. State Medical Board of Ohio
Report of RU-486 EventMEDICALBOARD

(Required pursuant to R,C. 2919.123) MAR 8 201 16

To be completed by the physiclan who provided RU-486

1. Date RU-486 was provided: 1 17 - \ SQ

Month . Day " Year

2. Name of med(lﬁ practice or facili é/ at wh:ca RU-48awas provided:

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

n5s € Mainst, Columdous ok Y2217

4. Date post RU-486 complication began:

5. Event(s) (Please check all that apply): i R
S
Incomplete abortion . Adverse reaction to RU-486 ___ i’atientvhospitalized
—_Patient received a transfusion ___Severe bleeding

. Other serious event {specify)

6. Duration of event: '\’l GL’ Hours Days

. |7. Remarks: _ﬁ“lld M1+ (non vable I‘-U)j cwe to
FDAN rxgiw»u\

8. a. Name of physician who provided RU-486 - Cothennt £ ANNANOS
8. b. Physician’s signatur . _
b. Phy gnature = ¢
‘ Date ;5!’) ,l (L
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. 2019.123)

To be completed by the physician who provided RU-486

1. Date RU-486 was provided: | } Q’Pr | ‘ ' | Zo{ (0

Month - Day Year

2, Name of medical practlce or facqltty at which RU-486 was provided:

Vawned Wl tinchoed Enst Swgieal. Loty

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

5155 £ Haw Sk, Uluwmbus ot 42213

4. Date post RU-486 complication began:
/23]l

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

Atomplete abortion ___Adverse reacti:ni:) l:t;-486 ___Patient hospitalized
___Patient received a transfusion ___ Severe bleeding

___ Other serious event (specify)

6. Duration of event: ‘ Hours Days

. | 7. Remarks: ’?@J\{d’ NJCU(Q%‘CV\ Q&')’J‘hm. m\hv\mr\,zs P{Q%V\C&l\

8. a. Name of physician who provided RU-486 - %MM&
] R p N >
3 b. Physician's signature (\i/’\“""’“ — g ‘ oy
Date i H Z5 { ! w
Send completed forms to: State Medical Board of Ohio .
Legal Department ' MEDICAL BOARD

30 E. Broad St., 3" Floor

Columbus, OH 43215-6127 APR 2 6 2016

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: A ﬁ%)ﬂl 7] 74 “¢
: Month . Day ' ’

Year

2. N'ameWedical practice or facility at which RU-486 was provided:

el Yoarodnood -

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

2155 €. Man St (dumdus oH A320

4. Date post RU-486 complication began:
41w

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

s

S

_____7< Incomplete abortion %1“@ ___Adverse reaction toRU-486 ___ Patient hospitalized

\/Severe bleeding

Patient received a transfusion

____Other serious event {specify)

6. Duration of event: Hours Days

. 17. Remarks: —-DQ ‘G" WO\’“S .

8. a. Name of physician who provided RU-486 - L
8. b. Physician’s signature - Qf\
Date
Send completed forms to: State Medical Board of Ohio

Legal Department

30 E. Broad St., 3" Floor

Columbus, OH 43215-6127 MEDICAL BOARD
MAY 2 2016

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: ‘ m 6 ’7 (23‘ (D

Month : Year

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

Panned Yarutnwd -Gt Wm

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

2255 £ MainSC Uungonc O Y22

4. Date post RU-486 complication began: l t \ (o
5. Event(s) (Please check all that apply):
¥ _Incomplete abortion —_Adverse reaction to RU-486 ____ Patient hospitalized
__ Patient received a transfusion ___Severe bleeding MEDICAL BO ARD
. | JUN 13 2016
____Other serious event (specify)
6. Duration of event: ?f'f -_Hours Days
. 17. Remarks: n ccmp'ld‘( 2\ puLS(Cﬂ (8] ’f' POC.. duu '('D
Seuere fonid wenn . '
8. a. Name of physician who provided MSS ' TN Co‘flf\m‘ M fz-tmo.y\u 3
8. b. Physician’s signature ' - m 0.0
. u "
Date <= T, [ahep

