State Medical Board of Ohio
Report of RU-486 Event

{ReguireC pursuant tc R.C. 2016.123)

7o be completed by the physician who provided RL-486

1. Date RU-486 was provided: 5 'V\t 30| %

Wionth Day Year

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

Yt elm

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

12000 Shaker Bluo. Q\we\m&loﬁ Hy20

4. Date post RU-486 complication began:

2\>V) 20\ 4

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

/lr;ccmplete abortion . Adverse reaction to RU-486 Patient hospitalized

Patient received 2 transfusion Severe bleeding

Other serious event (specify)

6. Duration of event; 5 Hours Days

7. Remarks:

Nasae Wndn e, O

8. b. Physician’s signature . A A
f ' Date q\//“{./!ﬁ

i

Send compieted forms to: State Medica! Board of Ohio
Lega! Department
30 E. Broad St., 3" Fioor

Coiumbus, OH 43215-6127

+1zDICAL BOARD
APR 09 2018

Preszribect 5.-- 2042, Rev. 12723710




