State Medical Board of Ohio
Report of RU-486 Event

{Reguired pursuant to R.C. 2919.123)

To be completed by the physician who provided RU-485

1. Date RU-486 was provided: /72 % j F

Month Day Year

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

pié‘rmz/ fpﬂ/-(,mﬁwOOQ

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

2314 Auburn Ao, &1}7&\, ot 7\()/?

4. Date post RU-486 complication began:

<My

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

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

Patient received a transfusion Severe bleeding

~ 7 E
_ﬂ Other serious event (specify} ou /{/ /Z?)”ﬁ Do

6. Duration of event: 02 Hours Days

7. Remarks:

@Mf’((hcﬂ Kur g'(al’./% w01 thoud™ ™ ¢ gt

8. a. Name of physician who provided RU- ?@ . e [&/J )
’ - AN

8. b. Physician’s signature VATENTEY
pate — 211 JJ 2
Send completed forms to: State Medical Board of Chio
Legal Department
30 E. Broad St., 3" Floor MEDIC AT B RY,
Columbus, OH 43215-6127 MAR 9 4 21

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: 2 7 ¢ | 7
Month Day Year

2. Name of medical practice or facility at which RU-486 was provided:
p‘ 4nn zcﬂ lp&\f{ mﬁ&%&
3. Address of medical practice or facility at which RU-486 was provided:

M Auburn Aue. (e oH #2219

4. Date post RU-486 complication began:
3 hidlp

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

_Qé’mcompiete abortion — Adverse reaction to RU-486  ____ Patient hospitalized

___ Patientreceived a transfusion Severe bleeding

___ Other serious event {specify}

6. Duration of event: cj' Hours Days

7. Remarks:

J)wi C P'(i"%/ ./y\w( v howt P dad

8. a. Name of physician who provided RU-486 \Dﬁ f):(/”/&

(110 Joa
L\

8. b. Physician’s signature m’{\\:/\’ —
\D}tfg 2\ Cr

A%

Send completed forms to: State Medical Board of Ohio
Legal Department
30 E. Broad St., 3" Floor MEDICAL BOARD
Columbus, OH 43215-6127
MAR 3 1 2017

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

»




State Medical Board of Ohio

{Required pursuant to R.C. 2519.123)

To be completed by the physidian who provided RU-485

Report of RU-486 Event

1. Date RU-486 was provided: 3 I {

Xs

Month Day

Year

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

p‘d‘nn!ﬂ fﬂ/&lf”ﬂlﬂ;&

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

2311 Aubuwrn Aut. Uoo

oH (219

4. Date post RU-486 complication began:

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

¥/ Incomplete abortion

.. Patient received 2 transfusion _y/ Severe bleeding

__ Other serious event {specify)

—Adverse reaction to RU-486  ___ Patient hospitalized

7
6. Duration of event: // Hours Days

7. Remarks:

®\} ( &7(0/\,( w,'ﬂ).)w{' h QAO&‘"Z"

o™

8. a. Name of physician who provided RU-486 (ﬂ/ .

L::A/r,;/’/hn

2. b. Physician’s signature i

Date (7//‘\"//71—

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

Columbus, OH 43215-6127

Preseribed: 5/--/2011, Rev. 12/1 3/12

MEDICAL BOARD
APR 14 2017

WV



Uincinnays
H Medical Board of Ohio
P t of RU-486 Event

Required pursuant to R.C. 2919.123)

completed by the physician who provided RU-486

3 S Ea

Month Day Year

which RU-486 was provided:

p[é‘mm’é/ /pé\/—(mﬁwodk

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

I Aubvrn Aue. (e OF %’(,9/?

