State Medical Board of Ohio
Report of RU-486 Event

{Required pursuant to R.C. 2518,123)

To be completed by the physician who provided RU-485

1. Date RU-486 was provided: .3 ,Z [ Q

Month Day Year

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

pidwn (Cg Pdf{ﬂ‘/’hasof Sou%w@f’ O, o &8;0"3

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

A31Y  Avburn /ot C{\/’)C(hﬂé/k;’ oH ws2(?

4. Date post RU-486 complication began:

3/23 |l

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

___Patient received a transfusion _gs”Severe bleeding

. Other serious event {specify)

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

APR 122

6. Duration of event: Hours 2- Days

7. Remarks:

Doﬂncé_ UU-‘CL’( ? O\VL

8. a. Name of physician who provided RU-486 - /Aé 075N Li'ne s/

3. b. Physician’s signature /A / @/ Do

P

Date </ /}/ /e

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

Prescribed: 5/--/2011, Rev. 12/13/12
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Report of RU-486 Event
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L
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6. Duration of event: l Hours Days
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“

8. a. Name of physician who provided R% ¢ %am ~

v MO LD O
Date W’?{/ é

3. 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

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




State Medical Board of Ohio
Report of RU-486 Event

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

e To be completed by the physician who provided RU-485

1. Datg RU-486 was provided: / / 22

/G

Month Day
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“P‘é‘nn(/ IOAf{m’f/lw Ji

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

D31 Auburn Aus. Oine, ot K2/

4. Date post RU-486 complication began:

2/ 311

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

Aomplete abortion . Adverse reactionto RU-486 ___ Patient hospitalized
___Patient received a transfusion ___ Severe bleeding

___ Other serious event (specffy]

6. Duration of event: “ Hours Days
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Dol dort withodt ined it
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Date W k

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
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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: / ‘2 j _\/

16

Manth Day

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

Plannd FPacenthoodl

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

B Auburn Aot Cne o 4219

4. Date post RU-486 complication began: )
1/3 )R
5. Event(s) (Please check all that apply):
%ncompiete abortion — Adverse reaction to RU-486 ___ Patient hospitalized
— Patient received 2 transfusion __ Severe bleeding
—_ Other serious event {specify}
6. Duration of event: A Hours Days

7. Remarks: y . .
\h“" ( /{17/\4 (/J,/)'\).A/{’ ;§

8. 8. Name of physician who provided RU-486 ) -[)/ . L 7

8. b. Physician’s signature ,% / MD /DO
Date ‘4 V/ /7

Send completed forms to: State Medical Board of Ohio

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

Columbus, OH 43215-6127 JAN

Prescribeq: 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. 2819.123)

To be completed by the physician who provided RU-485

1. Date RU-486 was provided: /Q, M /0 1
‘ Day

Month Year

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

pfmmz/ Ipa/{m'l‘/lwoﬁ

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

231 Auburn A, Q\ng\’ o ’7”\()/?

4. Date post RU-486 complication began:

1/3/)F

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

_%ncompiete abortion —. . Adverse reactionto RU-486 ___ Pafient hospitalized

— Patient received a transfusion ___ Severe bleeding

___ Other serious event {specify)

6. Duration of event: 024 Hours Days

7. Remarks:

Co Mﬂ NV S Y NS e N VY

8. a. Name of physician who provided RU-486 %7/,4--, Lo

8. b. Physician’s signature "%"""”“ MD /DD
Date / / l// / 7"

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

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




