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: C,‘ | C\q Ol

Month - Day

Year

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

Planned farentinoed East Surdca |

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

2255 tast M Sty Colwmiaus, Ohic ¢ 9213

4. Date post RU-486 complication began: } / 7_2)/ , q_

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

‘\ R
™ e’

A 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: . ) - ’ <
DT C bty iNncemMmplete Meducation Abcah e

—— —
8.2. Name of physician who provided RU-486 - Cathrerine. \EU VAN UOD

C
GA D./DO

# L

— . — ool ]

Date ' 4

8. b. Physician’s signature

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

A( A P'& )

'3%&’1"%‘?)1(1;\2 I
FER 01 7011

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

Month . Day

1. Date RU-486 was provided: ‘ i \ q 9 C‘ ‘:f

Year

2. Name of medlcal prachce or facility at which RU-486 was provided:

Planned Farentieed - Tast -Sus Lymk

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

259 fest Maa St Coluimbus, Chee “5415

4. Date post RU-486 complication began: \ / 5('/ l‘j{

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

. 1
-

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

___ Patient received a transfusion ___ Severe bleeding

___ Other serious event {specify)

6. Duration of event: Hours ! k Days

. 17. Remarks: . —

lneomplete M {ii,},.uwz’r\a) I

8. a. Name of physician who provided RU-486 - (&“r { ¥ vinye iCY’Y\.(}L‘L"\C >
. A\ ’ )
8. b. Physician’s signature / \\/ @/ D.o
Date 2 /7) i //7
Send completed forms to: State Medical Board of Ohio

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

v
~——
-

FEB 29 201

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

SO

1. Date RU-486 was provided: : ;\) L 4
’ Month - Day

Year

2. N‘ame of mFdiggl practice or facility at which RU-486 was provided:

Manned tarentheed - East Surgical

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

. o i I Yoo Gy PPN ™ Co | 2 5
3335 East Mai 5t Coumbus, Chie 45215

4. Date post RU-486 complication began: -5 | .. L
2li4/17%

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

= B
AP

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

. Patient received a transfusion ___ Severe bleeding

—

A Other serious event (specify) |G\ ‘\'Ca. C{ F\ cd l C CLT‘! A /q 1’:)@ y 'f'?‘ G

6. Duration of event: Hours éj Days

7-Remarks: e el Medh cahian Aburmen

1"6('{;(‘1&&‘!&’\(5 Surg il 1

8.3, Name of physician who provided RU-486 -, .QC‘\\\CK&"&\(;’

A . iy ’ -

8. b. Physician’s signature . o '6 (
N — Cdf 20047
VEX / 17/

Date

Send completed forms to: State Medical Board of Ohio

Legal Department s R

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. 2915.123)

To be completed by the physician who provided RU-486

7 Pl
1. Date RU-486 was provided: A D l ’\
‘ Month - Day " Year

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

D\ G oouC ,D ‘:DQ (D¢ ‘9"\”\00‘:?9

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

LS Frg ar S Cotumio O}.

4. Date post RU-486 complication began:

S5/5/17]

i
5. Event(s) (Pl'ease check all that apply):

e

>_§anomplete abortion . Adverse reaction to RU-486 ___ Patient hospitalized

A\

. Patient received a transfusion ____ Severe bleeding

____Other serious event {specify)

6. Duration of event: Hours ‘/{ Days

.|7.Remarks: .(Y\“”J‘ AGS \mﬁcy:\apm_’iﬁ_ Y‘;/‘;lg() "’-KP(GJ d(}f)\?\ﬁ_.

