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: C} ) C\q ’Z C@ [+

Month - Day Year

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

Planned farentthoed East Surdg i ca |

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

2255 tast Man St ) CMLLVM‘DL'(S( Chic 4 5214

4. Date post RU-486 complication began: } / 2_2)/ I :}_

5. Event(s) (Please check all that apply): -
A Incomplete abortion — Adverse reaction to RU-486 ___ Pafient hospitalized
— Patient received a transfusion ___ Severe bleeding

. Other serious event (specify)

6. Duration of event: - Hours l (_,_(f Days

.| 7. Remarks:

D+ albrer iNncemplete. Medicadton Abceh e

8. 2. Name of physician who provided RU-486 - ffkﬂ"@(&fl e '\Q(}"\W"\A (S

8. b. Physician’s signature : \) —— - G /DO
| “Date . — i '7"@'!!”7
Send completed forms to: State Medical Board of Ohio
Legal Department N
30 E. Broad St., 3" Floor .}."4-}:‘\;;}(?}\'; PARD

Columbus, OH 43215-6127 \‘EB 01 ?m?

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: Ci } ‘:} 70 l 7_

Month Day  Year

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

Hdﬂ ned fluentncocl Cast sur gial

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

2)55 Fast Mo st Columbus, Chie 43213

4, Date post RU-486 complication began: C“ /Z,q / } 7’

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

F— .
il 2

___Incomplete abortion —_Adverse reaction to RU-486 ~___ Patient h_ospitalized

. Patient received a transfusion ___ Severe bleeding

X Other serious event {specify) l//a ( tt d (\/\lﬁd ( C(L hO M A \’)D Y‘h C \fﬂ

6. Duration of event: Hours 8’ Days

|7-Remarks 3+ (0 after fadled medication aloorh o0

8. a. Name of physician who provided RU-486-. [‘Lﬁr ”\/Z,V! e }O CrmMainocs

8.b. Physician’s signature (\/‘ >~ o \/ [n /(Do
Date T ! i ))L" ‘ /
Send completed forms to: State Medical Board of Ohio
Legal Department
30 E. Broad St., 3" Floor
Columbus, OH 43215-6127 MECICAY ROART
FEB 01 201

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: o \ q AC1TF
: Month : Dav " Year

2. Name of medlcal pracnce or facility at which RU-486 was provided:

Pla ”\CC Parentihceot - Tast -Say Qx(cd;

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

2359 fust Man st Colwmbus, Chee 42212

4. Date post RU-486 complication began: \ /7)C/ l -:f

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

. :
we

X_ Incomplete abortion — Adverse reaction to RU-486 ____Patient hospitatized

_._ Patient received a transfusion ___Severe bleeding

__ Other serious event (specify)

6. Duration of event: Hours ! l Days

. 17. Remarks: L S e
Ve LMy S Cte M L Lty (»5 (WPRRN.

"

8. a. Name of physician who provided RU-486 - LOCH XV ‘\K iCﬂ’\.CLi"\.C' o
. \ ‘ )
8. b. Physician’s signature / \-< @/ D.0
\"D - 7. /
Date 2 2 /7
Send completed forms to: State Medical Board of Ohio

Legal Department
30 E. Broad St., 3" Floor
Columbus, OH 43215-6127 SR A

o
——
;

FER 29 o017

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: Y s S0

Month . Day " Year

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

Udhﬂu\ farenthneed - Cast Suraial

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

54&’)5 tC\.SJY \w\(;\.n\ ){'., (VC;(LU}“DU\D/ (;h\(_‘ Al JZ‘ -

4. Date post RU-486 complication began: -5 | .. .
2/t

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

[ B

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

. Patient received a transfusion ___Severe bleeding

AOther serious event {specify) Fa\ \\‘C C’ F\ Cd l (jai—\. A /q l':) (Y ‘h G

6. Duration of event: Hours (C: Days

Remanks el Medkcati o Abirmen
WL{-U H\lj ;\un)(((‘\ 101

S

8. a. Name of physician who provuded RU-486 - ‘,,\o\\‘\C'\N‘;’

