Stiate Medical Board of

| Ohio | MEDICAL BOARD
Report of RU-486 Event JUL 17 2013
(Required pursuant to R.C. 2119.123)
To be completed by the physiclan who provided |RU-486
|1. Date RU-486 was provided: | 7 7 '
. ; 4 Month Day Year
2. Name of medical practice or fa’bility at which RU-486 was provided:
fumiNed  PoneniHood oF  Gletrren @Hho
3. Address of medical practice or facility at which RU-486 was provided:
25250 fowswEe Ao, LedFad 4TS, o Y4y
|

]

|

4. Date post RU-486 event began
%) 7 / 12

Synt(s) (Pleasé check all that %\pply):

Y g
Adverse reaction to RU-486

~__Incomplete abortion —_ | Patient hospitalized
___ Patient received a transfusion ____Severe bleeding
__ Other serious event (speclfy)
6. Duration of event: <\ Hours 2 Days
7. Remarks:
8. a. Name of physician who provided RU-486/7 H & Sauny e g en
8. b. Physician’s signature ) Il - M.D./D.O
Wz, e
Send completed forms to: State Medical Board of Ohio |
' Legal Department
y X
‘30 E. Broad St., 3" Floor ‘ MEDICAL BOARD
Columbus, OH 43215-6127
e w2013
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|

3. Address of medical practice or {acility at which RU-486 was proviged:
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4. Date post RU-486 event began
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_V Incomplete abortion

Syt(s) (Please check all that apply):

. .
. 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:

8. a. Name of physician who Ya\ided U4ge D i < A+ e G i
8. b. Physician’s signature “ e f M.D./D.O
u%a))e na
Send completed forms to: State héiical Board of Ohio
' egal Department
30 E. Broad St., 3" Floor MEDICAL BOARD
Columbus, OH 43215-6127 JUL 17 2013
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Tifa be completed by the physiclan who provided |RU-486
1. Date RU-486 was provided: | O (9 70 2
B ; Month Day Year
2. Name of medical practice or f%cility at which RU-486 was provided:
fmided  laeniood ofF  Glefren Qo
i .
3. Address of medical practice or facility at which RU-486 was provided:
. [
25250 fLowwsSwe Ao, LBdropd HTS, o Yet14(p

4. Date post RU-486 event began

I B
| - Yfas/is

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

| A '
_Y_ Incomplete abortion |___ Adverse reaction to RU-486 |___ Patient hospitalized
___ Patient received a transfusion ___Severe bleeding
___ Other serious event (specify)
6. Duration of event: -l Hours 2 Days
7. Remarks:

i

8. a. Name of physician who pro/vWUABS D SAU Lenq B
8. b. Physician’s signature ' i X Q/ J M.D./D.O
Déé '7/ .‘;Q / ;
Send completed forms to: State Medical Board of bhio
' gal Department MEDICAL B0
4 ARD
30 E. Broad St., 3" Floor ,
Golumbus, OH 43215-6127 JUL 17 2013
e "1’”-4“-‘«»«4,___
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State Medical Board of Ohio
Report of RU-486 Event
{Required pursuant to R.C. 2119.123)
'rfp be completed by the physician who provided |RU-486
1. Date RU-486 was provided: 2 2 2013
: Month Day Year

2. Name of medical practice or fe{cility at which RU-486 was provided:

{ Lol ed Papenintood ©OF GenTenL @Hy o
3. Address of medical practice or facility at which RU-486 was provided:

25250 feapswe Ao, Ledrons HTS, of Y41y

4. Date post RU-486 event begani
L 2y g
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e,
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1. Date RU-486 was provided: 2 T Zols
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2. Name of medical practice or fa;cility at which RU-486 was provided:
fiaided  lanenibod o©oF  Gedren gHho
3. Address of medical practice or facility at which RU-486 was provided:
25350 foapswe Ao, EEDfopd HTS, o] Y4y

4. Date post RU-486 event began

2-22-13%
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incomplete abortion
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Send completed forms to: State Medical Board of Ohio
' Legal Department
30 E. Broad St., 3 Floor

Qolumbus. OH 43215-6127
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