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

(Required pursuant to R.C. 2919.123) MAR 8 2018

To be completed by the physiclan who provided RU-486

1. Date RU-486 was provided: ) 7/ 7/7/ \

Month . Day . Year

2. Name of medﬁ practice or facili é/ at Whm; RU-48 %was provided:

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

n5s € Mainst, Columdats Ot Y2212

4, Date post RU-486 complication began:

5. Event(s) (Please check all that apply): =
- v wju -
Incomplete 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: ’FLHL(OL MD (non vable IUJ)} cwe to
FDA r—egiw»en

8. a. Name of physician who provided RU-486 - Cothenn (€ ONNANOS
8.b, Physician’s signature [\}fj E S m,n, /DO

Date :3,/9’,/ (LY
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




State Medical Board of Ohio
Report of RU-486 Event

(Required pursuant to R.C. 2919.123)

To be completed by the physiclan who provided RU-486

1. Date RU-486 was provided: | v H»‘Pn ‘ ” | 70|

Month Year

2, N‘ame of medical practice or facility at which RU-486 was provided: _

Vawned YXentord East Swateal. (et

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

51595 €& Vaw st |, Lilumbius ot Y2213

4, Date post RU-486 complication began:
{251

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

-

A‘tomphte 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: )@mkd \(\U(‘JU(.Q/}‘U'\ ang‘hm' (}:‘)’\\‘\V\ U»\J\i:) P[a(}(\(d\ay

8. a. Name of physician who provided RU-486 - (ZOM%
' B% P S~ 7

S . mn 0.7

8. b. Physician’s signature

N > ——
Date - L1 25/1Lp
Send completed forms to: State Medical Board of Ohio .
Legsl Department MEDICAL BOARD

30 E. Broad St., 3" Floor

Columbus, OH 43215-6127 APR 38 2016

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: , @ﬂ ! z l 2 Q“
' Mont . Day " Yesr

2. N'ame /e\?tedical practice or facility at which RU-486 was provided:

) Vowrtrithood

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

4155 € Man St (dumbpss SR 432

4. Date post RU-486 complication began: \_\4 l 1 /I/ ‘

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

o3
-

s e

/>~ Incomplete abortion .%' 1\‘” ___Adverse reaction to RU-486 ____ Patient hospitalized
___Patient received a transfusion _t_/Severe bleeding

____Other serious event (specify)

6. Duration of event: Hours Days

.| 7. Remarks: -—DQ ‘c_‘ \d\“Cbﬂi‘S .

8. a. Name of physician who provided RU-486 - MWMMEJ\M:\%

8. b. Physician's signature ' c A Q %J_D_Q_
. , Date \——; Ul fk..D

Send completed forms to: State Medical Board of Ohio
Legal Department
30 E. Broad St., 3" Floor
Columbus, OH 43215-6127 MEDICAL BOARD
MAY 2 2016

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




GG State Medical Board of Ohio
.wn  Report of RU-486 Event

4.

= (Required pursuant to R.C, 2919.123)
OHIO
S To be complated by the physiclan who provided RU-486

1. Date RU-486 was provided: Tane. Z, 101 b
: Month - Day ‘ Year

2. N'ame of medical practice or facility at which RU-486 was provided: ,
Panned Yopudnod -ast W@AMQ

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

2155 £ Maen St (isgone M Y22

4. Date post RU-486 complication began: (0 /1 \
z
5. Event{s} {Please check ali that apply): ) .
Aompiete abortion ___Adverse reacﬁonW:o I:J.-486 ___Patient hospitalized
. Patient received a transfusion ___ Severe bleeding MEDICAL BQ ARD
JUN 13 2016 |

. Dther serious event {specify)

6. Duration of event: Z/b( . Hours Days

.7.Remarks:mocmp|€,{‘e Q\cpul&m ot PO dur to
sewere fonid whenn . |

8. a. Name of physician who provided ;,LH’BG ’ TN Co‘ﬁf\m‘ pe (Z-uv\m\us
8. b. Phys;cuan s signature — /MD,/ D.O

Date .—— : ‘ wlahcp
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




13

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: V S-\Mre, \O (LO\(D

Month - Day. " Year

2, Ntame of medical practice or facility at which RU-486 was provided:

e Younhad ot SuataQ Gendtr™

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

5995 & W 4t oy M 4222

[

4. Date post RU-486 complication began: (ﬁ ‘ ‘ g ’ ‘,&0
¥

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

e
Y Incomplete abortion . Adverse reaction to RU-486 ____Patient hospitalized

—__Patient received a transfusion ___ Severe bleeding

. Other serlous event {specify)

6. Duration of event: Hours Days

. |7. Remarks: %\@d meciifa{i\m oSxvthan

sp DC
8. a. Name of physician who provided RU-486 - o 1(3’\5‘4“\ MGS
: e
8. b. Physician’s signature Og//\’f“ —— \5 @‘/ DO
Date , H}“‘S ,{}‘”6
Send completed forms to: State Medical Board of Ohio
Legal Department
g en MEDICAL BOARD
30 E. Broad St., 3" Floor
Columbus, OH 43215-6127 , JUN 17 2018

