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-486

1. Date RU-486 was provided: {”oZ 4){/ /7

Month Day Year

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

Prde

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

[t Akor Lo Clovelond 120

4. Date post RU-486 complication began:

09/23/17

5. Event(s) (Please check all thatépp}yﬁ

Amplete abortion — Adverse reaction to RU-486 ___ Patient hospitalized
. Patient received a transfusion ___Severe bleeding

— Other serious event {specify)

«

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

£\ L] .
8. a. Name of physician who provid/éd RAYST ‘ ¢/¢4/‘é(/ /(5;/< ‘_*/7( b
\ N o /oo

8. b. Physician’s signature

v 1
— fy C—
} Date ;,’/7/‘7,7‘7////
/
Send completed forms to: State Medical Board éf Ohio
Legal Department
30 E. Broad 5t., 3" Floor MEDICAL BOARD
Columbus, OH 43215-6127 MAR 01 20V

Prescribed: 5/--/2041, 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

1. Date RU-486 was provided: (,:7{ ;’)747/ /7
7

Month Day Year

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

R it VAN

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

ldeee ‘7!»4»%{'4 /i/'?,/w’/ A af{ya(;a@g( L/C//,,Zo

4, Date post RU-486 complication began:

Yo //7

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

_Aomplete 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:

PN

8. a. Name of physician who provided RU-!T(t g //)Zt/,/f(! [/,;5(3’1 ) ./”/l, D
' ':\ \\L\(,f j Ain /nQ

8. b. Physician's signature R
e /i

NS
Send completed forms to: State Medical Bodrd of Ohio

Legal Department

30 E. Broad St., 3" Floor

Columbus, OH 43215-6127 MED\CAL BOAR‘—"
VAR 1.5 20V

Prescribed: 5/--/2031. 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: Q} o 7 )7
Month Day Ylear

- T—(l—frW\

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

ldoor  Hlhuher

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

Al O lvelael L1 2 es

4. Date post RU-486 complication began:

o3 5/17

%mplete abortion

. Other serious event (specify)

7 A
5. Event(s) (Please check aﬁ that apply):

___Adverse reaction to RU-486 ___ Patient hospitalized

. Patient received a transfusion ___ Severe bleeding

6. Duration of event: % Hours Days

7. Remarks:

8. b. Physician’s signature

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

,//;k/'{u /'47!75;1/&:, /‘41)

. a T
4 /%g — &Q/Dﬂ

\/Date '3/,21/17

Send completed forms to:

Prescribec: 5/--/2031. Rev. 32/:3/12

State Medical Board of Ohio
Legal Department
30 E. Broad St., 3" Floor
Columbus, OH 432156127 MEDICAL BOARD)

MAR 24 2017




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

1. Date RU-486 was provided: 15/27\7 /‘e’ /7
Month Day Year

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

pedes

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

JAovr jiﬁo%f A Cleve Y740

4. Date post RU-486 complication began:

o5 /17
!/ :

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

Aomplete abortion ___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 provided RU-486 //gy[y’u 7%74, LZ, . /,/\D

Ry N
apa

8. b. Physician’s signature

ite 3[o&[17

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

MEDICAL ROARD
Prescribed: 5/--/2031. Rev. 22/13/12 APR 0 3 20]7

9/4




State Medical Board of Ohio
Report of RU-486 Event

(Required pursuant to R.C. 2919.123)

To be comnpleted by the physician who provided RU-486

s

1. Date RU-486 was provided: L’}% 437(/ / 7
, y
Day

Month Year

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

[ 'L(fW\

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

| o0 f)Lc/Ze«r g \/é{/- Cle w[w(f( SN2 &

4. Date post RU-486 complication began: ) <
Sl
/ { :

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

ﬁomplete abortion ___ Adverse reaction to RU-486 __ Patient hospitalized
___ Patient received a transfusion __ Severe bleeding

