq.u! ne

| Patient hospitalized

) WITH o AND A oD

6. Duration of event: Z  Hours 1 pays

7. Remarks:

P

8. a. Name of physician who pro\vﬂ o HMaid

Duicens . M

8. b. Physician’s signature

e
& 612

Send completed forms to: State Medical Board of Ohio
' egal Department

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

ST st

Prescribed: 6/-/2011

MEDICAL BOARD
JUL 28 g3




Stiate Medical Board of

(Required pursuant to R.C. 2119.125

Ohio

Re@ort of RU-486 Event

)

T 'P be completed by the physiclan who provided |RU-486
' |1. Date RU-486 was provided: | ) e 132
: ; Month | Day Year

2. Name of medical practice or fﬁ’cility at which RU-486 was provide

fuanided  Pauenivbod oF  GlerTen 4

d:
DH70

3. Address of medical practice or {acility at which RU-486 was provig

25350 focesoE Ao, LErons TS, of

jed:
Y414 ¢

4. Date post RU-486 event began P
fu lis

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

A
_V Incomplete abortion |— Adverse reaction to RU-486

____ Patient received a transfusion ____Severe bleeding

. Other serious event (specify)

|___ Patient hospitalized

6. Duration of event: Z-|__ Hours ? _ Days

7. Remarks:

8. a. Name of physician who provi Juge D & AnnAnt Len G i

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

e
Send completed forms to: State Hé!ical Board of Ohio
' egal Department

30 E. Broad St., 3" Floor MEDICAL BOARD
Columbus, OH 43215-6127 JUL 17 2013

Prescribed: §/--/2011




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

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

|1. Date RU-486 was provided: e

l?’ !7/

Month

Day Year

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

id

fumided  lanenppod  oF  GefTen é’H‘)O

3. Address of medical practice or facility at which BU-486 was provi%ied:

25250 foaesaE Ao, LEDrond HIS, ol Yy,

4. Date post RU-486 event began

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

. Patient received a transfusion ... Severe bleeding

__...Other serious svent {specify)

5 :
M _Incomplete abortion ___Adverse reaction to RU-486 1 Patient hospitalized

“|

8. Duration of event: Hours 2 Days

7. Remarks:

;h o
H TR e

/ 4L
oy

K APp 7 EQ‘;;!E

/

/

/

8. b. Physician’s signature

8. a. Name of physician who provided 486 b Saa il Levg EWJ“““ -

k/(/ Date

MD.TDD

RN
ILIIE;

Send completed forms to; State Medical Board of Ohio

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

Prescribed; 8/-/2011

‘Columbus, OH 43215-6127




:  (Required pursuant to R.C. 2119.123
'r"? be complsted by the physician who provided

Sgate Medical Board of (Ohio
Report of RU-486 Event

)

RU-486

1. Date RU-486 was provided:

A

2l

7013

Month

Day

Year

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

{ Ll ed Q&ﬁg‘ﬂﬁdwaob OF GletTen 6Ho

25250 foiSne

Ao, Ledrops 41, o

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

Y414

4. Date post RU-486 event began'

Z-1y-| 2

3

_‘_meplete abortion

.. Patient recelvad a transfusion

.. Other serious event (specify)

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

- Adverse reaclion to RU-486

. Severe bleaeding

. Patient hospitalized

6. Duration of event: __ <

Hours & _Days

7. Remarks;

¢
NN\/

8. b. Physician’s signature

8. a. Name of physician who proviéled iy/ﬁj) N Sanar

{ ;]
\ZZ{ate [][/ 7/ 1%

Send completed forms to:

Prescribed; 5/--/2011

State Medical Board of Ohio
Legal Department

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




wg

{Required pursuant fo R.C. 2119.127
o be completed by the physiclan who provided {RU-486

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

)

|1, Date RU-486 was provided:

A 5 RotS
; . Month Day Year
2. Name of medical practice or fﬁcimy at which RU-486 was provided:
fuaided  laneniitood  oF  GedTev gHho