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




State Medical Boar;d of Ohio
Report of RU-486 Event

*f% i {Required pursuant to R.C. 2519.123)
i

i
To be completed by the physidan who provided RU-486

1. Date RU-486 was provided: A\Aé\u&f [, 200 (A

Month | Day Year

1

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

PYGOH
= ROARD

3. Address of medical practice or facility at whtch RU-486 was prov;ded MEDILAES
2255 W Maun 51 f AUG 29 2016

Colwmbus, OH 43913 |

4. Date post RU-486 complication began:

¢l oay,

S. Event(s) (Please check ali that apply):

____Incomplete abortion __ Adverse reaction to RU-486 | Patient hospitalized

___ Patient received a transfusion ____ Severe bleeding

& Other serious event {specify) F‘“l{' L MC(&Q ﬁ-lﬁb\( {'\{/\A
i

6. Duration of event: 2 Hours Days

7. Remarks:

Surquak  complehnd ot aloovhon

{
H

8. a. Name of physician who provided RU-486 C «meS

8. b. Physician’s signature (%‘/% MD_ /DO
Date 873 7 /}p/ Y,/

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




State Medical Boarq of Ohio
Report of RU-486 Event

{Required pursuant to R.C. 2919.123)

To be completed by the physlciar\\ who provided RU-486

1. Date RU-486 was provided: \\ /\ @[M\L—l—

Month ’ Day Year

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

YYoR

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

H1% T8 Wiain 3. (flamins DH 45212

4., Date post RU-486 complication began:
| Z]09( 2011

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

\_Ancomplete abortion ____Adverse reaction to RU-486 i_ Patient hospitalized

____Patient received a transfusion ___Severe bleeding E

____Other serious event (specify)

6. Duration of event: MA Hours Days

vaJm Cbl

i
]
1
{
[

7Remarks.€h Lad mzd,l(’a\ k(D (AKD‘J\_{’ V{‘Su,(-{' 0—{ F?D‘PV

" . _
8. a. Name of physician who provided RU-486ﬂ ( IK\M\M‘Q KWVV\()O& MW

8. b. Physician’s signature — S 7'&74 D.O
Date : l 2_- q ["/
] 1
Send completed forms to: State Medical Board of Ohio

Legal Department
30 E. Broad St., 3" Floor
Columbus, OH 43215-6127 @9

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




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

_‘\:é L ,3’ .. (Required pursuant to R.C. 2919.123)

To be completad by the physidan who provided RU-486

1. Date RU-486 was provided: A»\M “5\’ Zﬁ ”I/D IL\’

Motth Year

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

YOH

3, Address of medical pyactice or facnhty at which RU-486 was provided:

B2 Ast WAN §
co\um(am,m %zxa |

4., Date post RU-486 complication began:

sPombey 12 10V

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

\__/Incomplete abortion ____Adversereactionto RU-486 ____ Patient hospitalized
|

i
___ Patient received a transfusion ___ Severe bleeding

___ Other serious event (specify)

6. Duration of event: q&— Hours Days 1

7. Remarks:

FD A pitocsl rasuked n \Mm\pwe prack_

8. a. Name of physician who provided F?Mjﬁ wt a0y /V\.D .

8. b. Physician’s signature

a— Quslino
Date q\‘\w\((ﬁ"l‘[ \J

Send completed forms to: State Medical Board of Ohio ‘
Legal Department !
30 E. Broad St., 3" Floor ‘ MEDICAL BOARD
Columbus, OH 43215-6127 %
SRR SEP 19 2014

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: Oﬁ‘D(ﬂeAL lé 7/0|§

Month . Year

2 N'ame of medical practice or facility at which RU-486 was provided:

vv0

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

P QA Man S Columonsy, 04 43242

4. Date post RU-486 complication began:

lOIz@!Zov;'

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

Sl
\/ 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: )’lwmp"k- M/(A'hcﬂ alartien ‘Fbtlauour:j F-D,\.QPWQO\

Patoes) .

8. a. Name of physician who provided RU-486 - Copreriot. EononoeS

8. b. Physician’s signature : /\' \—y /-\l D.Q

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

30 E. Broad St., 3 Floor MEDICAL BOARD
Columbus, OH 43215-6127
: NOV 2 2015

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




s, State Medical Board of Ohio
- = Report of RU-486 Event

\% : :KJ/* : (Required pursuant to R.C. 2919.123)

To be completed by the physician who provided RU-486

1. Date RU-486 was provided: Aﬂ(ﬂw \i) . wI{
|
Day

Month Year

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

dlal

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

3.5 Gad wwin ot (Numbw . 451D

{
!