4. Date post RU-486 complication began:

4L19]1%

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

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

Patient received a transfusion 4ere bleeding

___ Other serious event (specify) MEDICAL B(’_

6. Duration of event: 172 Hours Days

MAY

i

7. Remarks:

8.a. Name of physician who provided RU-486 r/)’ /57/&1/

) . )
8. b. Physician’s signature A Z/Z/é//’m / MO /DO

S/aftr

Date

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 physidan who provided RU-486

1. Date RU-486 was provided: 47/ C )

Month Day Year

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

P’ ann 1/ lp&\ﬁ( m‘ﬂwocﬁ

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

2814 Auburn Auc. (e of 4219

4. Date post RU-486 complication began:

/2% )3

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

Z‘!ncomplete abortion —.. Adverse reaction to RU-486  ___ Patient hospitalized

Patient received a transfusion ___ Severe bleeding

—. Other serious event (specify)

6. Duration of event: aZ Hours Days

7. Remarks:

mple ted s Dec

8.a. Name of physician who provided RU-486 :[)’”( ﬁrfj&&a%

8. b. Physician’s signature (‘/p‘{“) LVYA Q . m In¥a)
e

Send completed forms to: State Medical Board of Qhio

Legal Department

30 E. Broad $t., 3" Fioor MEDICAL BOARD
Columbus, OH 43215-6127 -
JUL 19 2017

Prescribed: §/--/2011, Rev. 12/13/12

\@



State Medical Board of Ohio
Report of RU-486 Event

{Required pursuant to R.C. 25919.123)

To be compieted by tha physician who provided RU-4858

1. Date RU-486 was provided: L/ ( Y, y

Month Dey Year

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

p‘ ann (CV IO&V—( Vﬂ%\ouﬂ-

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

BB Aubucn Auwe. (oo oH 42T

4, Date post RU-486 complication began:

4,///// 7

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

_Acomp!ete abortion ____Adverse reaction to RU-486  ___ Patient hospitalized
___Patient received a transfusion ___ Severe bleeding

. Other serious event (specify)

Z A
6. Duration of event: Ho% Days

7. Remarks:

27l of owding  fout /M/I)‘C whicl oy Aot

w('f’z\ Suleers

8. 3. Name of physician who provided RU—486 & P2 At,u
8. b. Physician’s signature V/‘/\“M MD. /DO

Date (L 6.// ﬂ

Send completed forms to: State Medical Board of Ohio

lLegal Department

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

Columbus, OH 43215-6127 MAY 2 1 2018

Prescribed: S$/--/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-485

1. Date RU-486 was provided: /,/ I / g

Ménth Day Year

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

p’ 4nn 16/ lpAf{ m‘ﬂw;&

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

23 Aubuin A, (e oH 21T

4. Date post RU-486 c7v\;olication began:
2

A/2<It

7
S. Event(s} {Please check all that apply):

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

Patient received 2 transfusion &fSevere bleeding

. Other serious event {specify}

6. Duration of event: Hours / Days

7. Remarks:

//. &fzééc/ Hodrd oo o

8. 3. Name of physician who provided RU-486 (/)/: /ALY el
8. b. Physician’s signature e MD_ /DO
12 // ’
7 .
Date 2L, // Y
Send completed forms to: State Medical Board of Ohio

Legal Department
30 E. Broad St., 3" Floor

Pres¢ribed: 5/--/2011, Rev. 12/13/i2

MEDICAL BOARD

Columbus, OH 43215-6127 MAY 23 20




State Medical Board of Ohio
Report of RU-486 Event

{Required pursuant to R.C. 2919.123}

To ba complated by the physician who provided RU-485

1. Date RU-486 was provided: 17/ 2 {

a4

7
Month Day

Year

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

p{a‘nmzcd lpé\/«d mﬁmo&

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

2314 Auburn  Auwe. (oo OF ‘7/‘(/7/?

4. Date post RU-486 complication began:

<79 /1Y

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

‘/mcomp!ete abortion Adverse reaction to RU-486  ____ Patient hospitalized

Patient received a transfusion Severe bleeding

____Other sericus event {specify)

-
6. Duration of event: <2 Hours Days

7. Remarks:

coma e/ o p ey

8. 3. Name of physician who provided RU-486 /)/- ,[4-4/

Date

8. b. Physician’s signature &wl/ﬁ @ /D0

Send completed forms to: State Medical Board of Ohio

Legal Department

30 E. Broad St., 3" Floor MEDICAL

Columbus, OH 43215-6127 nEx 2018
R\ 1

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

BOARD

A




Sfate 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: [ 2 ? )