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

25350 fowswe Ao LEDrend HTS, of

Y414 ¢

4. Date post RU-486 event began

2-22 13

Vi

- Incomplete abortion

. Patient received a transfusion

. Other serious event {speclfy)

2, ’
____Adverse reaction to RU-486

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

Severe bleeding

1. Patlent hospitalized

6. Duration of event;

Hours __ ¥  Days

-';’-.—Remams:

8. a. Name of physician who provic

8. b. Physician’s signature (

ed RY-486 D1 <annd

~

e
& Date

Send completed forms to: S
‘ L

e

Prescribed: 5/-/2011

30 E. Broad St., 3™ Floor

tate Medical Board of Ohio
egal Department

olumbus, OH 43215-6127




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

(Required pursuant to R.C. 2118.123)
& be compisted by the physician who provided jRU-486

o

1. Date RU-486 was provided: i 14 13
' [ Month Day Year

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

Pimy /3_&") f_a Aon Yoo D v  Gporssn G e

3. Address of medical practice or facility at which RU-486 was provided:
A5359 (oulthHAE 08, fobroas drs, o Y1d g

4. Date post RU-486 event began

< l<hs
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 (spscify)

6. Durationofevent: _____ £ Hours | Days

7. Remarks:

8. b. Physician's slgnature

Send completed forms to; State Medical Board of Ohio
’ Liegai Department
.’550 E. Broad St., 3 Floor
Columbus, OH 432156127

Presciibed: 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: : Toly B 20|72

Month Day Year

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

3. Address of medical practice or facility at which RU-486 was provided:
25350 Rockside ©2d

Bedford Has, oH Y414

4. Date post RU-486 event began:
)4 |2ot

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

/ complete abortion ____Adverse reaction to RU-486 ____ Patlent hospitalized

___ Patient received a transfusion —_ Severe bleeding

|
___ Other serious event (specify)

6. Duration of event: Hours l Days

7. Remarks:
8. a. Name of physician who providetd R4 Dhvid Buckons, MD -y
8. b. Physician’s signature /y / / Ll o? iy —/ M.D./D.O
L/
at
/ !
v VA

Send completed forms to: State Medical Board of Ohio

Legal Department

30 E. Broad St., 3" Floor MEDICAL BOARD

Columbus, OH 43215-6127 JAN 2 4 2013

|
|

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: T T 2017

Mo'r'nh Day Year

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

Planned P&\’M’\‘W\OOC( of Greater Ohio

3. Address of medical practice or facility at which RU-486 was provided:
25250 fockside R, Redford tis, oH Y414l

4. Date post RU-486 event began:
9 ] IS / 2ol2.

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

_Ancomplete 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 proéidedﬁMB bvid Buckens , MD "

8. b. Physician’s signature / . M;D D.O
y et g g
Date

/B S5 L A R 4

{
Send completed forms to; State Medical Board of Ohio

Legal Depanmenf MED’CAL BOAHD

30 E. Broad St,, 3™ Floor
Columbus, OH 43215-6127 JAN 2 4 2013

Prescribed: 5/-/2011




Tp

Séate Medical Board of
Report of RU-486 |

(Required pursuant to R.C. 2119.123)

Ohio
Fvent

be completed by the physiclan who provided {RU-486

1. Date RU-486 was provided:

$
i

Seot

[® 2k

Month

Day Year

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

Plavned Parenthedd of Greater Onio

25350 Rockside Rd )},

ge;mya Hts, o1 4

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

Y146

4. Date post RU-486 event began

lo]2 | le—
5. Eventi(s) (Please check all that apply):.
__\__/lncomplete abortion ____ Adverse reaction to RU-486 |___ Patient hospitalized
____Patient recelved a transfusion ___Severe bleeding
. Other serious event (specify)
6. Duration of event: Hours f Days