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




8

State Medical Board of Ohio
Report of RU-486 Event

{Reqguired pursuant to R.C. 2919.123)

To be complated by the physiclan who provided RU-486

1. Date RU-486 was provided: , S-\A\re, (@) Lo\,

Month . Day. " Year

2. Name (ﬁym\edlcaw‘ie? Wch RU-486 vi/lis provided: | (\}O\W

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

5995 & Van ot (s M 4222

4, Date post RU-486 complication began: (P ' g Lb

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

e
\/_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: %\Qd mé’dUCojc\O’\ ij
slp DC

|8. a. Name of physician who provided RU-486 e 1@"1\ M\JGS
8. b. Physician’s signature ‘ ﬂ o \3 /@/ 0.0
i | | Date eolisfice
Send completed forms to: State Medical Board of Ohio
Legal Department
gal bep ) MEDICAL BOARD
30 E. Broad St., 3" Floor
Columbus, OH 43215-6127 . JUN 17 2016

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: | A/M ’\J D’T" / wl (ﬂ

Month / . Day " VYear

2, Nuame of medical practice or facility at which RU-486 was provided:

_vvamH §

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

Ao cpg v St Clumin B 43043

4, Date post RU-486 complication began:

NG| W (p

5. Eve’\t(s) (Pﬂease check all that apply): T

e
2 Incomplete 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

-|7-Remarks:  #/vf mediealalan o e Lbd 501/7[ [Mf]

8. a. Name of physician who provided RU-486 - Romanos

8. b. Physician’s signature /777%_7,,4 | : MD.#D.L..
Date il ¢

Send completed forms to: State Medical Board of Ohio
Legal Department
30 E. Broad St., 3 Floor
Columbus, OH 43215-6127 JUL 18 2006

MEDICAL BOARD

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




State Medical Boar;d of Ohio
Report of RU-486 Event

(Required pursuant to R.C. 2519.123)

To be completed by the physiclan who provided RU-486

H
i

1. Date RU-486 was provided: A\AQUS’f ‘ (b 20 U,
Month ; Day Year
2. Name of medical practice or facility at which RU-486 was prowded
PPGOH |
3. Address of medical practice or facility at which RU-486 was provrded MEDL
27255 W Maun St. § AUG 29 2018
Columbus, OH 433,73
4. Date post RU-486 complication began: ' 5
Syl
5. Event(s) (Please check all that apply): i
___Incomplete abortion .. Adverse reaction to RU-486 |___ Patient hospitalized
___Patient received a transfusion ____ Severe bleeding
_)S__ Other serious event {specify) Fa“{*" M&.cuﬂ abw "W\A
i
6. Duration of event: Z Hours Days :
i
7. Remarks: i
. . - i
Surquak complehud oF aloov i |
|
8. a. Name of physician who provided RU-486 C l(( M‘de$
I
8. b. Physician’s signature [%§ i MD /DO

Send completed forms to:

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

State Medical Board of Ohio ‘
Legal Department
30 E. Broad St., 3 Floor
Columbus, OH 43215-6127




S State Medical Board of Ohio

Report of RU-4§6 Event

(Required pursuant to R.C. 29;19.123)

To be completed by the physician who pr‘ovlded RU-486

1. Date RU-486 was provided: g‘ﬂ_pfﬂMm z:—[ Z(ﬂ(g?

MoAth

Day Year

/ﬁ of medical practlce or &W’c which RU-486 was provscied

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

7155 E. Maind (4 um{g M UZ2

4, Date post RU-486 complication began: ( g ‘ g { { (é
vl

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

_\incomplete abortion ___ Adverse reaction to RU-486

___Patient received a transfusion ___ Severe bleeding

___ Other serious event {specify)

i Patient hospitalized

MEDICAL BOARD
0CT 17 2016

6. Duration of event: Hours Days

7. Remarks:

i canplele MDD Foquiyed

Suehen PRedeQ_
|

8. a. Name of physician who provided RU-486 Z75e

8. b. Physician’s signature p L

N

Date

N

\_>-{,o<

ot~ () C?)»WV\\MQQY"