8.a. Name of physician who provided RU-486 - <O G 0 D5

8. b. Physician’s signature ' _ 2 Q MDD O
Date { 71 7
Send completed forms to: State Medical Board of Ohio

Legal Department
30 E. Broad St., 3" Floor
Columbus, OH 43215-6127 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-486

1. Date RU-486 was provided: N ﬁo (}1 (T '“\f

Month . Day " Year

2. j}lame of medical practice or facility at which RU-486 was provided:
3/{ ARV Q\ v?(ﬁ ¢ C\«,\f\_ob@ g_()f"\% S 0\‘2 s { f 0 "T“O(

3. Address of medical practlce or facility at which RU-486 was prov;ded e {Z ~
HAAST Cash yNans Q'\‘ Colvathud (O -

4, Date post RU-486 complication began: ;.
p p g L,{ / '_77/ //]

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

S

X Incomplete abortion ___Adverse reaction to RU-486 . Patient hospitalized

___Patientreceived a transfusion ___ Severe bleeding

___ Other serious event (specify)

6. Duration of event: __Hours [/Z Days

.| 7. Remarks:

DC parfunol | bncempy codid

8. a. Name of physician who provided RU-486 - C.C.k.~¥\\é!’ LA Q.(‘)\‘Y\O AT

8. b. Physician’s signature V & ’ Q Q/ B

Date . § \C('/L-f (./]

Send completed forms to: State Medical Board of Ohio

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

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: OL,} | 2 201/]

Month Day . Year

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

Plonnz (‘J P&u’ n.-\"\'\OOd

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

—F

o

4. Date post RU-486 comglication began:
2] )]

1
5. Event(s) (Please check all that apply):

.,

___Incomplete abortion _Adverse reaction to RU-486 ____ Patient hospitalized

___ Patient received a transfusion ___ Severe bleeding

X'Other serious event (specify) ’:C\A\ l@ d ﬂ\fbf/hop\

. VIS
6. Duration of event: Hours \ Q) Days
. {7. Remarks:

8. a. Name of physician who prowded RU-486 -Ur Lo \&_)““f\i(

8. b. Physician’s signature 4 Zm*—’ VA ﬂ\ /DO

Send completed forms to: State Medical Board of Ohlo
Legal Department MEDITL, TR,
30 E. Broad St., 3 Floor ;

MAY 1 ¢ 2017

Columbus, OH 43215-6127

Prescribed: 5/--/2011, Rev. 12/13/12
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State Medical Board of Ohio

Report of RU-486 Event

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

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

1. Date RU-486 was provided:

H P |

N 2017
Month :l Day Year
2. Name of medtcal practice or facility at which RU-486 was provxded
(P (i Tafum‘kﬁ(/od @(gf gurq,@rq Ceer
3. Address of medical practice or facility at which RU-486 was provided:
3E55 £.main ¢t Lol b, OH <37
4. Date post RU-486 complication began:
S (i } | 72 o
S. Event(s) (Please check all that apply): MEDTT™
j;lncomplete abortion — Adverse reaction to RU-486  |___Patient hospitalized MAY 12 il
— Patient received a transfusion ___ Severe bleeding
___ Other serious event {specify)
!
6. Duration of event: /\} {DY Hours Days
7. Remarks: , . A ~ g/ / >
TCom f\@*\é M A el Y‘ZV\%&"W@ 711

8. b. Physician’s signature

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

E omd

[

Date

Send compieted forms to:

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

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

MEDV Aios
W 320U




State Medical Board of Ohio

Report of RU-486 Event

(Required pursuant to R.C. 29:19.123)

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

1. Date RU-486 was provided:

:YU\Y\K_

2011

Month

Day Year

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

Eost Swarg e Ygumed Poventdiad

i
]

3255 €.

3. Address of medical practice or facilit

R

Coluwmbus OH Y317

y at whxch RU-486 was prowded

4. Date post RU-486 complica

tion began:

)%H

. Incomplete abortion

.. Patient received a transfusion

\__/Other serious event {specify)

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

... Adverse reaction to RU-486

__Severe bleeding

Uomat @med

| Patient hospitalized

6. Duration of event:

Hours Days

7. Remarks: gam.{,

ad OSpiratan On

8. b. Physician’s signature

8. 2. Name of physician who provided RU-486

(R e 2angnes

~

Date (ﬁ//"// 7
Send completed forms to: State Medical Board of Ohio
Legal Department
30 E. Broad St., 3" Floor ARmSI RO
Columbus, OH 43215-6127 | o
JUN 1§ 20