[
Month Day Year

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

Pfé‘nnzc/ famm‘imoQ

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

D3I Auburn fut. G of 4219

4. Date post RU-486 complication began:
S/ /7

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

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

— Patient received a transfusion ___Severe bleeding

MEDIca; BOARP

Other serious event {specify} P
— —MAY— 3 017

6. Duration of event: Hours 4 Days

7. Remarks:

F//’ f{ﬂ"w/ -76/ QA'&‘C (IR d‘/ oD et {6/’ /’)/_9%
S’L’at/{‘r 2] f/&?], T wed éZ}ICfnaf(G"

8. a. Name of physician who provided RU-486 - - LT
8. b. Physician’s signature V/ @57/ DO
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




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: S ¢ | F
Month Day

VYear

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

p‘&nn{/ lpév{mﬂwoﬂ

3. Address of medical practice or facility at which RU-486 was provided:
28 Auburn Aue. (oo or 4219

4. Date post RU-486 complication began:
AR lss

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

__Incomplete abortion —Adverse reaction to RU-486  ___ Patient hospitalized

Patient received a transfusion Severe bleeding

E Other serious event {specify) ON C';)’/Q f /\Ca ;ﬁ’( A()Y)///n &?_

6. Duration of event: 02 Hours Days

7. Remarks:

Co m,/'/r/'rc/ Ju«’i)\(a//?_ e, 1o g7 ;S Seap

8. a. Name of physician who provided RU-486 . /)F' é;;v 4

8. b. Physician’s signature v - . MD_/DO
Date //;l//éz//}

Send completed forms to: State Medical Board of Ohio

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

. o ogEm .
A RO RD

Kl

f

Lo
L

JUN 19 2017

Preseribed: $/--/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: 5 3 \ l:},

Month Day Year

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

p‘é‘rm!/ Ipé\/’{ m‘ﬂw0£

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

2314 Auburr A, [/1‘;,7/,',\1 o 6/\()/?

4. Date post RU-486 complication began:

bl

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

__Incomplete abortion __ Adverse reaction to RU-486 _ﬁ Patient hospitalized

Patient received 2 transfusion WSevere bleeding

___Other serious event (specify)

6. Duration of event: Hours (72' Days

7. Remarks:
8. 3. Name of physician who provided RU-486 D’ érzf{](ﬂ/(ﬂw
7 A ’

8. b. Physician’s signature | (VYY) }A "‘W—\ MD_/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

JUL 10 2017

Prescribed: 5/--/2011, Rev. 12/13/712




" State Medical Board of Ohio

{Required pursuant to R.C. 2919.123)

To be completed by the physician who provided RU-435

Report of RU-486 Event

1. Date RU-486 was provided: Q

[C

[7

Month

Day

Year

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

Placnd  Fareothood

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

28 Auburn Aue. (Bae  of 4219

4. Date post RU-486 complication began:

?/,‘2//?

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

___Patient received 2 transfusion _}éSevere bleeding

.. Other serious event {specify)

. Incomplete abortion —— Adverse reaction to RU-486  ___ Parient hospitalized

6. Duration of event: 472" Hours Days

7. Remarks:

Foolwd o/ O+ C .