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

LOARA




State Medical Boar;d of Ohio
. Report of RU-486 Event

{Required pursuant to R.C. 29;19.123)

To be completed by the physiclan who pri:wlded RU-486

1. Date RU-486 was provided: NO\I{,MbéJV 3 2_0 o

Month ; Day

f

Year

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

Planned Parenthood

3. Address of medical practice or facility at which RU-486 was prov:ded
3255 East Maun Streetr

Columbus, OHIO U323

4. Date post RU-486 complication began: “I 'OI IU . |

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

x I
) Incomplete abortion __Adverse reaction to RU-486 ____ Patient hospitalized

____Patient received a transfusion ____ Severe bleeding

___ Other serious event {specify)

6. Duration of event: Hours ! El Days

| 7. Remarks:

8. a. Name of physician who provided R%% Cd‘f'hc'igc Eomarnos

8. b. Physician’s signature / /Q /D0
\./ ~— ,_ ]
Date It QQLSP
Send completed forms to: State Medical Board of Ohio

Legal Department

30 £. Broad St., 3" Fioor
Columbus, OH 43215-6127 MEDICAL BOARD
NOV 25 2016

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




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: NOWM D@}/ /7’ ()20/ (ﬁ

Month Year

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

Flanned farenthood - East Surgical

)

3355 East Main st
Columbit s, OH 432/3

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

4. Date post RU-486 complication began:

12/i5 /i

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

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

— Patient received a transfusion ___ Severe bleeding

X Other serious event {specify) F/U t/f&/ Mfdl (427’70 //) 74 b 0’/7‘7'()}/)

=
6. Duration of event: Hours 5‘”) Days

7. Remarks:

hD ( ?H .\-U\\'"\d B ES AV 2NN ‘;DU r&"fiz’{,

8. a. Name of physician who provided RU-486 \ ﬁﬂ'ﬂ’l@/’/féﬁ E’é‘r‘?ﬂafws

]

8. b. Physician’s signature : - ! M n‘;/ 0.0
Date _ 1 [27\)2‘7 // (Y/
Send completed forms to: State Medical Board of Ohio !

1

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

MEDICAL BOARD
JAN 3 2017

Columbus, OH 43215-6127

i
i
t

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: NQ\/Q{M ey &9 SO

Month Year

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

Planned Parenthood Egst Swgi cal

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

2255 Eost Main St
Columbus, Ohio L3213

4. Date post RU-486 complication began:

12/G /1w

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

____Incomplete abortion . Adverse reaction to RU-486  ____ Patient hospitalized

___Patient received a transfusion ___ Severe bleeding

_X Other serious event {specify) PCU l&d Rlo or<tion

o T
6. Duration of event: Hours/{)l\%/g!gaz
7. Remarks: .
FOR Nudicahan abahan € Quad fild. DC fur ngoiva tuf
on z|3,

8. a. Name of physician who provided RU-486/) (‘(M’lﬂf( { no E—O MQ{\Ob
(L — @,um_
Date — B 102,// 7?{/ (0

Send completed forms to: State Medical Board of Ohio

8. b. Physician’s signature

Legal Department
30 E. Broad St., 3 Floor MEDICAL BOARD
Columbus, OH 43215-6127 DEC 16 2006

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: | [ &q | 20/((p

Month - Day Year

2, Name of medical pracnce or facility at which RU-486 was provided:

Plamzd Vorentihnod Epst Swgn ek

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

2265 Cast Main St Columbus, Obuo HAZI3

4. Date post RU-486 complication began: 1/ b / ’ }

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

i "
a0t

___ Incomplete abortion __Adversereactionto RU-486 ___ Patient hospitalized

.. Patient received a transfusion ___ Severe bleeding

X, Other serious event (specify) Rﬂefd MCA [ ('a:h\o " A‘OOH—I o

6. Duration of event: Hours L%b Days

|7-Remarks: [, /(6( Medicutvin 2l e wirly D3¢ procecure

8. a. Name of physician who provided RU-486 /‘ C(KWM“MOS
' N \{mn D_/D.0

8. b. Physician’s signature
— / )
Date L7 ]