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




State Medical Boarjd of Ohio
Report of RU-486 Event

{(Required pursuant to R.C. 29 19,123}

To be completed by the physician who provided RU-486

| 1. Date RU-486 was provided: TU(‘(\Z/ ) 20107
Month ; Day Year

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

Viarrmed lavrentlony East

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

2V5 € Man &= Loflum bulr O Y313

4. Date post RU-486 CC)mplicarion began:

(p]2\

v

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

— Incgmptete abortion — Adverse reaction to RU-486

— Patlent received a transfusion ___ Severe bleeding

—.. Other serious event {specify)

11 ut MAD @u//owulﬂ

L Patient hospitalized

6. Duration of event: Hours Days

7. Remarks:

Suryical A adlr Mmedial
(o

AL o (9(7’1'!‘7

8. 3. Name of physician who provided RU-486 O—On’\éi nNos

8. b. Physician's signature O/\ Q

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

MEDIC AL 83ARD
JUN 2 8 2017




State Medical Board of Ohio

(Required pursuant to R.C. 2919.123)

To be completed by the physiclan who provided RU-485

[

Report of RU-486 Event

— Patient received a transfusion ___ Severe bleeding

—. Other serious event (specify}

| 1. Date RU-486 was provided: TQV\L % ph=lE\
Month ! Daﬂ /M‘vﬁ ‘{ear
N
2. Na@e of medical practlce or facility at which RU-486 was provided:
\nned QQV‘C’/W{ hood East |
3. Address of medical practice or facility at which RU-486 was proviided:
- .
5155 €. Main S [olumnbas o | Y3513
4, Date post RU-486 complication began: .
TUue U2 2017
5‘7t(s) (Please check all that apply):
ZIncomplete abortion —— Adverse reaction to RU-486 | Patient hospitalized

6. Duration of event: Hours __ Days

7. Remarks:

W{W 'guxrg{é% A albr 1omplate Incd # A

: Fa)
8. a. Name of physician who provided RU-486 Mmmd

8. b. Physician’s signature OA\ CD //uR /DO
Date \ (ﬂ'%?}tr“?' f/“'

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

A7

Columbus, OH 43215-6127 MEDICAL BOARD

Prescribed: 5/--/2011, Rev. 12/138/12

JUN 2 8 2017




State Medical Board

of Ohio

Report of RU-486 Event

(Required pursuant to R.C. 29 19.123)

To be completed by the physician who provided RU-486

| 1. Date RU-486 was provided: Wi

PEL L]

Month }

Day Year

cast Pl edlood

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

ST &5 .Ma S

3. Address of medical practice or facility at which RU-486 was prov%ded:

4. Date post RU-486 complication began:

il

CAmm bl 00 3245

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

__Incomplete abortion —— Adverse reaction to RU-486

— Patient received a transfusion ___ Severe bleeding

)-___/Other serious event (specify) ‘ga[ L(d W\A’g

Patient hospitalized

6. Duration of event: Hours Days

7.Remar

”imm on 20 ot MAB 2

ow up al’)ﬂ?h

- ) - oy ]
8. a. Name of physician who provided RU-486 i LL@'—’W (LO Whines
N . R \
8. b. Physician’s signature p'/ ~ i /on
VZ- /
Date 7 /5 / |7

State Medical .‘Board of Ohio
Legal Department
30 E. Broad St., 3 Floor
Columbus, OH 43215-6127

Send completed forms to:

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

Slued 0 2017

MEDICAL ROARD




State Medical Board of Ohio
Report of RU-486 Event

{Required pursuant to R.C. 29 19.123)

To be completed by the physician who provided RU-486

| 1. Date RU-486 was provided: ’\T“ » j 2017

Month L ! Day

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

Vund Pootfod East

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

?/’/g{& M, St Columbyrine Y3213

4. Date post RU-486 complication began:

7}\&9!11

5. Event(s) (Please check all that apply):
%Qxcomplete abortion . Adverse reaction to RU-486 | Patient hospitalized

— Patient received a transfusion __ Severe bleeding

—._ Cther serlous event {specify)

