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

{Required pursuant to R.C. 2918.123)

To be completed by the physician who provided RU-486

1. Date RU-486 was provided: o1 A /@

L it

Month Day Year

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

Dol

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

Poco Shler plid- Clelond 120

4, Date post RU-486 complication began:

28717 /115

5. Event(s) {Please check alf thaf apply):

‘\AJmplete abortion ____ Adverse reaction to RU-486 = Patient hospitalized
.. Patient received a transfusion ___ Severe bleeding

____Otherserious event (specify}

6. Duration of event: 52‘ Hours Days

7. Remarks:

8. a. Name of physician who provided RU-486 /M)[amm/ ﬂ zacc’/. A D .
e NC .

8. b. Physician’s signature /Vi/z e K/Z"‘y v /m“ 1/ D0

Send completed forms to: State Medical Board of Ohio

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

Columbus, OH 43215-6127
MEDICAL BOARD

Prescribed: 5/--/201, Rev. 12/13/12 SEP 6 20’6




~ 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: AR Fro) BV A

Month Day Year

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

‘h&lﬁf VA

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

2oz Shader BHIA.  Clevdand Y120

4. Date post RU-486 complication began:

23ae/u

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

_@mplete 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:

Hbortion &:170&4:1 6‘“&‘%@@7 :

8. a. Name of physician who provided RU-486 Mm«mw( ﬂaee/

8. b. Physician’s signature —%ﬂ @-ﬂ——

Date C?’ C'fé,\

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

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

APR 11 g9y




~ 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: 75 55/
i
Day

Month

Year

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

p{‘{‘l()‘h«

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

Qoo Shaller Blvd.  Clevelavd 4130

4, Date post'RU-486 complication began:

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

7. Remarks:

Mihrn sorploked 517&«%,.

8. a. Name of physician who provided RU-486 ZW ﬁ/@éﬂ&@

Date 4 J/Q’

8. b. Physician’s signature /},W, D/M/(/\ﬂ @lo___

Send completed forms to: State Medical Board of Ohio

Legal Department

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

MED
Columbus, OH 43215-6127

Prescribed: 5/—/2041, Rev. 12/13/12

APR 11 2016




~ 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: Ol /&

/5

Month Day

Year

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

teder e

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

lgope0 Huker  Dlvd: Q{No(ﬂmoL 4120

4. Date post RU-486 complication began:

A5 .

5. Event(s) (Please check all that ap’ply):/

v/ Incomplete 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:

Hoortion  tenfleled (wJ&aﬁ%

8. a. Name of physician who provided RU-486 M&M[ /dz&té'_
8. b. Physician’s signature W

Date 477[/ ,«{j//_(

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

RD

UL 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: f) f 0@ 0?0[(

Month Day Year

2. Name of medical practice or facif.ity at which RU-486 was provided:
}K\\e :){J\W\

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

12062 Slaler 6[\/ﬂ(' il Y50

4, Date post RU-486 complication began:

/2 /5

et
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: 2 Hours Days

7. Remarks:

Hoordion Cavmﬁ[-ch( aw&@%,

8. a. Name of physician who provided RU-486 /%Admwm&/ ,/624 <2 , Mb 5
8. b. Physician’s signature 2 L_/%”) DO

7 7
Send completed forms to: State Medical Board of Ohio

Legal Department

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

JUN & 2015

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




e ~ 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: D> D /ﬁ/
Month Day Year

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

‘?(”‘( i

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

\rooe  Guller 6l\/0(- Clevelarod dHi12.0

4. Date post RU-486 complication began: e
04/03/s5
5. Event(s) (Please check 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: 3 Hours Days
7. Remarks:
8. a. Name of physician who provided RU-486 /70 Aé’ mmae/ /Q 2608
8. b. Physician’s signature //?C!, A ’fg/pwzcb( Ao )Yno
Date 4// 4 // e
=t
Send completed forms to: State Medical Board of Ohio

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

APR 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: /p [)?’