: I
Send completed forms to: State Medical Board of Ohio

Legal Department ‘
30 E. Broad St., 3" Floor MEDICAL BOART
Columbus, OH 43215-6127 i

‘ JAN 19 2017

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




State Medical Board of Ohio
Report of RU-486 Event

(Required pursuant to R,C. 2915.123)

To be completed by the physician who provided RU-486

1. Date RU-486 was provided: , } Z Lp Z/Ol LO

Month - Day ' Year

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

Plonned Parentwod Eost Colimbuls Swfq:a/(

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

2299 East Muin &t columbus ,OH 4213

4. Date post RU-486 complication began: l /6/ I‘;L

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

% .
et

___Incomplete abortion . Adverse reactionfo RU-486 ___ Patient hospitalized

— Patient received a transfusion ___ Severe bleeding

l Other serious event {specify) F&(‘ l cd Mﬁd (\C&‘HDY\ Abb (d—\\c n

6. Duration of event: Hours 2)5 Days

(7Remarks: 2 fod Med cechc Al tier with 10 % praceclure

8. a. Name of physician who prov:ded RU-486 Wtﬂkz KormoayNnos

8. b, Physician's signature (y \ C pl Do
Date > ]/ ) A 7

Send completed forms to: State Medical Board of Ohio
Legal Department
30 E. Broad St., 3 Floor .
Columbus, OH 43215-6127 MEDICAL BOARD
| JAN 1 92017

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




State Medical Boaré:l of Ohio
Report of RU-486 Event

{Required pursuant to R.C. 2919.123)

To be completed by the physician who pr:ovided RU-486

1. Date RU-486 was provided: ,5() 15 /(ﬂ

Month Day Year

2. Name of medical practice or facility at which RU-486 was prox{ided:

Planned Farcitthood - Eyst Surgica/

385 cast Man Aéf |
ColiouS, OH 432i3

3. Address of medical practice or facility at which RU-486 was prov;ided:

4. Date post RU-486 complication began:

|2 )21/

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

___Incomplete abortion . Adverse reaction to RU-486 _____ Patient hospitalized

__ Patientreceived a transfusion - ___ Severe bleeding

X Other serious event {specify) ICZU /(’67/ Mé&l’zcaif} C)//? /4/00/’9"7\0 ]

6. Duration of event: Hours i Days

7.Remarks: . , L
U : C ‘)U feonact (NN ISRV t){\ Coecf

8. a. Name of physician who provided RU?&B /'127‘7’%////%‘76 @/}/Z/Lﬁ&S

:~ . -
8. b. Physician’s signature \l/ A T g‘*’/ DO
Date ‘\‘B [2/26//IU
Send completed forms to: State Medical Board of Ohio '

Legal Department :
30 E. Broad St., 3" Floor !
Columbus, OH 43215-6127 |

WJAN 03 201/

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

MEDICAL BOARN®

>




State Medical Board of Ohio
Report of RU-486 Event

(Required pursuant to R.C. 2919.123)

To be completed by the physician who pr!ovlded RU.486

1. Date RU-486 was provided:’ Mp( Y b@}/‘ ) C% ZO) U

Month Day Year

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

lanned Parerthood - Egst Surgicel

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

2095 Eost Min St € 6umbus, OHI0 43213

4. Date post RU-486 complication began: 12}2’2_/ 1 (47

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

. Incomplete abortion — Adverse reaction to RU-486 _____ Patient hospitalized
—- Patient received a transfusion ___ Severe bleeding MEDICAL BOARD
: e . JAN7o
X_ Other serious event (specify) qle ) €d M Cdl ( CL"h ON A b() V\h oM At
6. Duration of event: Hours ‘ 5 Days :
7. Remarks:

fosled. madicaton oloorhen  resoluel w\\l;h DC - ancemplicoded

8. a. Name of physician who provided RU-486 C(,\"H% ﬁﬂ € KUYYXOU’\OS

8. b. Physician’s signature Ck &f MDD/ DO

Date \\) '}m?

L {

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

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

‘ﬂn

— e — - — - — — —