6. Duration of event: Hours Days
7. Remarks:
Pl . D - N )
8. a. Name of physician who provided RU-486 - MW'&@MWAJ
N /) - GCn
8. b. Physician's signature . . =MD /A0
= ey
'w\ ..{v ./ {.: ] / A
Date ‘ —r— + L
Send completed forms to: State Medical Board of Ohio
Legal Department o
LN Tuvt anlEii =i R Tt
30 €. Broad St., 3" Floor RUES
Columbus, OH 43215-6127 JUL s 3 AW

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: ‘,f) 7 Y

17

Month Day

Year

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

"E\f"{l'W\

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

1doee ke Gid- Clevelanol a0

4. Date post RU-486 complication began:

—0/02///7

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

___ Other serious event (specify}

_\Acomplete abortion _._ Adverse reaction to RU-486 ___ Patient hospitalized
__ Patient received a transfusion ___ Severe bleeding

6. Duration of event: ! Hours Days

7. Remarks:

N

Ml Lt A D
L/ S

MD./DO

8. a. Name of physician who provided RU\%
8. b. Physician’s signature \

U o 2]y

1

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

Prescribec 5:--/2031. Rev. 12/13/12

AUG @7 2017




S. .e Medical B_oar:d 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: '7 2,9' 1)

Month i Day

Year

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

p[&nm(’,&p p&(%ﬁ&wd Ea-;ﬁ— Yuralff(é (

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

3255 £ mans $F (o beam buis Ot Y3213

4. Date post RU-486 complication began: :

Rl )

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

/i

—~ Incomplete abortign —. 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:

8. a. Name of physician who provided RU-486 WC/{\«:L (Lo ’I:S’[ét/,
1A N ’

8. b. Physician’s signature JiTARY “’% MD./DQ
Date d“ L =+

Send completed forms to: State Medical Board of Chio

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

NATDIN LA s mee y eee
VU =T AN

Prescribed: 5/--/2011, Rev. 12/13/12 AUt 16 200




State Medical Board of Ohio
Report of RU-486 Event

(Required pursuant to R.C. 2919.123)

To be completed by the physician who pfovlded RU-486

1. Date RU-486 was provided: Q& ; \ ¥z [

Month : Day Year

2. Name of mvical practice orvcxhty at which RU-486 was provided:

unvd Vinotbood  Lusr W‘C&Q

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

2259 6 i OB Co\umW),ﬂ/v‘ Y32 (3

4. Date post RU-486 complication began:
71’ f 1

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

_ Incomplete abortion .. Adverse reaction to RU-486 .___Patient hospitalized

. Patient received a transfusion ___ Severe bleeding

_¥‘D{her serious event {specify} %Lf/d \/\A'M

6. Duration of event: Hours Days

7. Remarks:

Dilakon ond Swehen - Mmmpbra:‘cd

b, Physiian's signat O S e
8 hysician’s signature QAL

Send completed forms to: State Medical Board of Ohio
Legal Department |
30 E. Broad St., 3" Floor 5 SAETET S
Columbus, OH 43215-6127 !

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




State Medical Board of Ohio
«w  Report of RU-486 Event

S ""j i ‘

+ (Required pursuant to R.C. 29;19.123)

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

Month Day Year

|
|
. i
1. Date RU-486 was provided: ? | 2 ? 1 )
|
i

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

(y‘lﬁ*’l"\-d Va‘\@"'\"u'»”4 gaq- g'u w/‘%&réq ()h’ \
v i

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

1255 €. Mam St L] mbuc, O (4322

4. Date post RU-486 complication began: )
9[(1 7

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

Macomplete abortion —. Adverse reaction to RU-486 |___ Patient hospitalized

— Patient received a transfusion ___ Severe bleeding

—. Other sericus event (specify)

6. Duration of event: Hours Days

7. Remarks:

ANCom ph( CJ\% ol swe (\C/’\ Pn} Cealee £

8. a. Name of physician who provided RU-486 i Lz&@c\em ﬂbﬂ?qnoj
e "

8. b. Physician’s signature > ——4~> - & n// DO
Date — O//Q L /1 7
Send completed forms to: State Medical Board of Ohio