7. Remarks:

8. a. Name of physician who provi

RU-486 _Larulh Smit

i, D

8. b. Physician’s signatur ¥ / .M.D./D.O
| odh__ 1[5 T
Send completed forms to: State h/édical Board of Ohio
‘ Legal Department
30 E. Broad St., 3" Floor MED,CAL BQAHD
Columbus, OH 43215-6127 JAN 34 2013

Prescribed: 5/--/2011




(Required pursuant to R.C, 2119.123)

S!;ate Medical Board of |Ohio
Report of RU-486 Event

Tp be:completed by the physician who provided |RU-486
1. Date RU-486 was provided: 10 I 7 R0l
Month Day Year

Pl A 5D

2. Name of medical practice or fﬁblllty at which RU-486 was provide
la-nen [ HOOD o
|

GAPATEYL

2d:

oWh O

3. Address of medical practice or {
A5350 LOULS) D E

acility at which RU-486 was provided:
Lo

Ledsad  Hr, oH| HY (4l
4. Date post RU-486 event began
H=F =12
5. Event(s) (Please check all that apply):
___Incomplete abortion ____Adverse reaction to RU-486 : |___ Patlent hospitalized
___Patient received a transfusion _~__Severe bleeding

___ Other serious event (speclfy)

6. Duration of event: | Hours

o Days

7. Remarks:

ook

8. a. Name of physician who provic

8. b. Physician's signature

id RU 48 J)/hlm (U

AWMULOA S, M!)

/M.D. /D.O

%aw g
Send completed forms to: State Medical Board of ()hlo
' Legal Department
' 30 E. Broad St., 3" Floor MEDICAL BOARD
' Golumbus, OH 43215-6127 JAN £ 4 2013

Prescribed: 5/-/2011




S

e Rei?ort of RU-486 Event

ia;e Medical Board of

(Required pursuant to R.C. 2119.123

Ohio

)

Tp be completed by the physiclan who provided {RU-486
1. Date RU-486 was provided: T g 202
Month Day Year

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

fumiNe)  PafewriHood ©F Gredtev  Otho
3. Address of medical practice or facility at which RU-486 was proviged:
25250 RruLsibg Mo, A iz, OH 444 L

4. Date post RU-486 event began

| 249

2N

5. Event(s) (Pleasé check all that

ﬁcomplete abortion

____Patient received a transfusion

__ Other serious event (specify)

apply):

____Adverse reaction to RU-486

___ Severe bleeding

g e

Patient hospitalized

i

]
6. Duration of event: &

Hours ____é_ Days

7. Remarks:

e e

8. b. Physician's signature

8. a. Name of physician who pr&@ed

486 Wil .

ﬂ;l,duZ/OAJS’. )
@D D.O

V1G]

Send completed forms to:

Prescribed: 5/--/2011

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

JE |
State Medical Board ofthiol
Hegal Depariment

MEDICAL BOARD
JAN 84 2013




Sf

ate Medical Board of |Ohio
port 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 Y Ro|=a
Month Day Year

2. Name of medical practice or fﬁcmty at which RU-486 was provide
fhded PA—ﬂQ"‘h‘w:)i oF GreiTer otho

d:

25250 flowesidve WO

3. Address of medical practice or1

LEDFOND HTS, 0 HY(4 b

acility at which RU-486 was providled:

4. Date post RU-486 event began

___Patient received a transfusion

__.\_/ Other serious event (specly) __HemATOM ETA  TEwTEN  WiTH

5. Event(s) (Please check all that fpply):
—_ Incomplete abortion ____ Adverse reaction to RU-486 |___ Patient hospitalized
___ Severe bleeding

LEBS L1 AAT10A
6. Duration of event: =1 Hours & Days
7. Remarks:
8. a. Name of physician who provnci\dW@// DAV 1D | sl o S B
8. b. Physician’s signature // MBYD.0
| " e 171% // e
Send completed forms to: State Medical Bo/ard of Oth
' ' Legal Départment
30 E. Broad St., 3" Floor MEDICAL BOARD
Golumbus, OH 43215-6127
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