8. a. Name of physician who provided RU—48/6 ,/)ﬁ A//v -
8. b. Physician’s signature // R MD /DO
Date X/g//%

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
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‘[{".' sV T
RTINS

AG 28 200

<

7

e




State Medical Board of Ohio
Report of RU-486 Event

(Required pursuant to R.C. 2519,123)

To be completed by the physician whe provided RU-485

1. Date RU-486 was provided: S z,/ /)

Month Day Yesr

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

!é‘nm(&ﬂ :‘pé‘./{ﬂﬂwo -

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

2314 Aubura A, &l\n&\/ o ‘7/\(2/?

4. Date post RU-486 complication began:

21 8]

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: e Hours Days

7. Remarks: ,
(1) L ( /)/5/ /)\IJC

8.a. Name of physician who provided RU-486 )" %; o P Z[M .
hd 7

8. b. Physician’s signature %W‘\’Q\—\ el MO/DQ

Send completed forms to: State Medical Board of Ohio

Legal Department »
30 E. Broad St., 3" Floor R
Columbus, OH 43215-6127 e 178

Prescribed: S/--£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: q 20 | 3
Mon'th Day Year

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

p'é‘nnl/ IPA/{m’dwa£

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

2314 Auburn At oo of 4219

4. Date post RU-486 complication began:
olay[p

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

—Incomplete abortion . Adverse reactionto RU-486 ____ Patient hospitalized

Patient received 2 transfusion Severe bieeding

_Ather serious event (specify) FMZ{/ Y244 /(&/ ,/fZJ/’/‘" )

6. Duration of event: } Hours Days

7. Remarks:

Coprplitsd Earp oty Vo S

8. a. Name of physician who provided RU-486 & LS
8. b. Physician’s signature M/%———— ﬁ?/ 3¥a)
Date VATV ks

Send completed forms to: State Medical Board of Ohio

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

Columbus, OH 43215-6127 0CT 12 2017

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

R



State Medical Board of Ohio
Report of RU-486 Event

{Required pursuant to R.C. 2915.123)

To be completed by the physician who provided RU-485

1. Date RU-486 was provided: Ef 21 N
Da

Month Y Year

2. Name of medical practice or facility at which RU-486 was provided:
‘p‘ 4NN 4‘/ /p//\/—( m'ﬂwgﬂ\
3. Address of medical practice or facility at which RU-486 was provided:

28 Aubuin  Awe. (hae’ of 4219

4. Date post RU-486 complication began:

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

___incomplete abortion . Adverse reaction to RU-486 . Patient hospitalized

Patient received a transfusion Severe bleeding

1{} Other serfous event (specify) /\£ %1 i‘( 6() ?N% /‘79

—*‘f?ideM/(/q“
6. Duration of event: / Hours Days
FRemarks:
- k]
8. a. Name of physician who provided RU-486 . .).f. L/.A-/
8. b. Physician’s signature L‘*\ . ,_If& D0
Date /()Zg//+
Send completed forms to: State Medical Board of Ohio

Legal Department

rd
30 E. Broad St., 3™ Floor MED‘CAL BOAR:’?)
Columbus, OH 43215.6127
0CT 086 2017

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




State Medical Board of Ohio
Report of RU-486 Event

(Required pursuant to R.C. 2918.123)

To be completed by the physician who provided RU-486

1. Date RU-486 was provided: T /7 / ;‘
Month Day Year

2. Name of medical practice or facility at which RU-486 was provided:
p’d‘nn(/ Iﬁaﬁ(mﬂwo£

3. Address of medical practice or facility at which RU-486 was provided:
28I Aubvrn Aue. (oo ot 4219

4. Date post RU-486 complication began:

u/liofit

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

____Incomplete abortion —— Adverse reaction to RU-486 ___ Patient hospitalized

- Patient received 2 transfusion ___ Severe bleeding

_{éOther serious event (specify) 2 A ~.,ﬂ { 27 bt
A A &

2
6. Duration of event: > Hours Days

7. Remarks:

LC"///I//// Frel M j/; C-;.Z’Cf(},—

8. a. Name of physician who provided RU-486 e, N TH

8. b. Physician’s signature A mﬁ N
Date Q % / / K)

