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-435

1. Date RU-486 was provided: 3 I | 7
Month Day Year

2. Name of medical practice or facility at which RU-486 was provided:
p{ é‘nnm/ l”aa m’nwo£
3. Address of medical practice or facility at which RU-486 was provided:

281 Auburn Aue. (Moo oH 4219

4. Date post RU-486 complication began:

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

 incomplete sbortion . Adverse reaction to RU-486 ___ Ppatient hospitalized

.. Patient received 2 transfusion _y/ Severe bleeding

. Other serious event {specify}

7
6. Duration of event: &~ Hours Days

7. Remarks:

Dy Aond  woithout M i et

8. 3. Name of physician who provided RU-486 (ﬂ/. Zr)uf’

’} o,
AT {M/nn

8. b. Physician’s signature o

Date 9// A’// 2

Send completed forms to: State Medical Board of Ohio
Legal Department
30 E. Broad $t., 3" Floor MEDICAL BOARD
Columbus, OH 43215-6127 APR 14 2017

Prescribed: 5/--/2011, Rev. 12/1 3/12




State Medical Board of Ohio
Report of RU-486 Event

{Required pursuant to R.C. 2919.123)

To ba completed by the physician who provided RU-488

1. Date RU-486 was provided: L/ g—* / y

U4
Menth Day Year

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

p‘ ann (J Ip//\/{ m’nvoJl

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

231Y  Auburn Aot (oo of 21T

4. Date post RU-486 complication began:

Ay li?

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

_Acomplete abortion . Adverse reaction to RU-486 ___ Patient hospitalized

___Patient received a transfusion ___ Severe bleeding

__ Other serious event (specify)

a
6. Duration of event: 2 Ho% Days

7. Remarks:

/?‘,'4/ 177é mﬂff‘(/'/\( Hut /IM/I)‘(C whrel e Q/D/L(

W(.'/’L Juter |,

8.3. Name of physician who provided RU-486 V%’% dr’\/

8. b. Physician’s signature V,//\”’——- MD /DO
Date \,&/",// P

Send completed forms to: State Medical Board of Chio

Legal Department
30 E. Broad St., 3 Floor
Columbus, OH 43215-6127 MAY 21 2018

MEDICAL BOARD

Prescribed: §/--/2011, Rev. 12/13/12




State Medical Board of Ohio
Report of RU-486 Event

{Required pursuant to R.C. 2919.123)

To be complated by the physician who provided RU-485

1. Date RU-486 was provided: 4 I / g

M(’:nth Day Year

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

P[a‘nn«f&ﬂ fpa/{m'ﬂwO£

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

2314 Aubvrn A, &1\;‘/’7&\/ o+ 9/()/?

4. Date post RU-486 7nbiication began:
2

Y28t

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

__Incomplete abortion . Adverse reaction to RU-486 ___ Patient hospitalized

___ Patient received a transfusion zSevere bleeding

__ Other serious event {specify)

6. Duration of event: Hours [ Days

7. Remarks:

// &7"05[(/ (_F}"p,ﬁ?/&) V0O~

\

8.a. Name of physician who provided RU-486 (/)/‘, /n/v el

8. b. Physician’s signature 755 _-——-’// MD_/DO
Date 5/4// 7

Send completed forms to: State Medical Board of Ohio

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

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

MEDICAL BOARD

Columbus, OH 43215-6127 MAY 21 2018




(Required pursuant to R.C. 2819.123)

To be completed by the physician who provided RU-485

Sfate Medical Board of Ohio
Report of RU-486 Event

1. Date RU-486 was provided:

¢ E=

[
Month

Z
D

2y

Year

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

pf&‘rm!f Ipﬁl/{mﬁw0£~

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

2314 Auburn Ao, (e OF 92719

4. Date post RU-486 complication began:
s/ <7

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

.. Patient received 2 transfusion Severe bleeding

_%ncompiete abortion —— Adverse reaction to RU-486  ___ Patient hospitalized

MEDIca; ROARD

. Other serious event (specify)