8. b. Physician’s signature / \\ T (—\ /DO
| — Ao [1]

Date

Send completed forms to: State Medical Board of Ohio
Legal Department e o 3 AR
30 E. Broad St., 3" Floor o
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. 2919,123)

To be completed by the physician who provided RU-486

Ve o~
1. Date RU-486 was provided: ok A D 1 /\
’ Month . Day ' Year

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

\j\ (CANAN (\ﬁ\ DC\ (9 (’\3‘.‘\”\06‘:«0

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

185 Cast frar 3 Columess (OH

4. Date post RU-486 complication began:

S5/5/17]

1 {
5. Event(s) (Please check all that apply):

L

\Y

>_§pcomplete 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 Remenes e AR acemplde SO (ot Abong

8. a. Name of physician who provided RU-486 - <(s NMEODS

8. b. Physician’s signature ' @ :4 @n a)

Date

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

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 5() Q[ () Y"\f

Month . Day

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

larred Juce ot\nosd oo .3()@0\1( ol (e (

. Patient received a transfusion ___‘Severe bleeding

___ Other serjous event (specify)

3. Address of medical pracnce or facility at which RU-486 was provnded ST (Z. 2 2
RN | [ 2
DASD Tast TNOYS SF Cohvanbo s O HZ 4
4. Date post RU-486 complication began: 4_{ / ‘1/ //]
5. Event(s) (Please check all that apply): .
ES Incomplete abortion —— Adverse reaction to RU-486 =~ ____Patient hospitalized

6. Duration of event: Hours [/Z Days

.| 7. Remarks:

D C parfundl | concumpy codid -

8. a. Name of physician who provided RU-486 - Lu Maer a Q_()W\ nD

8. b. Physician’s signature ' /\ - Q Q/ D

Dat
¢ 7
Send completed forms to: State Medical Board of Ohio
Legal Department _
rd
30 E. Broad St., 3" Floor DICA] nOARD
Columbus, OH 43215-6127 MED
apR 07 201

Prescribed: 5/--/2011, Rev. 12/13712




State Medical Board of Ohio
Report of RU-486 Event

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

[

i
To be completed by the physician who provided RU-486

Dt |

{7

1. Date RU-486 was provided: 3% ~0l 7
Month ) E D;y Year
2. Name of medical practice or facility at which RU-486 was provi&ed:
1, o, . e -
Y (e e QL@V‘*%&(/@A 69(%’( g\b{(fmul Clinter
U Y
3. Address of medical practice or facility at which RU-486 was provided:
355 Emain G Lolum i, O diz 7z
4. Date post RU-486 complication began: )
Sl e

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

$Incomp}ete abortion —Adverse reaction to RU-486 | ___Patient hospitalized MAY 12 2

. Patient received a transfusion __ Severe bleeding

___ Other serious event (specify)

6. Duration of event: /\} !,DY Hours Days

7. Remarks: , ) ~ C }

Treomplede mal | DPAC yerforpeact C1911
8. a. Name of physician who provided RU-486 . \Z OmAano.S i}
e / | _Q —,
8. b. Physician’s signature \_/} —40./D 0
Date : J /C//f7

Send compieted forms to: State Medical Board of Ohio
Legal Department MED!“ o SUBTIE
30 E. Broad St., 3" Fi >

roa oor " 9 2017

Columbus, OH 43215-6127

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




State Medical Boar@j of Ohio
Report of RU-486 Event

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

|
To be completed by the physlcian who provided RU-486
: 1

|
1. Date RU-486 was provided: TU\Y\L_ : [ 2011
\'&Aonth i Day Year

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

oSt S\MCO}UMW %ﬁhfnéé( pQVCM

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

2255 €. nann I
Columbus OH Y3247

4. Date post RU-486 complication began: '

k]a])

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

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

— Patientreceived a transfusion ___ Severe bleeding

\__ZOther serious event (specify) {“!@D‘\&% @W’]"\FD\

6. Duration of event: Hours Days

7. Remarks: ?&W{’ lf‘ad aglpl’/\[(/-,% On (pzq(/__?

I Fat i P
8.3. Name of physician who provided RU-486 /ﬂmb‘e&—l—éﬂngnd

ician’s si — A D_A00
8. b. Physician’s signature —L / ’
Date Ml‘ /LI,/ 7 —
Send completed forms to: State Medical Board of Ohio

