 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: N7 __ 3 0 /é?
Month Day Year

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

el

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

Aoy Ak - »@/m{- C]&v’f (Q-M( 44120

4, Date post RU-486 complication began:

o5/ % e
5. Event(s) (Please check/ill that apply):

__A’scomplete abortion . Adverse reactionto 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 (60 486 /M%M /Qﬁ;/ir{ M .D,
8. b. Physician's signature U/\ ] MD /DO
= , Ny
Date ‘7/( 2(0“ (0

Send completed forms to: State Medical Board of Ohio
Legal Department 4
30 E. Broad St., 3" Floor
Columbus, OH 43215-6127
MEDICAL BOARD

Prescribed: 5/--/2041, Rev. 12/13/12 p
SEP @ 201




| 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-488

1. Date RU-486 was provided: C}@ 17

7

Month Day

Year

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

e J"«(»FM

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

100 Slalle BlLuA- Clevlod  ddine

4, Date post RU-486 complication began: ) 7
0 7705% o
F4 ,.

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

__Aomplete 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:
Wordins 10pled 57»’%%-

8. a. Name of physician who provided RU-486 V\/A W ’/57.«”/%‘/\, A

8. b. Physician’s signature ! QA .
: g

G

/(ﬂ)nn
—

Send completed forms to: State Medical Board of Chio
Legal Department
30 E. Broad St., 3" Floor

Columbus, OH 43215-6127 MEDICAL BOARD

JUL 12 2016

Prescribed: 5/--/2041, 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: f)‘/ /?97 A
o ¢

1
Month Day Year

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

Dolerme

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

1qooo shaler 5 w/ Ospli ke ‘1"(12@

4. Date post RU-486 complication began:

5113/l

1 ;
5. Event(s) (P!eas’e—check all that apply):

Acomplete abortion . Adverse reaction to RU-486 ~____ Patient hospitalized

. Patient received a transfusion - Severe bleeding

.. Other serious event {specify)

6. Duration of event: Hours Days WK WD AL

7. Remarks:

/%M%v% fm»y?/ﬁéﬁ/ éo?:ctafzé% M

8. a. Name of physician who provided R&( 2 { ff’ /M-b -
8. b. Physician's si Wt ‘ /oo Pha
ysician's signature ( ( (ﬂ { 1
Date CQ, O F
Send completed forms to: StateMical Board of Ohio

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

Prescribed: 5/-/2041, Rev. 12/13/12 JUN 6 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: Qs 30

EX

Month Day

Year

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

réerm

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

Roco  Aeller x(l)[vJ C‘;\M‘Mfi (2o

4. Date post RU-486 complication began:

DY/t

5. Event(s) (P@se dheck all that apply):

_Acomplete 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:

Movrbion on-plekd 6&8«% »

|

8. a. Name of physician who provided RU/A86 /‘) // U /QJ(Z; ZAVE
Iy

8. b. Physician’s si f
ysician's signature o A— - MD /DO
W Ll
Send completed forms to: State MedicakBoard of Ohio

Legal Department

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

Columbus, OH 43215-6127

MAY 2 2016

Prescribed: 5/—/20%1, Rev. 12/13/12




b e ~ State Medical Board of Ohio
< ... Report of RU-486 Event

" N (Required pursuant to R.C. 2919.123)

To be completed by the physiclan who provided RU-486

1. Date RU-486 was provided: &g 07 4/ /\S’—.

Month Y Year

2. Nﬁme of medical practice or faciiity at which RU-486 was provided:

&Jﬂ‘u«

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

P2 Hofer O’vﬂ( (’Ja'«ja«i Y 12D

4. Date post RU-486 complication began:
1o06/15~
7 1 .

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

Acomplete abortion ___Adverse reaction to RU-486 ____ Patient hospitalized
— Patient received a transfusion ___ Severe bleeding

____ Other serious event (specify)

6. Duration of event: 3 Hours Days

7. Remarks:

Mt sopletd 53y

B < B

8. a. Name of physician who provided RUfS __MIZ/ ﬂ(&&\ﬂ b
l o

8. b. Physician’s signature

b i (oo
fosfite

Send completed forms to: State Medical Board of Ohio
| Legal Department
30 E. Broad St., 3" Floor
Columbus, OH 43215-6127 MEDICAL ©0~RD

0CT 19 2015

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




h eienos  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: j f )P /{

Month Day Year

2. Nan;ﬁ of medical practice or facility at which RU-486 was provided:

NA? Sy

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

10000 Shaller @vd.  Cleveoud #4122

4. Date post RU-486 complication began: ) Sy
/‘/ o// /S

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

_\ﬁmplete 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

F Remarks%r IW : 5 6?(( Lé%

8. a. Name of physician who provndfi W Zfﬁéﬂld 6&& A. h
s Kﬂ D0

8. b. Physician's signature

Date /D /ﬂ/{ —

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

L'IEDICAL BOARD
OCT 15 2015

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




2 3 - State Medical Board of Ohio
“ .... Report of RU-486 Event

= T (Required pursuant to R.C. 2919.123)

To be completed by the physician who provided RU-486

1. Date RU-486 was provided: Nl 10

y-

Month Day

Year

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

AL

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

12000 Sk Olid  Clevdand. HMizo

4, Date post RU-486 complication began: S

7/3)15~

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

Acmplete 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:

mﬂab\fb« wwp\fatcd 6uzaita[[/'

8. b. Physician’s signature

8. a. Name of physician who providemw /Z%/L/,/é : /&\;Z/ef—
[\ /{@/ DO

N
\ it 7/ /15
,/ T4
Send completed forms to: State Medical Board of Ohio
Legal Department

30 E. Broad St., 3 Floor

EDICA
Columbus, OH 43215-6127 MEDI

JUL 20 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: : % // /(

Month Day Year

2. Nale of medical practice or faciiity at which RU-486 was provided:

TQX_{"JWV\_

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

laoze  Haler /611/5{. clfUC[M"( ‘z"{lRD

4, Date post RU-486 complication began:
Y7)s
F 4 ¢ :

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 {specify)

6. Duration of event: 8 Hours Days

' 4@4» il Sy

8. a. Name of physician who pro(dc\e?/\U-d,SG /’%#L[féy /&Jwﬂ/ﬁ’
/)00
o

8. b. Physician’s signature

i ;//i//s/

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

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: O/ a4 P ld

Loy 3

Month Day Year
2. Name of medical practice or facility at which RU-486 was provided:
)bh:icrw\
3. Address of medical practice or facility at which RU-486 was provided:
lpeze Aaler Od.  Cleyelandd  dqo
4. Date post RU-486 complication began:
o2/ob/15
5. Event(s) (Ple[ase c}{eck all that apply):
_Amplete 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:
ﬂ’hor-lr(o ~ L:Dwf)\tw Sut4. & &(7 J
8. a. Name of physician who provide . /’{HZLMO /G l'/,[c’f
8. b. Physician's signature - A0 )na
: 1BL1S
\
Send completed forms to: State Medical Board of Ohio
Legal Department
30 E. Broad St., 3" Floor
MEDICAL BOARD

Columbus, OH 43215-6127
FEB 2 0 2015

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

°




