Stfate Medical Board of
Report of RU-486 |

(Required pursuant to R.C. 2119.123)

Tp be completed by the physiclan who provided {RU-486

i

Ohio
Fvent

1. Date RU-486 was provided:

Seot

©

702

i Month

Day

Year

2. Name of medical practice or fﬁ'cility at which RU-486 was provided:
Plavned  Parenthesd of Greater Onio

29250 Pockside g4

3. Address of medical practice or {

/ ée;lé‘cml Hts, oH 4

acility at which RU-486 was provided:
Y146

4. Date post RU-486 event began
lo]2 [ le—

5. Event(s) (Please check all that

__\Ancomplete abortion

____Patient recelved a transfusion

___ Other serious event (specify)

apply):.

____ Adverse reaction to RU-486

____ Severe bleeding

| Patient hospitalized

6. Duratlon of event:

Hours l Days

7. Remarks:

8. b. Physician’s signatur

8. a. Name of physician who provi

th, D

m‘tés/ Lorah Smit

.M.D./D.O

!

G

Send completed forms to: State léédical Board of Ohio
' Legal Department

Prescribed: 5/--/2011

(&3]

Columbus, OH 43215-6127

0 E. Broad St., 3™ Floor

MEDICAL BOARD

JAN 3 4 2013




Mmt'ﬁg’/
' | State Medical Board of Ohio
Report of RU-486 EventVEDICAL suaRp

(Required pursuant to R.C. 2119.123) SEP 10 2012
To be completed by the physician who provided RU-486

1. Date RU-486 was provided: Jume 12 2012—

Month Day Year

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

Vi vosd A( Noviies - 6,

3. Address of medlcal practlce 0 zlelty at which RU-486 was provided:

%% 1 O

4. Date post H(-486 event beg an
a1

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

<3

complete 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:

8. a. Name of physician who Wykﬁ ﬂ_@ﬂ_w AMD
8. b. Physician’s signature @/ D.O
Date (’// ‘4[ 19/ /
Send completed forms to: State Medical Board of Ohio
Legal Department

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

Prescribed: 5/--/2011




State Medical Board of Ohio
Report of RU-486 Event

(Required pursuant to R.C. 2119.123)
To be completed by the physiclan who provided RU-486

1. Date RU-486 was provided:

1 |o 2e1)
Month Day Year

fINE 6

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

3. Address of medical practice or facility at which RU-486 was provided:
|a550 Roweside to, bedFors, oH 14

4. Date post RU-486 event began:

13/ 3/11

___ Incomplete abortion

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

____Patient received a transfusion

___ Adverse reaction to RU-486 ___ Patient hospitalized

___Severe bleeding

___\/ Other serious event (specify) Hew a1y M 871
6. Duration of event: I Hours bid Days
7. Remarks:

N\ a

8. b. Physician’s signajure

8. a. Name of physiciari who

ufjd 486 Dn. SAtH Sm T

/

e D.0
A 17a P —k

Send completed forms to:

Prescribed: 5/--/2011

State Medical Board of O?’ﬂC') MEDIC AL BO ARD
Legal Department
30 E. Broad St., 3" Floor JUN 19 2012

Columbus, OH 43215-6127




‘/State Medical Board of Oﬁio
Report of RU-486 Event

(Required pursuant to A.C. 2119.123)
To be completed by the physiclan who provided RU-486

1. Date RU-486 was provided: (o u 2o0il
Month Day Year

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

i\ eo

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

19550 Lo exS10E o,  LEDRED, O H THARI YA

4. Date post RU-486 event began:
1oy /1)

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

___ Incomplete abortion ___ Adverse reaction to RU-486 ___ Patient hospitalized

___ Patient received a transfusion ___Severe bleeding

7 Other serious event (specify) Hewm ATO m ey

6. Duration of event: 1 Hours Q Days

7. Remarks:

8. a. Name of physician who provid/eiw Dn. SAeAr  SmiTH

8. b. Physician’s signature [ / P4 ] M.D./D.O
DL Y v
Send completed forms to: State Medical Board of Ohio '
Sl 2y Legal Department
d 62 AWWZ107 30 E. Broad St., 3" Floor MED'CAL BQARD
0lIHO 4 Columbus, OH 43215-6127
ayy 0 '
08 WiG3H 3,y ¢ | MAY 39 2012

Prescribed: §/--/2011




P “State Medical Board of Grfio
7%, ik - X <
e Report of RU-486 Event
“-f; N -‘..;':;: -’. ;
N . (Required pursuant to R.C. 2119.123)
e To be completed by the physician who provided RU-486
1. Date RU-486 was provided: | " 0) 20 (I
Month Day Year