Legal Department

30 E. Broad St., 3 Floor MEDICAT RNAS
Columbus, OH 43215-6127
‘)t'f' &% il

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




State Medical B_oaré:i of Ohio
Report of RU-486 Event

(Required pursuant to R.C. 29 19.123)

To be completed by the physlclan who provided RU.488

"{1. Date RU-486 was provided: Cj

D [

Month ‘ ! Day Year

2, Name of medical practice or facility at which RU-486 was provicied:

VY ned Parattbsot Cast [urzer,

!
|
7T

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

ST L panm SE (g bus OF 9322

4. Date post RU786 complication began:

25 /17 4t frlhw up

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

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

— Patient recelved a transfusion ___Severe bleeding

__Mther serious event (specify) 7[‘4/1 (Zd //)’PM

6. Duration of event: Hours Days

7. Remarks:

t
i
|

8.a. Name of physician who provided RU-486 J/}/Lml - TS5l

/
8. b. Physician’s signature { v — MDD QO
Date / O/ L ,/ :}/

Send completed forms to: State Medical Board of Ohio

Legal Department

30 E. Broad St., 3" Fioor

Columbus, OH 43215-6127

MEDICAL BOARD

Prescribed: 5/--/2011, Rev. 12/13/12 0CT11 2017




State Medical Board of Ohio

To be completed by the physician who provided RU-486

Report of RU-486 Event

{Required pursuant to R.C. 29 19.123)

| 1. Date RU-486 was provided:

1

[ 9 17

Month , ! Day Year
2. Name of medical practice or facility at which RU-486 was prov:ded
Pl[ume&f Pecurttpocd Tt (urw |
3. Address of medical practice or facility at which RU-486 was prowded:
2Uss & Man (v Co Lumfoug 0/—( 2242

4. Date pqst RU-486 complica
AN

tion began:

— incomplete abortion

___ Patient received a transfusion

!( Other serious event {specify)

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

—. Adverse reaction to RU-486

. Severe bleeding

Fillod  Mede b Gt o

____ Patient hospitalized

6. Duration of event:

Hours

Days

7. Remarks:

L/J\CCW\PU(&L teel  Suchs N

8. b. Physician’s signature

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

Cliarne Poma-oT

Date

A

N7

Send completed forms to:

Prescribed: 5/- SEB 2e8 lfﬁi/lz

State Medical Board of Ohio

Legal Department

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




State Medical B.oaré:l of Ohio
Report of RU-4§6 Event

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

To be completed by the physiclan who prfovlded RU-488

|1, Date RU-486 was provided:

9 P L )
Month ; Day Year
2. Name of medical practice or facility at which RU-486 was provided:
Y lenned Yarentlpd Eact S Utn,
7
3. Address of medical practice or facility at which RU-486 was provzided:
35 E paaih S Clumbus 0 4322
4. Date post RU-486 complicatign began; )
[’LE (1
5. Event(s) (Please check all that apply):
&lncomp!ete abortion . Adverse reaction to RU-486 | Patient hospitalized
— Patient recelved a transfusion ___ Severe bleeding
. Other serious event (specify)
|
6. Duration of event: Hours Days
7. Remarks: .
Culcanficedat Y C
8. a. Name of physician who provided RU-486 /Ca‘ A2 | VLOMV)O&
8. b. Physician’s signature M Qs @/ 0.0
P - g - -
Date 7ll 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

MEDICA ROARD)

SEP 2 & 2017




State Medical Board

To be completed by the physician who prov]

of Ohio

Report of RU-486 Event

(Required pursuant to R.C. 2919,123)

lded RU-48%

|1, Date RU-486 was provided: Sm)r

s Lol 7

Month . !

