- 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: o/ 2/ 7 }%/
Month wl.';a‘y v;earw

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

Fé«i(rw\

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

oz Slaler O, Cleyelad  dqiro

4, Date post RU-486 complication began:
oa/obl15

5. Event(s) (Pleé:se ck{eck all that apply):

Amplete abortion __Adverse reaction to RU-486 ___ Patient hospitalized
__Patient received a transfusion ___ Severe bleeding

____Other serious event (specify)

6. Duration of event: Q Hours Days

7. Remarks:

Hlowkion M\&d 5 @Ur

8. a. Name of physician who provided R}

N -YR6 1
NG
NRSY

I S iclor
Ap )po

8. b. Physician’s signature

Ul 2y &

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

FEB 20 2015

Prescribed: 5/--/2011, Rev. 12/13/12
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a e ~ 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: il 12 /5

Month Day Year

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

Al

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

ooo Slaker Dl Mevelad. 4470

4. Date post RU-486 complication began: |

7/3)15~

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

_h_/Ilkomptete 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:

Mootk oon ww,o\-cc.:d 6wa,2(a[l/-

8. a. Name of physician who provideﬁf\o% //"/4//\_,/% i /Q:){rf/g/‘
!\ Aﬁ{n)/ DO

8. b. Physician’s signature

J
\ Date\~ 7/'// é}// 5

Send completed forms to: State Medical Board of OI',\io
- Legal Department

30 E. Broad St., 3" Floor vt Ters AT

Columbus, OH 43215-6127 MEDIC

JUL 20 201

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: ' % // /(

Month Day Year

2. Navhe of medical practice or faciiity at which RU-486 was provided:

' re\{m

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

\acze  Auboer Old. Clevelad c/mo

4. Date post RU-486 complication began:
Y7
/7 .

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: a Hours Days

' "e"‘”‘“mﬁgog topleed Sty

8. a. Name of physician who pro((u\eT U-486 l/ff:—/ﬁ[nﬁféj /&Ju'ﬁ{*’f

8. b. Physician'’s signature A.DJ/D.0

Date }//é/// §/

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

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




S State Medical Board of Ohio

To be completed by the physician who provided RU-486

Report of RU-486 Event

{Required pursuant to R.C. 2919.123)

1. Date RU-486 was provided: éj f' Y2 [{
Month Day Year
2. Namg of medical practice or faciiity at which RU-486 was provided:
)B\*e-}»e, I RAR
3. Address of medical practice or facility at which RU-486 was provided:
12,000 6{,@[4(}. 161\/5{ _ Cj@\/c\aaci /13 D
4, Date post RU-486 complication began: .
1o/l
5. Event(s) (Please check all that apply): ’ r-
Amplete abortion __Adverse reaction to RU-486 ___ Patient hospitalized

Patient received a transfusion ___Severe bleeding

___ Other serious event (specify)

le. Duration of event: g Hours Days

7. Remarks:
%Mlé% (ﬁ»ﬂeéﬁ/ 6«31@5%( .

P NI A .
8.a. Name of physician who provid?é : U-AB6 /W%LZ? /@:&&&ﬁ/ﬂa b»
' -

8. b. Physician’s signature

Ain)na
"

\_) one—soplts”

Send completed forms to: State Medical Board {)f O/hio
' Legal Department
30 E. Broad St., 3" Floor
Columbus, OH 43215-6127

MEDICAL Boagrp
OCT 15 205

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

. Date RU-486 was provided: 5?? o? 4/ /\5..—»

&~
Month D(av Year

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

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

e FHaker /ﬁv&( Clevelod Hel 12D

4. Date post RU-486 complication began i
ﬁ {

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

___ Other serious event (specify)

%complete abortion ___Adverse reaction to RU-486 ___ Patient hospitalized
— Patient received a transfusion ___ Severe bleeding

6. Duration of event: 8 Hours Days

7. Remarks: . ]

8. b. Physician’s signature

8. a. Name of physician who provided RU#SWMW .ﬁ /&é‘/\ 3 ,//f : b
MD /DO
ante /o/ é'/ 5

Send completed forms to: State Medical Board of Oh!O

Legal Department

30 E. Broad St., 3 Floor
% s f"w @ h Y {‘, ) E
Columbus, OH 43215-6127 MEDIC-. 77+ RD

0CT 19 201

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