—MAY 2 2017

6. Duration of event: Hours 6/ Days

PU—

7. Remarks:

f’//‘ ritarne Hor DvC QS (e cpa/c/n_a%

o . s N 5C py o0
64—*\&; % aN p/aot Th ) V2% fn K
8.a. Name of physician who provided RU-485 L L/s/v s

8. b. Physician’s signature ,//4——

A0/ 00
="

Date G/

Send completed forms to: State Medical Roard 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. 2815.123)

To be completed by the physician who provided RU-486

1. Date RU-486 was provided: s (. | 7

Month Day Year

2. Name of medical practice or facility at which RU-486 was provided:
“p‘ 4nn 4‘/ /pﬂf«( m’dwwﬂ

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

DB Aubuin Ao (e’ of #C219

4. Date post RU-486 complication began:

8 Vlss

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

__Incompleie abortion —_Adverse reactionto RU-486 ___ Patient hospitalized

— Patient received a transfusion ___ Severe bleeding

g Other serious event {specify) ON C'/’)'/O / /\Cb ;ﬂ/( A()?’)///n o

v
6. Duration of event: 72' Hours Days
|
7. Remarks: X
o m//{/'fC/ Jw’y (6«//;1_ e fhodT [ S Seap
8. a. Name of physician who provided RU-486 . /)F' é;;v 4
8. b. Physician’s signature & 7 . M.D_/D.O
Date ///',//g//}
Send completed forms to; State Medical Board of Ohio

Legal Department
30 E. Broad St., 3" Floor ARSI A ROUREN

Columbus, CH 43215-6127 ) -
JUN 1§ 2017

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: Q 1¢, /9—
Month Day Year

2. Name of medical practice or facility at which RU-486 was provided:
p‘é‘nn«f) Kﬁﬁ(ﬂﬂwoﬁ
3. Address of medical practice or facility at which RU-486 was provided:

DB Aubucn pue. (ing  of 4219

4. Date post RU-486 complication began:

?/;’Jf//?

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

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

___Patient received a transfusion }é Severe bleeding

. Other serious event (specify)

6. Duration of event: £_72'_L Hours Days

7. Remarks;

/&az)/wb/ 2 O+C .

8. a. Name of physician who provided RU-4§6 ,/9/‘. é/xv -

. b. Physician’s signature // — MD. /DO
Date X/ 3,/ [2-

Send completed forms to: State Medical Board of Ohio

Legal Department

30 E. Broad St., 3" Floor

Columbus, OH 43215-6127 AR o S
AUG @ 5 2017

Prescribed: $/--/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-485

1. Date RU-486 was provided: Cf 20 IEx
Mor;th Bay Year

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

Pié‘nm(&ﬂ ﬂwm‘%aﬂ

3. Address of medical practice or facility at which RU-486 was provided:
23 Auburn Auwe. (ina ot 4219

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

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

__Incomplete abortion —— Adverse reactionto RU-486  ___ Patient hospitalized

Patient received a transfusion Severe bleeding

o/ Other serious event {specify) /{Wl(/ Y704 /(0/ /QJ/ +/ A

6. Duration of event: } Hours Days

7. Remarks:

ca,wﬂoﬁﬂ &f&t‘w‘/“g Yo Sw

8. a. Name of physician who provided RU-486 f* e
8. b. Physician’s signature l//%—-————— XA’?/ n.o
Date /D/(//%

Send completed forms to: State Medical Board of Ohio

Legal Department

30 E. Broad St., 3" Floor MEDICAL BOARD
Columbus, OH 43215-6127 OCT 12 2017

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

[~



State Medical Board of Ohio
* Report of RU-486 Event

(Required pursuant to R.C. 2915.123)

To bz completed hy the physician who provided RU-485

1. Date RU-486 was provided: q 21 17
Month Day Year

2. Name of medical practice or facility at which RU-486 was provided:
pfé‘nn!/ &\/{ mﬂwm&
3. Address of medical practice or facility at which RU-486 was provided:

314 Aubscn fue. (e of 4219

4. Date post RU-486 complication began:

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

___incomplete abortion — Adverse reaction to RU-486 ___ Parient hospitalized

Patient received a transfusion Severe bleading

1@_ Other serious event {specify) ’F iy , . é( VNX] /47”

—’fP{ATM’(@
6. Duration of event: / Hours Days
7. Remarks:
E 7
8. 3. Name of physician who provided RU-486 . .).f- L//'\.-/
8. b. Physician’s signature ,Z————‘ - éﬂ; /D0
Date /)Z?//'}-
Send completed forms to: State Medical Board of Ohio

Legal Department

rd
30 E. Broad St., 3" Floor MED‘CAL BOAR{)
Columbus, OH 43215-6127
0CT 06 2017

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-485

1. Date RU-486 was provided: : ,./D., /9 o /71_

2. Name of medical practice or facmty at whlch RU-486 was prowded

P‘é‘nn(&/ fo&\/{m‘ﬂw

3. Address of medical praChce or fac:hty at whlch RU-486 was provnded

B Auburn A, ne, o ‘/0/7

4. Date post RU-486 complication began:

e

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

— Incomplete abortion ' ‘ . Adverse reaction to RU-486 __ Patient hospitalized

——Patient received 2 transfusion __~'Severe bleeding

Z Other serious event (specify) ‘4"2' Q‘ /fl/, ,J 0/.‘_, W

6. Duration of event: ”H,-oursb 2: Days - - R

7.Rem;}k'és:( P z///?/mw«’ffanw W{é/ ﬂj“ﬂ’

\

8.3. Name of physician who provided RU-486 {7« L s
8. b. Physician’s signature - V ' MD-LDO. -
‘Date — M // i

Send completed forms to: State Medical Board of Ohio

Legal Department .

- B . rd ) ’ P V"‘ it
‘30E road St., 3 Floor o R ;"f";CAL BGP\H&
Columbus, OH 43215-6127 Wil
. DEC1 b 20V

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




State Medical Board of Ohio
Report of RU-486 Event

(Required pursuant to R.C. 2515.123)

To be completed by the physician who provided RU.485

1. Datg RU-486 was provided: / / / S‘ ;)
Morlnh Day Year

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

pf@nn(c/ far{mﬁwocﬁ—

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

2314 Auburn A, e oH "/\Q/?

4. Date post RU-486 complication began:

113/

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

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

— Patient received 2 transfusion . Severe bleeding

Y Other serious event {specity) /21 4] I>’ l'}‘ /0// (027274270
') /4

6. Duration of event: ! Hours Days

7. Remarks:

Empleted  pup rw@ :

8. a. Name of physician who provided RU-486 Do LY ~

8. b. Physician’s signature /5 — MY /DO
Date ’/9;/////71

Send completed forms to: State Medical Board of Ohio

Legal Department

30 E. Broad St., 3" Floor

Columbus, OH 43215-6127 MIEDICAL BOARU
DECL b 201

Prescribed: 5/--/2011, Rev, 12/1 3/12




State Medical Board of Ohio
Report of RU-486 Event

{Required pursuant to R.C. 2919.123)

To be completed by the physizian who provided RU-485

1. Date RU-486 was provided: /2 e ;2

Month Day Year

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

plﬁ‘mn(ﬂ Iﬂé\f{m’ﬂwooq

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

DY pubvrn put. Gias’ | of 21T

4. Date post RU-486 complication began:
12/ 21 /17

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

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

___ Patient received a transfusion g Severe bleeding

— Other serious event {specify)

6. Duration of event: Z Hours Days
7. Remarks:
8. 3. Name of physician who provided RU-486 i fD’. Lo~ -
8. b. Physician’s signature - ; N G ‘ M.D. /DO
Date /)/é (’// 7-

Send completed forms to: State Medical Board of Ohio

Legal Department

30 E. Broad St., 3" Floor MEDICAL BOARD

Columbus, OH 43215-6127

JAN 09 2018

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