Day Year

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

Y lpwed Parentlood Cagy SW‘%

g

D255 £ va- St Columbug oH

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

«3U S

4. Date post RU-486 complication began:

lols (17

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

_iincomplete abortion

— Patient recelved a transfusion ——Severe bleeding

— Adverse reaction to RU-486

— Other serlous event (specity)

L Patient hospitalized

6. Duration of event: Hours Days

7. Remarks:

Lovrcae cobec O DIC

Do N

. ,
8.a. Name of physician who provided RU-486 Whhe ”’-%k(’

8.b. Phisician’s signature [ ! J

N I

Date P LSl /i)

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. 29;19.123)

To be completed by the physiclan who provided RU-486

|
|
| 1. Date RU-486 was provided: O(}k i C{ 20 ¢ D]
Month % Day Year
2. Name of medical practice or facility at which RU-486 was prow&ed
pMy\f\Zd Qﬂ-vﬁh‘f{OOA Cﬂ(j{« Q(L(,/m
3. Address of medical practice or facility at which RU-486 was prowded.
3255 E pan O Co)qméug oiH 4321z

4. Date post RU-486 complication began:
lof1>(1n

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

.. Incomplete abortion . Adverse reaction to RU-486

. Patient received a transfusion ___Severe bleeding

Lther serious event {specify) _(la/l \Qd /Vl,(: g

|___ Patient hospitalized

6. Duration of event: Hours Days
7. Remarks:

Y - 174 :
8. a. Name of physician who provided RU-486 ) { 1 l‘“@ Y"-OMﬁnp{‘

, 1
8. b. Physician’s signature - ‘;' S, SEEEN SR (7 DO
Date ID/W // 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

MEDICAL BOARI
0CcT 18 201




ey

Lo W
P

To be completed by the physician who provided RU.485

{Required pursuant to R.C.2919,123)

.. State Medical Boar:d of Ohio
-2 Report of RU-486 Event

MEDICAL BoARp
NOV 03 2917

'|1. Date RU-486 was provided: O

[( 11

Month |

Day Year

2, Name of medical practice or facility at which RU-486 was provic:ied:

Managd aentboed Cuc, Swaen

Columbus OH 43213

3. Address of me%‘%g@cﬁsﬁ{ gfility at which RU-486 was prov'ided:

4. Date post RU-486 complication began:

[015!//'}

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

— Patient recelved a transfusion — Severe bleeding

— Other serfous event {specify)

& Incomplete abortion — . Adverse reaction to RU-485 L. Patient hospitalized

6. Duration of event: Hours Days

7. Remarks:

LLiNG L‘W\()U (aled BC

. ) - :
8. a. Name of physiclan who provided RU-4§Q L@'W’%/’Le %"'\a "

8. b. Physician’s signature L /?/f"—’""‘“'""M':‘" @7 /DO
Date D 10/2(1/[-7
Send completed forms to: State Medlcal Board of Ohio

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

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




To be completed by the physician who provided RU.485

State Medical Boarjd of Ohio
Report of RU-486 Event

(Required pursuant to R.C. 29 18.123)

| 1. Date RU-486 was provided: 0[’/{, \ (o » 5; -7
Month Day Year
2. Name of medical practice or facility at which RU-486 was provic?ed:
‘ ; f - ;
({\ \[(V\I\M p&l’ﬁi\!{’t vod éﬂ(s‘} C(JV%"&PV M
; [
3. Address of medigg geaptioeyarfagiity at which RU-486 was provided:
Columbus OH 43213
4. Date post RU-486 complication began: :
1 129 ! (2
5. Event(s) (Please check all that apply):
_&ncomplete abortion — Adverse reaction to RU-486 . Patient hospitalized
— Patient received a transfusion . Severe bleading
. Other serlous event {specify)
6. Duration of event: Hours Days
7. Remarks:
uncamplicated N C
8.a. Name of physician who'provided RU%Q%WW k/)r»dhof
8. b. Physician’s signature m,/n 0
Y & (e ) 7 /
Date Lt / ‘}K('L;)

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

Prescribed: 5/--/2011, Rev, 12/13/42

EDICAL biuak
NOV § 6 2017




State Medical Board of Ohio -

Report of RU~4;86 Event

{Required pursuant to R.C. 2819.123)

To be completed by the physician who pr‘}ovlded RU-485

‘| 1. Date RU-486 was provided: m [%’ @O‘( 7

Month ] Day

Year

2. Name of medical practice or facility at which RU-486 was provic%ed:
P linned Ppreriload bast £ u’je“;

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

55 B e 6 Columbug o Y3217

4. Date post RU-486 complication began:

Lo [23(i7
5. Event(s) (Please check all that apply):
SK Incomplete abortion — Adverse reaction to RU-485 .. Patient hospitalized
— Patient recelved a transfusion —— Severe bleeding
. Other serlous event {specify)
6. Duration of event: Hours Days