Month Day

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

pth—H‘vv\

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

ldore Shaller Al C’.(M/wo/ 44120

4, Date post RU-486 complication began:

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

Aemplete 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:

Wooripn [91»70/614/ 6%6@% -

8. a. Name of physician who provided RU;I% / Q/umﬁy/ /éz.aéﬂ

8. b. Physician’s signature ] /

Kan)na
—

4 '/f’

e ////«'//7/

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

Prescribed: §/--/2011, Rev. 12/13/12 NOV 2 0 2014




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

3 (Required pursuant to R.C. 2919.123)

To be completed by the physician who provided RU-486

1. Date RU-486 was provided: &@ /)3 /4/

Month Day Year 4

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

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

120w Agler Aud. Clevelond Y4120

4. Date post RU-486 complication began:
06/20/14

5. Event(s) (Please check all tha( applz): J

Aomplete 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:

A(/]Ot‘-hm Lawp\e(fo( 5w~5} U.QQ\/,

8. a. Name of physician who provided RU-486 &L&m,mgg)(_ /8; 2e06 JZANY
8. b. Physician’s signature W/ﬁl’(/? AMMDJDO

72/¢ /i
Date / 7 / 7
Send completed forms to: State Medical Board of Ohio

Legal Department

30 E. Broad St., 3 Floor MEDICAL BOARD
Columbus, OH 43215-6127
JUL .14 204

Prescribed: 5/—/2011, Rev. 12/13/12




5
W 5 State Medical Board of Ohio
-~ Report of RU-486 Event

(Required pursuant to R.C. 2919.123)

To be completed by the physician who pravided RU-486

1. Date RU-486 was provided: . /97 /) 7' /3
'Day

Month Year

2. Name of medical practice or facility at which RU-486 was provided:
/iw “}‘-(’ DA

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

laov2  Slaker 61»/0(- Cllfuclww( OH Y¥iqo

4. Date post RU-486 complication began:
7/3&//}

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: Hours / Days

7. Remarks:

Hlprdion vt A Swai J%_ o~ TRf3, vo Sl torplicedion.

8. a. Name of physician who provided RU-486 S Mp/tfm MAD( ﬁr AL
8. b. Physician’s signature W) Z Z = A Yoo

vr 7y J
Lt
Send completed forms to: State Medical Board of Ohio

Legal Department

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

Columbus, OH 43215-6127
AUG 1 2 2013

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: ) 7 i a2, 01>

Month Day Year

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

e

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

.\Rooo Yok Alud. Qlfvdamo( _Dh/o SO

7

4. Date post RU-486 complication began:

</14/r

5. Event(s) (Please check al(that’apply):

v 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:

/%orifo—»\ (Mufa( 5»J‘ajc 7

8. a. Name of physician who provided RU-486 /‘/D/xa u«q/uaD{ /ézace_ , A 15
8. b. Physician’s signature e )27 /7 CW(/ /\)M‘n /DO

Date 5’;/2 0/ / j)
Send completed forms to: State Medical Board of Ohio

Legal Department

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

Columbus, OH 43215-6127 AUG 2 8 2013

Prescribed: 5/—/2011, Rev. 12/13/12




WW#’%Z/

-

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: , /5 27

Month Day

ol

Year

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

p%“f i{ A

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

aoze Saber Sl Cladoud  OF  yizo

4, Date post RU-486 complication began:

é%?//}
77

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

4/ Incomplete abortion ___Adversereactionto RU-486 ___ Patient hospitalized

. Patient received a transfusion ___ Severe bleeding

. Other serious event {specify}

6. Duration of event: Hours [ Days

7. Remarks:

rhign lc v Y29[13) e g"” -
e f K Swaiéaf fm—7£//f o

8. a. Name of physician who provided RU-486 A)? 2600
/Q gtV

mjnn

8. b. Physician’s signature ///)/ 7/
{' Date é/ 2 (7/ /?

Send completed forms to: State Medical Board of Ohio
Legal Department

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

Columbus, OH 43215-6127
APR 29 2013

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




Pepacirs]  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: §9 1 2017 ‘
Month Day ;ear

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

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

oo HuaKer Bl  Cloeledk DF HGiap

4. Date post RU-486 complication began:
! / 2 / 13

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)

eNeT
6. Duration of event: :% Hours 2 Days

7. Remarks:

ke roplelee S0 ;a% - 7wp/,w( .

8. a. Name of physician who provided RU-486 /WDAMM /d 2seQ
8. b. Physician’s signature AN '1.,// ol 77 @LD.Q_
! l// v }/ B T

Date

Send completed forms to: State Medical Board of Ohio
Legal Department

30 E. Broad St., 3 Floor MEDlCAL BOAHD

Columbus, OH 43215-6127 JAN 28 2013

Prescribed: 5/—/2011, Rev. 12/13/12




