g A ~ State Medical Board of Ohio
© ... Report of RU-486 Event

(Required pursuant to R.C. 2919.123)

Baas). |

A&

To be completed by the physician who provided RU-486

1. Date RU-486 was provided: ﬁ? | 074/ /5._-—

Month Y Year

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

&kl‘ A~

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

laece Susler A Olevilad d 12D

4, Date post RU-486 complication began: g
120015
7 1 F

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:

Mok conplelal @5&%

2\

8. a. Name of physician who provided RUfSW_ﬁM&Z/ g?&é/\ ; '//f. b
‘ a2 m DO
N

8. b. Physician’s signature

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

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

0CT 19 2015

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




Tew e, o kEke 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: ﬂ f' ) F {_

Month Day Year

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

\*e—)w FAAA

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

1000 aller apd.  Clevdoud #4122

4. Date post RU-486 complication began: ‘ e
/4/ o// /S
4 [ B

5. Event(s) (Please check 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: 8 Hours Days

7 Remarks:/zbrjl,mh : " 5?1(% |

i oy 2
8. a. Name of physician who provid7é W /’%%W /dfg&«//’f. b,
; o

8. b. Physician's signature

Koo
\ ) Date /9//5//{ "

Send completed forms to: State Medical Board {)f &io
| Legal Department
30 E. Broad St., 3" Floor
Columbus, OH 43215-6127

MEDICAL Boarp
OCT 15 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: Ol /& Jf

Month Day Year

2. Name of medical practice or facility at which RU-486 was provided:
h&-‘cr w~

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

lqozo Huker  Dlvd: Uwo(a«»o( 420

4. Date post RU-486 complication began:

25

5. Event(s) (Please check all that a;iply):/

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:

S M«ﬁ%e(eo( ewg% .

Date

8. a. Name of physician who provided RU-486 _&&mﬂ/ /dz&tﬁ
8. b. Physician’s signature W
e
ot

Send completed forms to: State Medical Board of Ohio
Legal Department
30 E. Broad St., 3" Floor
Columbus, OH 43215-6127 MEDICAL BOARD
JuL 20 2015

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




" Sstate Medical Board of Ohio
© .... Report of RU-486 Event

(Required pursuant to R.C. 2919.123)

¥
s
B

To be completed by the physician who provided RU-486

1. Date RU-486 was provided: 0[‘, 1D

/5

Month Day

Year

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

1 NAL

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

12000 Shakler Al M evelad. 1z

4. Date post RU-486 complication began: ,

7/3)15~

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

__A__/lncomp|ete abortion ___Adverse reaction to RU-486 ___ Patient hospitalized
_ Patient received a transfusion ____ Severe bleeding

____ Other serious event (specify)

6. Duration of event: 52 Hours Days

7. Remarks:

m(bhl—:afw wW;O\éCaA 6wa¢'(aa]’-

8. a. Name of physician who provideﬂ/\?B{ﬁ\ [/‘%/L/% 4 /&\?’[/e{—

8. b. Physician’s signature

\V)
\ Date\ 2//6lis
T 4

@/nn

Send completed forms to: State Medical Board of Ofl\io
| Legal Department
30 E. Broad St., 3" Floor .
Columbus, OH 43215-6127 MEDICA
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: Naﬁe of medical practice or faciiity at which RU-486 was provided:

relesrna

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

\aoze  Haler ,6!1/&{ Cl%w(amv( L/‘/lélo

4, Date post RU-486 complication began:
Y75
? QS 4 :

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

_\_/Irmomplete abortion ___ Adverse reaction to RU-486 ____ Patient hospitalized
__ Patient receivéd a transfusion ___ Severe bleeding

____ Other serious event {specify)

6. Duration of event: 8 Hours Days

7’ Remmm» bl Sty

8. a. Name of physician who proﬁc\e}/\iu-%ﬁ ,//-:/L[//z/ /&i/ﬁf’
m,uln
 de g

8. b. Physician's signature

bate 20 l05"
// ~
Send completed forms to: State Medical Board of Ohio
Legal Department
30 E. Broad St., 3" Floor
Columbus, OH 43215-6127 VIEDT
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 aé a?a[(

Month Day Year

2. Name of medical practice or facil‘ity at which RU-486 was provided:
[B\\e Q-e)\m

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

oo olaller Bl Clevelansl  UYi20

4. Date post RU-486 complication began:

G2)l5_

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

+ Incomplete abortion ___Adversereaction to RU-486 ____ Patient hospitalized
___ Patient received a transfusion ___ Severe bleeding

___ Other serious event (specify)

6. Duration of event: 2 Hours Days

7. Remarks:
%DIJJW\ cgwxplelw( bwa{c‘_% .
8. a. Name of physician who provided RU-486 < A
8. b. Physician’s signature 2 Ko )oo
oute M G/ R 5
7 6k F A

Send completed forms to: State Medical Board of Ohio

Legal Department

30 E. Broad St., 3" Floor

Columbus, OH 43215-6127 MEDICAL BOARD

JUN 5 2015

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




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

(Required pursuant to R.C. 2519.123)

To be completed by the physician who provided RU-486

1. Date RU-486 was provided: 03 /Q A’7/~

Month Day Year

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

@h&-\( CYA

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

Qoee uller Bhd.  Clevdova Y4120

4. Date post RU-486 complication began: ey
QYAE/15
i { -

5. Event(s) (Please check 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: Q; Hours Days

7. Remarks:

8. a. Name of physician who pl:vjic@/UAsG L;b& )Lid\l:' e

Lo )
8. b. Physician’s signature W — 40//D 0
Date 'T//A%// (
G

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




S 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: O D il
Month Day Ye;

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

(?(JW_’ A

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

\ooo  Gualder »6!\/0( @vaJma( 44120

4, Date post RU-486 complication began: s
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 Ad’ mmaa/ /Q za 00
8. b. Physician’s signature //,7/!,/‘/7/)/7’7 Dece ekl A )Yno

Date ‘/A 4, // "/
L

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: Ol 25 /(

Month Day Year

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

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

2000 Shaber Ol Clevelevdd Y4122

4. Date post RU-486 complication began:

a/13]/5”

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

_L~Incomplete abortion ___Adversereaction to RU-486 ___ Patient hospitalized

___Patient received a transfusion ___Severe bleeding

___ Other serious event (specify)

6. Duration of event: 2 Hours Days

7. Remarks:

ﬂbarl{em (mv)ufol wfo&&% :

8. a. Name of physician who provided gu-486 Lise iaabh'{m\
8. b. Physician’s signature 2 — m/ DO
o

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: 0/ 7 ,;70/{

L= oy 7

A~ an w

Month Day Year

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

Ricrm

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

[9\059 ﬁAﬂKPP /6’\/1/( alﬂjf(amgk L—/L((RD

4. Date post RU-486 complication began:

o2/ob/15~

5. Event(s) (Ple(ase ct‘(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: 8 Hours Days

7. Remarks:

%D"LDV\ Lowf)\t‘kwl 5 Icau?/-

8. a. Name of physician who provide - /’7/“’2161-120 /é;’ ('A[ef

8. b. Physician’s signature Eé L@ D.0

Vel Hits

\

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

MEDICAL BOARD
FEB20 2065 -

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