Legal Department
30 E. Broad St., 3" Floor VAETN T R
Columbus, OH 43215-6127 . -
JUN 1§ 201

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




(Required pursuant to R.C. 29

State Medical Board of Ohio
Report of RU-486 Event

18,123}

To be completed by the physician who provided RU-486

| 1. Date RU-486 was provided:

Tunrme 1 2017
Month ! Day Year

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

Vinned laventlooy East

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

27255 € Mann G~ Co[um boy

1ded:

i oH# Y313

4, Date post RU-486 co'mphcation began:

(2121117 ot MAS G

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

— Incgmmptete abortion — Adverse reaction to RU-486

— Patient received a transfusion ___ Severe bleeding

—.. Other serious event {specify)

U//OW u&{p

| Patient hospitalized

6. Duration of event: Hours Days

7. Remarks:

Swf’g(&d/ AB atfr Medrea
Ca

AR o (9(”2,1"/17

Lﬁ/ﬁf' ol

8. a. Name of physician who provided RU-486 QO"'Y\&( Nos

8. b. Physician’s signature [\/\ g;

g
Date "">

L]97 ?g’;

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

MEDICAL 8OARD

N 282007




State Medical Board of Ohio

Report of RU~4;86 Event

(Required pursuant to R.C. 2413.123)

To be completed by the physician who p)ovlded RU-486

| 1. Date RU-486 was provided: ’\YUV\L

% Lo

Month !

Doy /’\ Year

Wneed facenthood Las

2. Na@e of medical prac’ace or facility at which RU-486 was provided:

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

Y3213

%}§§ E. Main §F C,alurh{mg oH
4. Date post RU-486 complication began: '

JUune Ue 20(7

&\EV/E“&(S) (Please check all that apply):

— Incomplete abortign — Adverse reaction to RU-486

— Patient received a transfusion ___ Severe bleeding

___ Other serious event {specify)

| Patient hospitalized

6, Duration of event: Hours Days

7. Remarks:

Lp")/(j —Surggw A adpr tomn

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

Date

8. b. Physician’s signature /\ A CD @ /D
Y g o= N

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

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

MEDICAL BOARD
JUN 2 8 2017




State Medical Board

of Ohio

Report of RU-486 Event

{Required pursuant to R.C. 29 19.123)

To be completed by the physician who provided RU-486

| 1. Date RU-486 was provided: { 0

PBL L]

Month

Day Year

l
i
2. Name of medical practice or facility at which RU-486 was provic'ied:

cast Povdd frostfood

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

4. Date post RU-486 complication began:

il

39St & Mam ST CAmbuf 68 @30,2

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

—_Incomplete abortion — Adverse reaction to RU-486

—_Patient received a transfusion —_Severe bleeding

JHW fauled g2

—

Patient hospitalized

6. Duration of event: Hours Days

7. Remar

’gwjhmm on 2[00 ot mps i

ow Lp a(),;ph

~ R .
8. a. Name of physician who provided RU-486 Lﬁ( [ (’Lm ILO Walnes
R ‘ : ‘\‘
8. b. Physician’s signature (2" ~ o lnao
. 7 _ /
Date 7 /5 / !7
Send completed forms to: State Medical Board of Ohio

Legal Department
30 E, Broad St., 3" Floor
Columbus, OK 43215-6127

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

MEDICAL ROARD
UL 10 207




State Medical Board of Ohio

Report of RU-486 Event

(Required pursuant to R.C. 29 19,123}

To be completed by the physician who provided RU-486

| 1. Date RU-486 was provided:

T“ ‘(/1 3‘

2017

Month L | Day

| Year
2. Name of medical practice or facility at which RU-486 was provided:
Yind Pgoniod ot
3. Address of medical practice or facility at which RU-486 was prov%ded:
/bg'{ z 1 9 i -
P €. Mad, s+, Columbyrind 7323
4. Date post RU-486 complication began: ’
el
{
5. Event(s) {Please check all that apply):
%Q\complete abortion . Adverse reaction to RU-486 . Patient hospitalized
— Patient received a transfusion ___Severe bleeding
. Other serlous event {specify)
|
6. Duration of event: Hours Days
7. Remarks:
o ) - N
8. 3. Name of physician who provided RU-486 MHM'lMFMWAOS'
/“ ( T,
8. b. Physician’s signature i > = !\Gh B0
. (N '“»\\.\\S.,f. = / ‘
Date A : /\ : ":’,’2’.//'/

Send completed forms to: State Medical Board of Ohio

Legal Department s

.y =ia s =

30 E. Broad St., 3" Floor wiE

Columbus, OH 43215-6127 JUL & 5 (W
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 pr:ovlded RU-485

1. Date RU-486 was provided: (& ; \ Lp [ ’l

Month : Day Year

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

nied Vinhood  Luss W 24

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

D58 G/ww\ %o Cp\/\mkvu,ﬂz‘/ Y2203

4. Date post RU-486 complication began:
@71’ f 1

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

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

— Patient received a transfusion ___ Severe bleeding

¥ﬂ!her serious event {specify) %&M \/\'k4£(6

6. Duration of event: Hours Days

7. Remarks:

Dibkon omd >wchen - ‘N\OCNPUKM

i
i

o D '
[] s
8. a. Name of physician who provided RU-486 LW he Mfog

8. b. Physician’s signat /)/\———>< Gad /oo
ysician's sighature . 5

Date < [ ;
[ /
Send completed forms to: State Medical Board of Ohio

Legal Department |
30 E. Broad St., 3" Floor i  =at
Columbus, OH 43215-6127 I e 0%

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




State Medical Board of Ohio
Report of RU-486 Event

(Required pursuant to R.C. 29;19,123)

|
To be completed by the physiclan who provided RU-486

|

| 1. Date RU-486 was provided: 2

P % 1)

1
|
]
|
Month §
i

Day Year

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

Cnngd tovendiocd Coct Caony Cor
U]

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

1255 €. Mam St Lo ]embuc, O

ded:

222

4. Date post RU-486 complication began: )
91217

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

Mgcomplete abortion —— Adverse reaction to RU-485

—_ Patient received a transfusion ___ Severe bleeding

— Other serious event (specify)

. Patient hospitalized

6, Duration of event: Hours Days

7. Remarks:

LN Cem pb‘[‘a.f‘\cc( suchen ey

doe ‘

8.a. Name of physician who provided RU-486 (,!ﬁ"@;\em ﬂe‘“’?dn 2
~ )
8. b. Physician’s signature >\—~»\ @ D.0
k/‘/ =
Date — Q‘/Q l/‘ /7
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. 12/1 3/12

MEDICAT RNAD

SEF ¢ omocu




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

{Required pursuant to R.C. 29 19.123)

To be completed by the physltian who provided RU-486

| 1. Date RU-486 was provided: 07

L ? 17

Month Year

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

ﬂawd Pocvittyvncd st (w"jf&'\lﬁ

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

2Lss & Man S+ Columbus  OHl 13442

4. Date pqst RU-486 complication began:
Q? 270 \'(7

13

.
’

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

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

. Patlent received a transfusion . Severe bleeding

__&)ther serlous event {specify) ﬁi(ﬁd /Vl %\Caﬂsb‘h aéj(—jpn

6. Duration of event: Hours Days

7. Remarks:

ncanplicateol  Suckiop

i 2N o) ]
- J A
8. a. Name of physician who provided RU-486 L/aﬁlﬁ?m [ W&V‘)OJ
8. b. Physician’s signature AD /DO
Send completed forms to: State Medical Board of Ohio

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




State Medical B.oan::i of Ohio
Report of RU-486 Event

{Required pursuant to R.C, 2919,123)

To be completed by the physiclan who provided RU-485

{1, Date RU-486 was provided: Q 2|

L)

