Repat vy
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 /pZ

Month

2. Nam of med|cal practice or facsmyAz)t which RU-486 z%as provuded

! s (Coptt

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

lige 7 i atve  Bilimas dlo p240%

4. Date post RU-486 event began:

T A 71

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

____ Other serious event (specify)

xsncomplete abortion ___ Adverse reaction to RU-486 ___ Patient hospitalized
__ Patient received a transfusion ___ Severe bleeding

6. Duration of event: Hours : Days

7. Remarks: /Ud Mav Lieedi './ft’»n'ed deod 0 lor m.ra/,,.\
50 10 lodd 4C thsut /,

8. a. Name of physician who provided RU-486 : // J/é,f :

8. b. Physician’s signature /m v 4 - : @ D.O
Date (‘l 4] !LL

Send completed forms to: State Medical Board of Ohio

Legal Department
30 E. Broad St., 3" Floor
Columbus, OH 43215-6127
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Report of RU-486 Event
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(Required pursuant to R.C. 2119.123)
To be completed by the physiclan who provided RU-486

MEDLICAL BOARD

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

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

(e Ol fimaw's Cosw.

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

9455 £ fuy) gpeer s, OF 4343

4. Date post RU-486 event began:
lo[eli

5. Event(s) (Please check all that apply):
_¥_ Incomplete abortion ____ Adversa reaction to RU-486 ___ Patient hospitalized

__Patient received a transfusion . Severe bleeding

__ Other serious event (specify)

6. Duration of event: Q:f Hours E _Days

7. Remarks: Pr e D sC o

s &
8. a. Name of physician who provided RU-486 g( ‘ ,{/_[dé/ = m
V7775 o
8. b. Physician's signature — M.D. @.025?_;
A wlal e o =P

5 =
o
Send completed forms to: State Medical Board of Ohio "" ;C;
Legal Department 3 =4

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

Prescribed: 5/--/2011
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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 physician who provided RU-488

P

1. Date RU-486 was provided: 04 5 / 17 A@/ ,Z,

Month § Day Year

2. Name of m /ﬁcal practice or facility at which RU-486 was provided:
V o\t P 54(
/ LT (WIS (ayy.
3. Address of medical practice or facility at which RU-486 was provided:

Je5 ¢ in Sptee;” fﬂltmww Mo HIHY D

4. Date post RU-486 event began:

D4-O% /L

5.7(“5) (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:

PR A - y e
8. a. Name of physician who provided RU-486 nt CanN M[!'M %
8. b. Physician’s signature 74 / M.D./D.O

Date Ly 1 y | 22—
Send completed forms to: State Medical Board of Ohio
Legal Department MEDIC Rl

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

Prescribed: 5/-/2011
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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 physlclan who provided RU-488

1. Date RU-486 was provided: Mauclh 14 2 6\

Month Day Year

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

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

DLSS Easr Man St Crlumbos, oH

4. Date post RU-486 event began:

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

ﬂﬁomp!ete 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 RU-486 CHirur  Crrkand

8. b. Physician’s signature

g4 (|72

Date

M.D./D.O

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

Prescribed: §/-/2011

MELILAL v

9 42012




Pept i

State Medical Board of Ohio
Report of RU-486 Event

{Required pursuant to R.C. 21198.123)
To be completed by the physician who provided RU-488

1. Date RU-486 was provided: Tanua v \2 212
Month Day Year

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

Cendial  OWio \Womens Ceanler

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

3255 EBasr Man % Columbos, oW 42213
4. Date post RU-486 event began:

2/i0f1a
5. Event(s) (Please check all that apply):
____Incomplete abortion ___ Adverse reaction to RU-486 ___ Patient hospitalized
____ Patient received a transfusion ___ Severe bleeding

_X Other serious event (specify) WM W“é

6. Duration of event: .2 Hours _____ Days

7. Remarks: ] gnd C dmog; mall.q,.l»g hwnﬂ hﬂ%‘ﬁ""/w'u 6

asviwe - fplloip
8. a. Name of physician who provided RU-486 deh/
8. b. Physician's signature VIl M.D./D.O
Date 577[/3' .

Send completed forms to: State Medical Board of Ohio

Legal Department M EB'G A
00 :8 Wy 12 AVH 2102 30 E. Broad St., 3™ Floor L BGARQ

Columbus, OH 43215-6127 MAY 21 2012
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