7. Remarks:

bepvanplicc kel D¢

8.a. Name of physician who provided RU-486 (ﬁfﬁ/\g’?m //Z“’M”QY

! ( -
8. b. Physician’s signature AN ] MDD O
o TH
Date / ,Z . 5 / /

Send completed forms to: State Medlcal Board of Ohijo

Legal Department

30 E. Broad St., 3 Floor

Columbus, OH 43215-6127 - MEDICA- ROARD

. 0CT 20 299

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

/;\O




State Medical Boardl of Ohig

Report of RU-4;86 Event

{Required pursuant to R.C, 2918,123) ¢
To be completed by the physiclan who pJovlded RU.485

'|1. Date RU-486 was provided: l O

\ B (T

Month

Day Year

2. Name of medical practice or facility at which RU-486 was provic%ed:

R(&m-‘(é(} GVK(UMM €A&S Su%

3255 E. Main St.
Columbus OH 43213

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

ided:

4. Date post RU-486 complication began:
kolz gl

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

_chomplete abortion

— Patient recelved a transfusion — Severe bleeding

— Adverse reaction to RU-486

— Other serlous event (specify)

L. Patient hospitalized

6. Duration of event: Hours Days

7. Remarks:
wnesmpUrakor QO

1

8. 3. Name of physician who“provided RU-486

A ) '
L)\Qcptv@th Zomanod

8. b. Physician’s signature o S

Date

Send completed forms to:

, £0./00
240
D /! /9/ D)
. ’ . /
State Medlcal Board of Ohio

Legal Department
30 E, Broad St., 3" Floor MEDICAL BOARD
Co!umbus, OH 43215-6127 '

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

NQv 0 6 2017

n




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:

Nov 1

20107

Month ) ! Day

Year

?(ammed Qﬂr\@(/t%-ﬂf)

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

Columbus OH 43213

3. Address of mg%xég Er%os{?cility at which RU-486 was provhnded:

4. Date post RU-486 complication began:
(01915

5. Event(s) (Please che(ck all that apply)

——Incomplete abortion

— Patient recaived a transfusion ___ Severe bleeding

-

‘i(oaﬁer serlous event (specify)

— Adverse reaction to RU-486

Falos) MR

| Patient hospitalized

6. Duration of event: Hours

Days

7. Remarks:

. { ¢ ~ I
WA 1()[;‘/_(,\, FOOU S (VELL

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

e tate P o=t

8. b. Physician’s signature RPN @ﬁ [D.0
e S SR =T
pate 5]

Send completed forms to;

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

Columbus, OH 43215-6127

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

State Medical Board of Ohio

MEDICA:. BOARD
NOV 2 4 2017




(Requlred pursuant to R.C. 28

State Medical Board of Ohio
Report of RU-48

6 Event

18,123)

i

To be completed by the physiclan who provided RU.485

"| 1. Date RU-486 was provided:

11

20 17

Month

Day Year

2, Name of medical practice or facility at which RU

Planned puretbeed gue Sergery

-486 was provicsed:

(.

3255 E. Main 8t,
Columbus OH 43213

3. Address of medical Practice or facility at which RU-486 was provL

Ided:

4. Date post RU-486 complication began;

Uzl 17

L4

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

~— Incomplete abortion - Adverse reaction to RU-486

— Patient recelved a transfusion

Mmher serlous event {specify)

— Severe bleeding

s e

L Patient hospitalized

6. Duration of event: Holrs Days

7. Remarks:

unemplicaded D7

8.3, Name of physician whoﬂprovided RU-486

CH

M L orrdnes ¢

5

8. b, Physician’s signature

Date

/Q-//S' /

Mh'/hﬂ
~

7

Send completed forms to: State Medical Board of Ohio

Legal Department
30 E. Broad St., 3™ Flogr

Columbus, OH 43215-6127

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

\’\%: ;'\:,




