5. State Medical Board of Ohio
== Report of RU-486 Event

e uaw-l
(Required pursuant to R.C. 2919.123)

b 2l

ey A To be completed by the physician who provided RU-485

1. Date RU-486 was provided: o/ =2 2= / (,

Month Day Year

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

p'é‘nn(/ Ioé\/{m’moocﬁ

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

I Aubvrn  Aut. (e | OH 7()/?

4. Date post RU-486 complication began:

/2 ¥/l

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: 3 Hours Days

7. Remarks: ('Omf/" —(—-(»ﬂ SUf'X;(&/l’%

Y

8. a. Name of physician who provided RU? (/j, (c / £ c;l
8. b. Physician’s signature @M m n.Q
Date

Send completed forms to: State Medical Board of Ohio

Legal Department

MED
30 E. Broad St., 3" Floor ICAL BOARD
Columbus, OH 43215-6127 DEC 2 7 20'6

Py a?

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




State Medical Board of Ohio

< \, :

Report of RU-486 Event

(Required pursuant to R.C. 2919.123)

i To be completed by the physician who provided RU-485

1. Date RU-486 was provided: // 27

/G

Month Day

Year

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

Plaviad. Faristlued

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

B Auburn Aue. Oha  oH 4219

4. Date post RU-486 complication began:

12/ 3]

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

_A__!/ncomplete 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:

\b “’( &‘0”“ N/rﬂ\o«/‘f—- A OKM

N

8. a. Name of physician who provided RU-486 //4’7)’\ Aot/

8. b. Physician’s signature

Date /7/;//"'

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

MEDBIC"™ 7~
DEC 13 2016




State Medical Board of Ohio
Report of RU-486 Event

(Required pursuant to R.C. 2919.123)

E To be completed by the physician who provided RU-486

1. Date RU-486 was provided: 10 9 ( /(o
Month Day Year

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

p'é‘nnl/ faﬂf{mﬂw &

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

B Aubusrn  fusr. Chne . oH 4219

4. Date post RU-486 complication began:
] ¢lie

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

___Incomplete abortion __Adverse reaction to RU-486 ____ Patient hospitalized

___ Patient received a transfusion ____Severe bleeding

_A)ther serious event (specify) F M ”7(5&‘( M O~ % a‘f/ DL,

6. Duration of event: \5 Hours Days

7. Remarks:
mcomf/ff’@ﬂ ﬁ/ﬂ(u@d/ o, thoud” 788 uA

\

8. a. Name of physician who provided RU-486 D P hble
.. - L5
8. b. Physician’s signature (G)I\\QL @ Q
Date D’l 2] !“0
Send completed forms to: State Medical Board of Ohio

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

MEDICAL BOARD
DEC 12 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)

i 3 To be completed by the physician who provided RU-486

1. Date RU-486 was provided: =) o I
Month Day Y;ar

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

Fl hn e o Fauﬂ‘l’t\oo&

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

2314 Auburn fet, GAd ¢$219

4. Date post RU-486 complication began:
/0 [22. //¢

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

____Incomplete abortion __Adverse reaction to RU-486 ____ Patient hospitalized

____Patient received a transfusion ___ Severe bleeding

== B : . .
_ﬁ)therseﬁous event (specify) f a1/ / 4 / /?1(6// (e d/—' O % T, O~

3 G QZ & ﬂ‘/ . \64} A
6. Duration of event Hours Days A)/%' ,a/’ /‘4/&04// 7o ‘ﬁ{’a [514 i
7. Remarks:
8. a. Name of physiclan who provided RU-486 ﬁf . /I)(f/é
s el o
8. b. Physician’s signature | @_A—h} fa)
Date: (7/{ lo Lu‘
Send completed forms to: State Medical Board of Ohio

Legal Department

30 E. Broad St., 3" Floor : MEDICAL BOARD
Columbus, OH 43215-6127
DEC 12 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)

faba s To be completed by the physician who provided RU-485

1. Date RU-486 was provided: /0 z/

/G

Month Day

Year

2, Name of medical practice or facility at which j-%ﬁ was provided:

//4/7/)(0'( /é’)/(n/*ﬁoo Ouﬂ'wﬁﬁ‘ Ohio

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

725/1/ %Méu/‘w, #W,

4. Date post RU-486 complication began:

Lot /e

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

#ncomplete abortion . Adverse reaction to RU-486 ___ Patient hospitalized

___Patient received a transfusion ___ Severe bleeding

____Other serious event (specify)

6. Duration of event: 6 Hours Days

7. Remarks:

Comf/zf’(oﬂ &Jrgf(@(,éy v ifhout [ 8§y

A

8. a. Name of physician who provided RU-486 Or /); (//Cé’

Date\D' [ D!” gl lo

8. b. Physician’s signatur /\A/_ fan)oa
ysici g e /f \ Qun)

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

Prescribed: §/--/2011, Rev. 12/13/12

MEDICAL BOARD
NOV 0 7 2016




State Medical Board of Ohio

(Required pursuant to R.C. 2919.123)