___ Other serious event {specify)

6. Duration of event: c9\ Hours Days

7. Remarks:

LI 10 der, MD

7
8. a. Name of physician who providequ

M oo
=

8. b. Physician’s signature

v
B
VL Y ?/3///7

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

Prescrivec: $.--/2032 Rev, 22/23/12 APR 0 3 2017




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: /7(/ //‘ /7

4
Month Day Year

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

]O N‘*l-{ b

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

lgooe eker Olvd Clei el Y 12o

4. Date post RU-486 complication began:

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

_‘ﬁomplete abortion ___Adverse reaction to RU-486  ___ Patient hospitalized
___Patient received a transfusion ___ Severe bleeding

____ Other serious event {specify)

< g

6. Duration of event: 74 Hours Days
7. Remarks:
8. a. Name of physician who provided RU-486 // /L&;myl/g@ / /Z/z;:,p_ 1-4.\3
8. b. Physician’s signature /ﬂ ZKNL’D e’ m/ Do
Date ﬁ”
Send completed forms to: tate Medical Board of Ohxo

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

Columbus, OH 43215-6127 MFD!"/—’-\L BOARM
ELLAeAl HOAR

MAY 12 2017

Prescriped: 5;/--/2041. Rev. 12/23/12




State Medical Board of Ohio
Report of RU-486 Event

(Required pursuant to R.C. 2919.123)

To be completed by the physician whao provided RU-486

1. Date RU-486 was provided: Ol / 7 /7

1

Month Day Year

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

F{J—f’rm

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

}9\37)79 ﬁAﬁK/F [él\//j. _CI/:// M,uj 4/4/1020

4. Date post RU-486 complication began:

7/« 117

5. Event(s F{ieas{e check all that apply):

_«_A:omplete 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 provided RU- 4V/\ //71/4/4 /Q 4&4 /Mb

— [ ] MD /DO

8. b. Physician’s signature

L\Date\/ 11—

Send completed forms to: State Medical Board of Ohio
Legal Department
30 E. Broad St., 3" Floor
Columbus, OH 43215-6127 MEDIC A —RORRD
JUL 17 201

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




State Medical Board of Ohio
Report of RU-486 Event

{Required pursuant to R.C. 2819.123)

To be completed by the physician who provided RU-486

1. Date RU-486 was provided: /76/ ) ; ) ’Z
Day

Meonth Year

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

; IY?L{PW\

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

Qooe Shuller Od-  Clevelond Yy,

4. Date post RU-486 complication began:

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

Aomplete abortion ___ Adverse reaction to RU-486 ____ Patient hospitalized
___ Patient received 2 transfusion ___ Severe bleeding

____ Other serious event (specify}

6. Duration of event: Z Hours Days

17. Remarks:

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

AR
A0, 00

8. b. Physician’s signature /Mﬁ%flé//
e VINEd ),

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

Prescribec: 5/--/2031. Rev. 12/:3/12




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

1. Date RU-486 was provided: )5/ /b /7
Month Day Yea;

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

f"stC Ly

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

Jore Solder Bhd. vvell A ‘/%,?@

4. Date post RU-486 complication began:
o2/l
4 ( 7.

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

v/ Incomplete abortion __ Adverse reaction to RU-486 ____ Patient haspitalized

Patient received a transfusion Severe bleeding

___ Other serious event {specify)

6. Duration of event: ﬁ Hours Days

7. Remarks:

AN .

ate lu! L}'

/
8. a. Name of physician who provided RU /486 V‘a 1 f%% _4.4 /&//n//
8. b. Physician’s signature P MD /DO

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

Prescriveq: 5/--/2041. Rev. 12/13/12

SEP % 0 20




State Medical Board of Ohio
Report of RU-486 Event

{Requirec pursuant tc R.C. 2915, 123)

Te be completed by the physician who provided RU-486

1. Date RU-486 was provided: 0 7 22 /7

Maonth Say Year

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

Dreler

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

\207)7) 5 LL’Z«'!' [))l/él‘ : (V/f’t"f- ‘/7/020

4. Date post RU-486 complication began:
10/o/17

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

\Acompiete abortion Adverse rzaction to RU-486 Patient hospitalized
Patient received a transfusion Severe bleeding

Other serious event (specify)

6. Duration of event: a Hours Days

!7. Remarks:

LI Lo, M.