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

foN €0

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

19650 Reueside pp,, BTIFRD, oH ¢ b

4. Date post RU-486 event began:
W3/ n

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

_\/_Incomplete abortion ____ Adverse reaction to RU-486 ____ Patient hospitalized

—_ Patient received a transfusion ____Sevaere bleeding

___ Other serious event (speclify)

6. Duration of event: " Hours ¥ _ Days
7. Remarks:
A\
8. a. Name of physician who providéd WG /J)/ L. St Sm ) TH
8. b. Physician's signature C / // | M.D./D.O
N_” 1. 7 7
V/Date 6’/ } J/' // }/
Send completed forms to: State Medical Board of Ohio
§1:2y g5 Legal Department
AW 21 30E.B a
7 . Broad St., 3 Floor
Odvog 7%?0*30 Columbus, OH 43215-6127 MEDICAL BOARD
Wity g MAY 29 2012

Prascribed: 5/--/2011



State Medical Board of Ohio
Report of RU-486 Event

(Required pursuant to R.C. 2119.123)
To be completed by the physician who provided RU-486

1. Date RU-486 was provided: 2 IS 2012~
Month Day Year

2. Name of medical practice or facility at which RU-486 was provided:
Planned Paroniwosd Ay Noviedsa QLo

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

K550 Locinde €d
Beafosh Hs 0w yUu/de

4, Date post RU-486 event began: /

She
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: | Hours Days

7. Remarks:

8. a. Name of physician who provid;dwee Chpvtn k. St MD
/)

8. b. Physician’s signature L/ M.D./D.O
VAl y A=

Send completed forms to: State Medical Board of Ohio
Legal Department AL BO pRE
30 E. Broad St., 3% Floor MEBRIGAL
Columbus, OH 43215-6127 wAY 0 4 201

Prescribed: 6/-/2011




/34/‘-24{’ # 24/ | | .
Dich State Medical Board of Ohio
Report of RU-486 Event

(Required pursuant to R.C. 2119.123)
To be completed by the physiclan who provided RU-486

1. Date RU-486 was provided: 2 21 U 17—

Month Day Year

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

Py | Parembnerd d\ Novtve asx Do

3. Address of medical practice or facilit;lJ at which RU-486 was provided:

yla Lodconde @A
@im ﬁ—o@m 44 (4

4. Date post RU-486 event began: l,/ / Y [
[YL12—

5. Eveni(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: l Hours Days

7. Remarks:

8. a. Name of physician who provided RU-486 L drzile & Sl b M
8. b. Physician’s signature W/‘/}/( @/ D.O

Date (//91//// 2

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

30 E. Broad St., 3" Floor _icAL BO ARD
Columbus, OH 43215-6127 MEBIGAL Bt
wAY 0 4 2012

Prescribed: §/--/2011




State Medical Board of Ohio
Report of RU-486 Event

(Required pursuant to R.C. 2119.123)
To be completed by the physiclan who provided RU-486

|
1. Date RU-486 was provided: 2 (o b2 1 e D

Month Day Year

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

Planeh darevtuerd  oF Novtad s+ dhio

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

96360 Loginde Bh  Boflad Hs OF 44U

4. Date post RU-486 event began:

22012~

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

_'/lncomplete abortion ___ Adverse reaction to RU-486 ____ Patient hospitalized

___ Patient received altransfusion ___ Severe bleeding

___ Otner serious event (specify)

6. Duration of event: ! Hours Days

7. Remarks:

8. a. Name of physjcian who provid {75 Swah £ Sputn MD

8. b. Physician’s signature (VAR 7 = g M.D./D.O
Date 3/91 /12—
Send completed for’;ms to: State Medical Board of Ohio M EB ‘
Legal Department BIGAL B 'ARD
30 E. Broad St., 3" Floor APi

4 20y,

Columbus, OH 43215-6127

Prescribed: 5/~/2011 |
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State Medical Board of Ohio
Report of RU-486 Event

(Required pursuant to R.C. 2119.123)
To be completed by the physician who provided RU-486

1. Date RU-486 was provided: 17, q 1]

Month Day ;{ear

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

Planned Parentnesd 4 Novbpasr o

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

|955D oinde €A Cdtod ot 499,

4. Date post RU-486 event pegan:
12jzzt!

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: % Hours Days

7. Remarks:

\ \ 414 ,\( )

N

' ; (- {4
8. a. Name of physician who pfovndX/ R}J 476/ ' ( Qf QJ/YLI “-’7

/ | ] M.D./D.O

Nt - {280

8. b. Physician’s signature

]

Send completed forms to: State Medical Board of Ohio
Legal Department
30 El Bidatidt. /84 Eloor 17
Columbus, OH 43215-6127
QEv0og T3z S e

Prescribed: 5/--/2011