To be completed by the physician who provided RU-486

Report of RU-486 Event

1. Datg RU-486 was provided: 7 I (

16

Month Day

Year

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

P/Qﬂl@,{ﬁ/ f&ffﬂ'f}oocg SO u’fz\. “—6 &t Dl’\ 10

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

R3Y  Auburn M. Cngmet. O

¢£219

4. Date post RU-486 complication began:

ali 1/

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

___Patient received a transfusion ___ Severe bleeding

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

- . : )
_[Other serious event {specify) 7 ¥ /(/ /wa‘?‘? 2N ('{n‘v’f/('/?/ cg—( /‘JDL(M? ;

6. Duration of event: Hours Days
7. Remarks:
8. a. Name of physician who provided RU-486 ‘ Dr . /{O {\\'?rl.
8. b. Physician’s signature ..( WA MD_/D.QO
“1ol4
Date b
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

MEDICAL BOARD
ocT 11 2016




State Medical Board of Ohio
Report of RU-486 Event

(Required pursuant to R.C. 2919.123)

B To be completed by the physician who provided RU-486

1. Date RU-486 was provided: @ 4 / ¢
Month D;y Year

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

P/annw( oreoA s o 2 Ko adh et Oh' o

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

A31Y  Aubsn A, Cnchrat, OH 4$€2(9

4. Date post RU-486 complication began:

/STy e

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

___Incomplete abortion __Adverse reaction to RU-486 ___ Patient hospitalized

_.QPatient received a transfusion &f Severe bleeding

___ Other serious event (specify)

6. Duration of event: 02 Hours Days ('o’u S Time A 2 ,6/ wﬂs,ﬁq

DLe~

7. Remarks:
8. a. Name of physician who provided RU-486 Dm K. 4 [s ‘;1..
/ ]
8. b. Physician’s signature &/&&? MD_ /DO
Date / 0/ e
Send completed forms to: State Medical Board of Ohio

Legal Department

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

Columbus, OH 43215-6127
0CT 11 2016

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




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

(Required pursuant to R.C. 2919.123) SEP 2 3 zms
To be completed by the physician who provided RU-485

1. Date RU-486 was provided: g = (,, Ilp
Month Day 'Year

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

Plannd Ip&fan/ﬂwwa Southpeet Obyio )4 o

i

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

025“/ %’uéurn /47/‘f ’ &lna'/)m/’, of! y(ﬁ—/f

4. Date post RU-486 complication began:

f/3oll

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

i~ Incomplete 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:

DeC done v thont | S

N

8. a. Name of physician who provided RU-486 A Sarcl l. kb .

8. b. Physician’s signature MD /DO
Daée) Q/ )'0 ,/!k

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. 2918,123)

Tobe comple:éd by the physician who provided RU-485

1. Date RU-486 was provided: ot 2< 16
Month Day Year

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

Plonmd  Farzthood — Sootrwswe Ohiv Lrgon

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

2214 Aubura /f—‘/{,
Owihnot: _oft "« 8209

4. Date post RU-486 complication began:

/0 /1¢

5. Event(s} {Please check all that apply):
MEDICAL BOA]

AUG 12 2016

___incomplete abortion . _Adverse reactiopn to RU-486 ____ Patient hospitalized

___Patient received a transfusion ____Severe bleading

;Ahers?déevem(spedfy) ’////‘é{/ff{ /’4} ﬁom‘@/’f%}"ﬂ NIP£ \(*Pi(f‘a«

RD

6. Duration of event: ‘ Hours Days

7. Remarks:

X

8. 3. Name of physician who provided y% < Qf\amm [ r=!
s

MD. /DO

3. b. Physician's signature - A
Date sz,/// (/

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

Prescribed: §/--f2011, Rev. 12/13/12




State Medical Board of Ohio
Report of RU-486 Event

{Required pursuant to R.C, 2919.123)

Yo be completed by the physiclan who provided RU-486

1. Date RU-486 was provided: | .MA ’u UF ; 7/&4’ (d

Month 7 - Day ! Year

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

vla :

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

2, Lps v St Clumipn 0+ 45013

4. Date post RU-486 complication began:

PN (p

5. Eveht(s) (P’Iease check all that apply): T

LG
ﬁ Incomplete abortion . Adverse reactionto RU-486 ____Patient hospitalized
- Patient recelved atransfusion __Severe bleeding

___Other serious event {specify)

2

6. Duration of event: A Hours Days

|7 Remarst Fauttd medseatata b’ coup i syl

8. a. Name of physician who provided RU-486 - Rowmauos

8. b. Physician’s signature /777%* - : M.D_ /DO
Date ?/ / {/ Z1%%

Send completed forms to: State Medical Board of Ohio
Legal Department
30 E. Broad St., 3" Floor
Columbus, OH 43215-6127  JUL 18 2016

MEDICAL BOARD

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-485

1. Date RU-486 was provided: 3 J / (a

Month Day Year

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

pldnn (£ Pafth‘/’h.n/ Souffwu/yl’ Oh; o ﬂtgim

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

231Y Avburn  fo. CGndaneks, O 527

4. Date post RU-486 complication began:

3/23 il

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

___Patient received a transfusion _¢”Severe bleeding

____ Dther serious event (specify)

____Incomplete abortion . Adverse reaction to RU-486 ____ Patient hospitalized MEDIC -

APR 12 |

6. Duration of event: Hours 2—- Days

7. Remarks:

Dm\nﬁd U-Pd/( F G‘PL‘

016

8. a. Name of physician who provided RU-486 ~ //74 YDA Lrme /-
8. b. Physician’s signature ALl Z @nn

Date A//}//(’

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

3




