~ State Medical Board of Ohio
Report of RU-486 Event

(Required pursuant to R.C. 2919.123)

To be completed by the physician who provided RU-486

1. Date RU-486 was provided: 0_3 SR /<

Month Day Year

2. Name of medical practice or facil"ity at which RU-486 was provided:

Brelerm

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

Qo Saglher 6[\10( Clevelovel 412D

4. Date post RU-486 complication began: o
DHRe//5
7 =

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

_\@mplete abortion

___ Patient received a transfusion ___ Severe bleeding

____Adversereaction to RU-486 ___ Patient hospitalized

____Other serious event (specify)

6. Duration of event: g Hours Days

7. Remarks:

8. a. Name of physician who provid U-486 Llsa )(ﬁd\t" e LA
8. b. Physician’s signature . B —————— m/“ Q
e

\__‘_)
Date wa// f
Send completed forms to: State Medical Board of Ohio

Legal Department

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

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

MEDICAL BOARD
APR 20 2015




~ State Medical Board of Ohio
Report of RU-486 Event

(Required pursuant to R.C. 2919.123)

To be completed by the physician who provided RU-486

1. Date RU-486 was provided: O 2 /(

Month Day Year

2. Name of medical practice or facifity at which RU-486 was provided:
et ervn

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

200> Shaker Olvd:  Cleveloel Y4122

4, Date post RU-486 complication began:

2/13]15”

5. Event(s) (Please check all that app(y): (

_L~1ncomplete 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: ‘
14[015#\‘».9«/\ (e‘vwv)\t[ceo! G\uf%cg% .

8. a. Name of physician who provided RU-486 Lise iaebh’{.m\

il
8. b. Physician’s signature 4 e /m,/ DO

/ L/
Date ﬁ,‘ o ,’ N

Send completed forms to: State Medical Board of Ohio

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

Columbus, OH 43215-6127 MEDICAL BOARD
MAR 2 2015

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




~ State Medical Board of Ohio
Report of RU-486 Event

(Required pursuant to R.C. 2919.123)

To be completed by the physician who provided RU-486

1. Date RU-486 was provided: 10 2.9

Month Day

Year

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

‘i)ral( A

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

13600 Shaaler /)/V[{ Q\{\}F- (7("* Hqlao

4, Date post RU-486 complication began:

/g /1

5. Event(s)/(Pléase check all that apply):

__lﬁ)mplete abortion

—_ Patient received a transfusion ___ Severe bleeding

___Adverse reaction to RU-486 ____ Patient hospitalized

____ Other serious event (specify)

g0 :0IHY 81 AONWIfZ

0IHO 30
Qyv08 TVII03NW 3

.L\‘/]L S

-

6. Duration of event: cg __Hours Days

7. Remarks:

Hhortion Gm»f?/ﬂ[fﬂ/ 6Wa .' LC‘%-

8. a. Name of physician who providic:jJ-486 / [5G —‘%{je NWefa
{
8. b. Physician’s signature T VA,WO

nn/nn

Date W\ ‘L{l’b‘

\

State Medical Board of Ohio
Legal Department
30 E. Broad St., 3" Floor
Columbus, OH 43215-6127

Send completed forms to:

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




- State Medical Board of Ohio
Report of RU-486 Event

(Required pursuant to R.C. 2919.123)

e To be completed by the physician who provided RU-486

A

1. Date RU-486 was provided: Z)%/ r2 7’(
i Day

Month

Year

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

F{’.krm

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

\qov2  Shaller (5{\// Cleve lanel dyiao

4, Date post RU-486 complication began:
0%/73/)/
{ F &

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

_‘ﬁomplete abortion ___Adverse reaction to RU-486 ___ Patient hospitalized

___Patient received a transfusion ___ Severe bleeding

____ Other serious event (specify)

6. Duration of event: ? Hours Days

g My ordion wwia(er:o( s\»a:cdl%\.

8. a. Name of physician who provided RU-486 Zl'ﬁa )4 Njera.

8. b. Physician’s signature @ DO

7

.

Send completed forms to: State Medical Board of Ohio
| Legal Department
30 E. Broad St., 3™ Floor
Columbus, OH 43215-6127
SEP 22 2014

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

MEDICAL BOARD




~ State Medical Board of Ohio
Report of RU-486 Event

(Required pursuant to R.C. 2919.123)

To be completed by the physician who provided RU-486

1. Date RU-486 was provided: ﬁ7 O3

A

Month Day

Year

2 N@me of medical practice or facifity at which RU-486 was provided:

Ffl{ﬁm

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

2ot Aber Old.

4. Date post RU-486 complication began:

$/2/1¢

5. Event(s) (I!Ieage ch'eck all that apply):

A)mplete abortion ___ Adverse reaction to RU-486 ___ Patient hospitalized
— Patient received a transfusion ___ Severe bleeding

___Other serious event (specify)

6. Duration of event: Hours l Days

7. Remarks:

Hpor-tHenn KM&J swa: &QQ@,

8. a. Name of physician who provided RU/486 1 5a_ %LN*: 4 /
8. b. Physician’s signature ) m"().’ DO
[ @y

7 ~— :
Date 7/77.///5/

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

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




= 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: 28 30 A

Month Day Year

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

C‘\"UM

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

| & 000 6&@!4(!’ ﬁlvd« Cleve . pH  Ydlao

4, Date post RU-486 event began: g /, _,,/,L

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

ncomplete abortion ____Adverse reaction to RU-486 ____ Patient hospitalized

____ Patient received a transfusion ____Severe bleeding

____ Other serious event (specify)

6. Duration of event: A Hours Days

7. Remarks:

/Mol‘é‘lw (yufl.;ég/ \5?&(,2%_ ?//2 12 | veo W (pu-,ofl'cuél'o'v\,

8. a. Name of physician who proyidez RU-486 Lisg IOP)Hna , AN
8. b. Physician’s signature (@.D. Z)D.O

Date et Yz
¥ 5 4
Send completed forms to: State Medical Board of Ohio
Legal Department
30 E. Broad St., 3" Floor vieUIWUAL BOARD
Columbus, OH 43215-6127 SEP 9 4 2012

Prescribed: 5/--/2011




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-486

Ppta

1. Date RU-486 was provided: nE A ’9’ Ko/
Month Day Year '

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

Drederm.

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

(2000 Shaer 6[&/0[ . Clevelarnd.  HYl120

4. Date post RU-486 event began:
05 / i / T,

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

i Incomplete abortion — Adverse reaction 1o BU-486 - Patient hospitalized

—_Patient received a transfusion ___ Severe bleeding

____ Other serious event (specify)

8. Duration of event: _3__ Hours Days

7. Remarks:

%04’37‘« (mwp\c\rof &ﬁc% 5/////1) nwo @:‘H{r [Mé'w/faw.

8. a. Name of physician who provi RU-486 Li Se. I&c’l‘h’fm N M:b-

8. b. Physician’s signature W:ﬁ@/ ﬁ.D‘ Y D.O

Date 1 \ \’)/\'\\

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

MEDICAL BOARD
Prescribed: 6/-/2011 : JUL 19 2011




