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% 2013
Month Day Year

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

PPl e

3. Address of medical practice or facility at which RU-486 was provided:
A525v Loutsrpe MAD

bedrrd Hera s, ed F4id

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

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

_\Awomplete abortion ___Adverse reaction to RU-486 ___ Patient hospitalized

___ Patlent recelved a transfusion ____ Severe bleeding

___ Other serious event (specify)

6. Duration of event: Y Hours ' Days

7. Remarks:

8. b. Physician’s signature . 5 M.D./D.O
o Ag /R
L~
Send completed forms to: State Medical Board of Ohio
Legal Department
30 E. Broad St., 3" Floor MEDBIGAL BOARD
Columbus, OH 43215-6127 LY

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

1. Date RU-486 was provided: 7/ ?/ /7 | ]
Month Day Year
2. Name of medical practice or facility at which RU-486 was provided:
Plaimed Yoo \\/Nnuw Oy
3. Address of medical practice or facility at which RU-486 was provided:
oD Loaknle U Gdfod B 44,
4. Date post RU-486 event began:
Y/ 12—
5. Event(s) (Please clieck all that apply):
_ﬁncomplete abortion ____ Adverse reaction to RU-486 ____Patient hospitalizéd
___ Patient received a transfusion ____ Severe bleeding
___ Other serious event (specify)
6. Duration of event: k Hours Days
(£ Remarks;bﬁ C E " Ws W
8. a. Name of physician wh\prc/ d RY- Ve s /M,_D
8. b. Physician’s signature / M.D./D.O
£ pate L 0@/ 1)
Send completed forms to: State Medical Board of Oth

Legal Department

30 E. Broad St., 3t:Flpard o€ HYi o107
Columbus, OH 43215-6'121

Q¥v08 VI 3048
Prescribed: 5/--/2011




Rper1
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: l; A 251
Month Day Year

2. Name of medical practice or facility at which RU-486 was provided:
Pt d (g centiord A\ NV Mg aor @1 0

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

06250 fockinde 04 Beafod Ho On_ddily

4. Date post RU-486 event befan

(o[ IC
\E?wnt(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

74
/'/
7. Remarks:
8. a. Name of physician fﬁvlde d Burkons MO
8. b. Physician's sugnature / —— M.D./D.O
Date
Send completed forms to: State Medical Board of Ohio M e
Legal Department EQI(.'AL BQARD
30 E. Broad St., 3" Floor JUN 88 2012

Columbus, OH 43215-6127

Prescribed: §/--/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: g 29 ]2

Month Day Year

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

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

pedFod HTS, oH ¢,

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

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

ﬁncomplete abortidn ____Adverse reaction to RU-486 ___ Patient hospitalized

___Patient received a transfusion ____Severe bleeding

__ Other serious event (speclfy)

6. Duration of event: ) Hours & Days

7. Remarks:

8. a. Name of physician WhW DIRCYYFZNES
8. b. Physician’s signature // -~ M.D./D.O

Send completed forms to: State Medical Boar/d of Ot'ﬂo ME B
Legal Department DICAL BOARD
30 E. Broad St., 3" Floor JUN 13 2012

Columbus, OH 43215-6127

Prescribed: 5/-/2011




State Medical Board of Ohio

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

Report of RU-486 Event

1. Date RU-486 was provided: oc 13- 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:
25350 Nocside LD
bedrnd HeaHTs, oH d4Y|fep
4. Date post RU-486 event began:
b—b-12
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 svent (specify)
6. Duration of event: ___ | Hours & _Days
7. Remarks: MEDICAL BOARD
'UN 18 2012
P
8. a. Name of physician who &wﬂ%m bdAViL  Lunisns, MO
8. b. Physician's signature LM M.D./D.O

W L
Do L 10>
7] Y / .
Send completed forms to: State Medical Boérd of Ohio
Legal Department

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

Prescribed: 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 20|

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 RowS1be fo, SBIRLL, of Y ¥

4. Date post RU-486 event began:

Iz/'s/”

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

_‘{ Incomplete abortion . Adverse reaction to RU-486 ____ Patient hospitalized

___ Patient received a transfusion ___Severe bleeding

v = Iul:—ll-};'l='=Blj:iq||"—jlﬁ~" SRR IS -'UM
6. Duration of event: Y Hours 12 Days

7. Remarks:

7/

8. a. Name of physician whoﬂ% R4gs D . OAVio  bunrods

8. b. Physician's signature R . ,M/D. /D.O0
4

i y/V/b; [

Send completed forms to: State Medical Boatéa;f Ohio
Legal Departiment
30 E. Broad St., 3" Floor

Sl: : :
¢Hd 62 1y 2157 Columbus, OH 43215-6127 MEDICAL BOARD
Qyyog HHO 40 | MAY 29 2012

L 3lvlg




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 E0
3. Address of medical practice or facility at which RU-486 was provided:
19550 fLowside AD. LED|
4. Date post RU-486 event began:
*)1+/12
5. Event(s) (Please check all that apply):
llncomplete abortion ____Adverse reaction to RU-486 ____ Patient hospitalized

6. Duration of event: {___Hours S Days

7. Remarks:

X

8. b. Physician’s signature

N AT,
s,

Send completed forms to: State Medical Boérd of Ohio
Legal Department
S§1:2 py 62 AVN 2102 30 E. Broad St., 3" Floor
Columbus, OH 43215-6127
Qyvog A0 40

Prescribed; 5/--/2011

MEDICAL BOARD
Wi 5 Wis MAY 39 2012




/@q}ﬂﬁ% 25
o 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: 2 2.4 17—
Montf o lsay Y‘ea’;

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

Pl d Plwemripnsd QMO\/J(\NLLWV Oho

(
3. Address of medical practice or facility at which RU-486 was provided:
16950 Lodunde €A &%M Wt oF 4qidb
4. Date post RU-486 event began:
Ul

5. Event(s) (Please check all that apply):
Zlncomplete abortion ___ Adverse reaction to RU-486 ____ Patient hospitalized

6. Duration of event: l Hours Days

7. Remarks:

8. a. Name of physician \éo_%% %6 Dadd M Eueons MD
8. b. Physician’s signature M.D./D.O

Date ('{// 1 / [2—
Send completed forms to: State Medical Board of Ohio
Legal Department Y OARD
G b@}}\ -
30 E. Broad St., 39 Floor MEBIGAL
Columbus, OH 43215-6127 wAY 0 4 2012

Prescribed: §/--/2011




Kepnek 12 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: Ly, /) 2017~

Month Day Year

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

Vennd Gurentned 4 Novviwast Olio

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

25260 Vovnde Cd Pedbod s OF Y14

4. Date post RU-486 event began:

2h0/r2~

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

ﬁncomplete 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@vi@ RU486 T)aaa o BU’% MDD

P A (NP.1D.0
VT

8. b. Physician’s signature

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

Prescribed: 5/--/2011



