State Medical Board of Ohio
Report of RU-486 Event

(Required pursuant to ORC 2919.123)
To be completed by the physician who provided RU-486

1. Date RU-486 was provided: oa! ;\)(P 201 &

Month Day Year

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

GU‘(‘T\@Q‘ Came Wewor)o Teledo

3. Address of medical practice or facility at which RU-486 was provided:
Woo W Syivani A,
“Taltds, o M3l

4. Date post RU-486 complication began:

OR [&e | Dol

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

i
ﬁ incomplete abortion ___Adverse reaction to RU-486 . ____ Patient hospitalized
___Patient received a transfusion ____Severe bleeding

___ Other serious event {specify}

6. Duration of event: k{ Hours @ Days

7. Remarks: 1W LAy, DEC Compladed | 18 covluc

8. a. Name of physician who provnjd? RU~486 A O LA AJunaal LL,

‘// /{——O{Ar mMD fw.ﬁ[o.o_

Date QQ ;O/;LO &

8. b. Physician’s signature

Send completed forms to: State Medical Board of Ohio

Legal Department
30 E. Broad St., 3 Floor MEDICAL BU, i
Columbus, OH 43215-6127 AFR1 3 20'8
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State Medical Board of Ohio
Report of RU-486 Event

(Required pursuant to ORC 2919.123)
To be completed by the physician who provided RU-486

1. Date RU-486 was provided: e 2 '

Maonth Day Year
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:
PG ol Tegiven o A .
T ein da e M3 9
4. Date post RU-486 complication began:
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1 5. Event(s) {Please check all that apply):

_i_ incomplete abortion . Adverse reaction to RU-486 __Patient haspitalized
— Patient received a transfusion  ___ Severe bleeding
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State Medical Board of Ohio
Report of RU-486 Event

(Required pursuant to ORC 2919.123)
To be completed by the physician who provided RU-486

1. Date RU-486 was provided: od Q71 20]¢

Month Day Year

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

Copted Core Wetwor I o Toledo

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

neo - Sulvest A,

4. Date post RU-486 complication began:

Olo-02-1%

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

__?S/_ 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: \‘(\Q/QN?\Q‘K v ab. p{, reguesh d |

DE Confuted £ Cokuttions
WIWC814

8. a. Name of physician who provided RU-486 /) Y

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

30 E. Broad St., 3 Floor

Columbus, OH 43215-6127

MEDICAL BOARD
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‘ State Medical Board of Ohio
‘ Report of RU-486 Event

{Required pursuant to ORC 2919.123)
To be completed by the physician who provided RU-486

1. Date RU-486 was provided: O 5 ‘ o 20\ %

Month Day Year

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

Caphat Core to thwr L Toledo

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

WO W. Syluanie ANe Toledo OH Q3bix

4. Date post RU-486 complication began:
05(23|2012

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

___incomplete abortion ___Adverse reactionto RU-486  ___ Patient hospitalized

____Patient received a transfusion . __Severe bleeding

§_Other serious event {specify) EQI\ \\ &Ck W_C& t (0& Ahf :‘)")

6. Duration of event: Hours Z~ Days
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8. a. Name of physician who provuac}i RU-486 r L_ o1 4 \t Ann k)u.n m\(u
i
8. b. Physician’s signature /\\ ¢ // / /LD @/ D.O___
Date { / 25 / / 8
Send completed forms to: State Medical Board of Ohio

Legal Department

30 E. Broad St., 3" Floor

Columbus, OH 43215-6127

MEDICAL BOARD
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State Medical Board of Ohio
Report of RU-486 Event

{Required pursuant to ORC 2919.123)
To be completed by the physician who provided RU-486

1. Date RU-486 was provided: O o) O-f*_ { %

Month Day Year

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

Q&?A’L& Core \\}Qhﬁork {\' ’(’:’)lci‘o

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

WO W Syvana kve - Taledo, oR Uil

4. Date post RU-486 complication began:

06/12]i8

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

ﬁ incomplete abortion ___Adverse reaction to RU-486 ___Ppatient hospitalized
___ Patient received a transfusion . ___ Severe bleeding

___Other serious event {specify)

6. Duration of event: f;z- Hours Days

7. Remarks: \MCMYLLL( Med W ORC Cedyp wtd . o c,uwylb‘fc-\—w,v{

Mok 6727

8. a. Name of physician who provi{e};RU?% ) ,) / Nunoa “;5
- /
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Date O‘ﬂ!il!)?/ ’

8. h. Physician’s signature D( [

Send completed forms to: State Medical Board of Ohio

Legal Department

30 E. Broad St., 3" Floor

Columbus, OH 43215-6127 MEDIC AL BOARD
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