4, Date post RU-486 complication began: \ ‘ 20 \‘%

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

\____/lncomplete abortion ___Adverse reaction to RU-486 __ Patient hospitalized
!
___ Patient received a transfusion ___ Severe bleeding

___ Other serious event (specify)

6. Duration of event: M I m Hours Days i

7. Remarks: |
- |
‘Fa\\ecﬂ %LCU\dww\ J(b Fbt\ "\Dmecol
i ' )
|
8. a. Name of physician who provided RU-486 (‘cﬁH/\m g ﬂu’Y\ cuv&
8. b. Physician’s signature ( L""’g? - @nn
. b. Phy g - oD,
Date : ’4,/\5 /]*\
Send completed forms to: State Medical Board of Ohio

Legal Department

30 E. Broad St., 3" Floor _
™M A

Columbus, OH 43215-6127 MEDICAL T"2ARD

| FEB 9 208

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




e State Medical Boar:d of Ohio
-~ Report of RU-486 Event

(Reguired pursuant to R.C. 2§19.123)
i

To be completed by the physiclan who pr’ovlded RU-486

1. Date RU-486 was provided: S,Pﬂfm{m 2:] w (./9

Morkh Day

2. L\Jag of medical practlce or facmE( at w%h RU-486 was prov;éed

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

57155 B Maint Uplumlas. 0% Y272

Year

4. Date post RU-486 complication began: L g I |
[l
5. Event(s) (Please check all that apply): o |
_Vincomplete abortion ___ Adverse reaction to RU-486 j____ Patient hospitalized
___ Patient received a transfusion ___ Severe bleeding MEDICAL BOARD
0CT 17 2016

____ Other serlous event {specify) i

6. Duration of event: Hours Days

7. Remarks:

In complele MRS foquived Sucben (Piced-_

8. a. Name of physician who provided RU-486 mi%!dl?‘)% © Costun e Q@NM(&f
8. b. Physician’s signature p / m/ Do
ate L Wty

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




s State Medical Boarid of Ohio
- Report of RU-486 Event

{Required pursuant to R.C. 29;19.123)

To be eompleted by the physician who pr?ovided RU-486

1. Date RU-486 was provided: ”

25@‘ 2016

Month Year

2. Name o(medtcal practice or facility at which RU-486 was provxded @

Vianred Tarordso0 Gact Sl

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

HL% e Man St (b 04 Y3247

4. Date post RU-486 complication began: ]? / i T
i

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

___Incomplete abortion . Adverse reaction to RU-486 ____ Patient hospitalized

___ Patient received a transfusion ___ Severe bleeding

“"-/"”‘e’ seious evene ety _FetJed Medization Abor#ien

6, Duration of event: Hours 1 1 Days

7. Remarks:

.3
8. a. Name of physician who provided RU-486 Wl{ﬂ/‘%/(b IS/W

8. b. Physician’s signature /n/\(\/t/ (/(/\/ rg/n /DO

Date v “h%.’ Y

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

Columbus, OH 43215-6127 MEDICAL BG4, D

L

Prescribed: 5/--/2011, Rev. 12/13/12 J NGV '2 1 ZU;S




State Medical Board of Ohio
Report of RU-486 Event

{Required pursuant to R.C. 2919 123)

To be completed by the physician who pr%uv{deé RU-486

1. Date RU-486 was provided: NOV{Mb& 3

201k

Month Day

E

Year

2. Name of medical practice or facility at which RU-486 was prow&ed

Plonned Poxrenthood

3. Address of medical practice or facility at which RU-486 was prowded
3255 East Maun Streetr

Coluumbus, OHIO 43213

4. Date post RU-486 complication began: nl 'ol W §

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

‘X Incomplete abortion . Adverse reaction to RU-486 __ Patient hospitalized

___ Patient received a transfusion ___ Severe bleeding {

___ Other serious event (specify) i

6. Duration of event: Hours ! 9 Days

7. Remarks:

8. a. Name of physician who provided R%BS Cachﬂ/n; Bomanos

8. b. Physician’s signature { ; MY ;D /DO
Date “ QQ«
Send completed forms to: State Medical Board of Ohio
Legal Department
30 E. Broad St., 3" Floor
Columbus, OH 43215-6127 MEDICAL BOARD
NOV 25 2016

Prescribed: §/--/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: NQ\] ¢im ijﬁY (;2(9 ) Ol p

Month Year

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

Planned Parenthood, Egst Swiagl ca

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

2255 East Maln st
Columbus, Chio L3213

4. Date post RU-486 complication began:

12/ /1w

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

___Incomplete abortion ____Adversereaction to RU-486 ___ Patient hospitalized

___ Patient received a transfusion ____ Severe bleeding

_X Other serious event (specify) Fj(;u \ ed Al Qrﬁa{ o

= ;f\
6. Duration of event: Hoursﬂ\%{:é)_gabz
7;3?“;;\,0(;(&}70’1 ahabay @ Quad fild. D¢ for cf\gow:ﬁ [uf
on 2|3y

8. 3. Name of physician who provided RU—486/) (‘(k“H’W ﬂ No KO maﬂO b

8. b. Physician’s signature V/( Q @,LD_G_
Date e ’02% / ?i/ (o

Send completed forms to: State Medical Board of Ohio

Legal Department
ME
30 E. Broad St., 3" Floor DICAL BOARD

Columbus, OH 43215-6127 DEC 1 6 29y

Prescribed: §/--/2011, Rev. 12/13/12