Send completed forms to: State Medical Board of Ohio

Legal Department

30 E. Broad St., 3™ Floor

Columbus, OH 43215-6127 MEDICAL BOARD
FEB 65 2018

Preseribed: $/-/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-48%

1. Date RU-486 was provided: - _A/D__, /9 o /11_

2. Name of medical practice or facmty at wh:ch RU-486 was provxded

mé‘nn(c/ far{mﬂw

3. Address of medical pracnce or facmty at which RU—486 was prov:ded

B b poe. Gnds, o 4219

4. Date post RU-48 complication began

LA

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

—_Incomplete abortion - — Adverse reaction to RU-486 __ Patient hospitalized

Patient received a transfusion —_Severebleeding

£Otherserious event {specify) _ /o Z ’/;/,uj ,0/5/@,3;/)%

6. Duration of event: “H,ours 2 Days

7. Remarks:

/f ﬁé///(/mmf'w\ Jch»’l’/f'éf/ﬁf'aﬂ@%’

Y

8. 3. Name of physician whopr_ov'ided ,RU-486 } = | . /7« - AL//

8.b. Physician’s signature MAn./ po .
y‘gate i M/%

Send completed forms to: State Medical Board of Ohio

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

Prescribed: §/--/2011, Rev. 12/13712




State Medical Board of Ohio
Report of RU-486 Event

(Required pursuant to R.C. 2519.123)

To be completed by the physitian who provided RU-485

1. Date RU-486 was provided: / / / S‘ /2
Morlxth Day Yea;

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

Pannd  FParenthosd.

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

B Aubvin pus. Lo’ of 4219

4. Date post RU-486 complication began:

[1[29]r

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

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

— Patient received a transfusion —Severe bleeding

P Other serious event (specify) (2 oi 0y Viad @707
g U7 J

6. Duration of event: ! __Hours Days

7. Remarks:

COM//[’/?/ /Z(/ﬁfﬂ/% 1

8. 3. Name of physician who provided RU-486 (D/, L —

8. b. Physician’s signature S %ﬂ“

pae
Date {/g/// yes

Send completed forms to: State Medical Board of Ohio
Legal Department
30 E. Broad St., 3" Floor
Columbus, OH 43215-6127 ViEDICAL BOARY
DEC1 b 200

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 physitian who provided RU-485

1. Date RU-486 was provided: Sl A 2

Month Day Year

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

p' ann (/ Ip&l/{ m’ﬁum&

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

D8I Auburn  fut. (ine' of  4C219

4. Date post RU-486 complication began:
12/ 21/77

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

___Incomplete abortion — Adverse reaction to RU-486 _ Patient hospitalized

. Patient received 2 transfusion E Severe bleeding

~— Other serious event (specify)

6. Duration of event: Z Hours Days
7. Remarks:
8.3a. Name of physician who provided RU-486 ” ,D - Lo~ -
8. b. Physician’s signature - _' N G MD /DO
Date VA %é (’// Za

Send completed forms to: State Medical Board of Ohio

Legal Department

30 E. Broad St., 3 Floor MEDICAL BOARD

Columbus, OH 43215-6127

JAN 09 2018

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.485

1. Date RU-486 was provided: /] S };
Month Day Year
2. Name of medical practice or facility at which RU-486 was provided:
m@nn !(/ /pﬂ/{ mﬁxw&
3. Address of medical practice or facility at which RU-486 was provided:
2314 Auburn A, %Y ) ot 7/('2/?
4. Date post RU-486 complication began:
1 12] 17
5. Event(s} (Please check all that apply):
. Incomplete abortion . Adverse reaction to RU-486 . Patient hospitalized
— Patientreceived a transfusion ___ Severe bleeding
zOther serious event {specify) N 7('{ QL ;O
6. Duration of event: Hours /% Days
]

7. Remarks: < : . .

&O/J-aodf—/ Y/ S /"é/ 2
8.a. Name of physician who provided RU-486 d ~ /,J AL
8. b. Physician’s signature v Es WA n¥e!

O‘\ N
Date % ry‘\-’

Send completed forms to: ~ State Medical Board of Ohiob

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

Prescribed: 5/-4/2011, Rev. 12/13/12