8. a. Name of physician who provided RU/B\j/\)

MO0 0
5—4 !

8. b. Physician's signature : | —
§ itz

\
Send completec forms to: +ate Mediza' Board of Ohio
Legal Department
30 E. Broad St.. 3% Floor MEDICAL BOARD)
Coiumbus, OH 43215-8127
0CT 2 4 2017

Prescripec 5o-- 2G40 ey I27LETID




State Medical Board of Ohio
Report of RU-486 Event

(Required pursuant tc R.C. 2819.123)

To be completed by the physician who provided RU-486

1. Date RU-486 was provided: ‘\o Yo, 2017

Month Day

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

Yreterm

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

12000 Shaker BWD. Cleveland, Ohio 44120

4, Date post RU-486 complication began:

W T

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

\/lr:complete abortion ___Adverse reaction to RU-486 ____ Patiant hospitalized

Patient received a transfusion Severe bleeding

___ Other serious event {specify)

6. Duration of event: 5 Hours Days
7. Remarks:
8. a. Name of physician who provided RU-486 MM\QUQP Ka’rsoKl , MDD

U
8. b. Physician’s signature W%W @ (D0
Datea \\.“L‘(,“—7

Send completed forms to: tate Medical Board of Ohio

Legal Department

30 E. Broad St., 3™ Floor WIED:

Columbus, OH 43215-6127

Prescribec: 5.--/2042. Rev. 32/23/12

.r’\}; . {";()ﬁ g

Ny 24 201/




State Medical Board of Ohio
Report of RU-486 Event

{Required pursuant to R.C, 2919.123}

To be completed by the physician who pravided RU-486

1. Date RU-486 was provided:

10 o1

Menth Day Year

Yreferomn

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:

19000 Shaker B0 Qleselsnd , 0110 44120

4, Date post RU-486 complication began:

W4T

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

__‘_(incomp\ete 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:

8. a. Name of physician who provide]é‘ 86

Muronel Rener , M

8. b. Physician’s signature RV V - MD /DO
J
Send completed forms to: tate\Medical Board of Ohio

Legal Department

30 E. Broad St., 3™ Fioor

Columbus, OH 43215-6127

Prescribec: 5:--/20%1, Rev. 22/23'12




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

11. Date RU-486 was provided: 10 Q 06 201N

Month Day Year

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

Yrexeenm

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

122000 Shake~ BWO. Clevelund, O8N 44 (2.0

4. Date post RU-486 complication began:

\\1n{1’7

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

%complete 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. 2. Name of physician who provided RU-486 - jb%—\ﬁ N L—"\P.‘Deﬁ 4 MD

8.b. Physician’s signature é ——c MD /DO
/ 12 /: 71+

L : O Date

Send completed forms to: tate Medical Board of Ohio

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

Columbus, OH 43215-6127 MEDICAL BOR;

DEC O 7 201/

Prescribec: 5:--/20%1, Rev. 312/23'17




State Medical Board of Ohio
Report of RU-486 Event

{Required pursuant to R.C. 2919.123)

Ta be completed by the physician who provided RU-486

1. Date RU-486 was provided: O 3% L0171
Month Day Year
2. Name of medical practice or facility at which RU-486 was provided:
kW% R
Vre Ye rm
3. Address of medical practice or facility at which RU-486 was provided:
i A -
[2c0c ShaKer B0 Cleudlun 6w 4+ izs
- i
4. Date post RU-486 complication began:
WjtTjdeid
{ ¢ .
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: g\ Hours Days
7. Remarks:
8.a. Name of physician who provided RU-486 Juoh A LC\\EDM AL
Jh— —— —3 4
8. b. Physician’s signature (/’/ : /7> St MD /DO
S e iz /2 /1

Send completed forms to: State Medical Board of Ohio

Legal Department

30 E. Broad St., 3" Floor

Columbus, OH 43215-6127 MEDICAL BOARL.

DEC 07 2017

Prescribed: 5/--/2041, Rev. 12/13/12