Month ] Day

i Year

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

Venned Prrtnibod Each Sugen,

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

355 £ paaib SF lumbug O 3243

4. Date post RU-486 complicatjgn began;
/’LE 11

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

_&Qomplete 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:

(i) ('m\,P (e b C_

8. a. Name of physician who provided RU-486 C,ﬁ‘ MM W’Oﬂﬂmg

:/ \l .
8. b. Physician’s signature - Q MO /DN

Date \- s (7,/9\7 // /7

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

SEP 2 8 2017

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




State Medical Boarléi of Ohio
Report of RU-486 Event

{Required pursuant to R.C. 29 19,123)

To be completed by the physician who provided RU.486

| 1. Date RU-486 was provided: Sm—\' ls Lot7

Moﬂth Day Year

|
‘ {
2. Name of medical practice or facility at which RU-486 was proviéed:

Oppcwed farertlod 151 Surgen, |

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

D65 & Mo St Cﬂumbus OHl «3us—

4. Date post RU-486 complication began:

lols (17

5. Event(s) (Please check all that apply):
Lcomplete abortion —— Adverse reaction to RU-486 |__. Patient hospitalized

— Patlent recelved = transfusion —Severe bleeding

— Other serlous event [specify)

6. Duration of event: Hours Days
7. Remarks: o W g (el \DC\
A e 10 15 :
8. a. Name of physician who provided RU-486 CU Wihize ”f%‘(“
8. b. Physician’s signature ( .- C:—/; (R/ 0o
Date — LQ [ [y
Send completed forms to: State Medical Board of Ohio MED.’CAEA ROARN

Legal Department
30 €. Broad St., 3™ Figor
Columbus, OH 43215-6127

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




State Medical B.oaréi of Ohio
Report of RU-486 Event

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

|
To be completed by the physiclan who provided RU-486

< 20 (3

Month

Day Year

|
|
| 1. Date RU-486 was provided: O(}k i
T
{

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

Panned grotlood Lact J%%

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

30295 E Man CF Colurmbus. o 13202

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

[ 1
5. Event(s) (Please check all that apply):

___Incomplete abortion _ Adverse reaction to RU-486

— Patient received a transfusion ___Severe bleeding

Lther serious event {specify) ‘C’ai w /VVC g

Patient hospitalized

6. Duration of event: Hours Days
7. Remarks:
ci i [ Focie Form
8. a. Name of physician who provided RU-486 . { iy ﬁﬂ/ﬁf
s - C
8. b. Physician’s signature —te ] — @ DO
Date /0// U//]
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

MEDICAL BOARL
ocT 18201




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

MED
{Required pursuant to R.C. 2919.123) ICAL BOARD

To be completed by the physiclan who provided RU-486

NOV ¢ 3 2017

| 1. Date RU-486 was provided: O

(L 11

Month |

Day Year

2, Name of med:cal practice or facility at which RU- 486 was provided

! Lgnngd facenttoed  Eucy 15“/‘%0?

3. Address of me%%gréclmgm §fmty at which RU-486 was prov’i
Columbus OH 43213

ded:

4. Date post RU-486 complication began:

lol31/s7

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

& Incomplete abortion — Adverse reaction to RU-486

— Patient recelved a transfusion — Severe bleeding

— Other serious event {specify)

| Patient hospitalized

6. Duration of event: Hours Days

7. Remarks:

NG cimp\) (aled BC

~ .
8.3. Name of physiclan who provided RU-4ﬁ§\ C&W’ﬂ’w —%"'\0 aJ?
8. b. Physician’s signature L/yw“\ /757 /D0
Date R [0 / ol / D)
Send completed forms to: State Medlcal Board of Ohjo

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

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




(Required pursuant to R.C, 29

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

18.123)

To be completed by the physiclan who provided RU-485

|1, Date RU-486 was provided:

QLA

\( 2. OV

Month

Day Year

2. Name of medical

{

practice or facllity at which RU-486 was provi

lanned barerdd. oo f EASH me;;cm(,

i
i
c%ed:

Columbus OH 43213

3. Address of medigaégsagjqﬁgmasiﬁty at which RU-486 was prov'“;ded:

4. Date post RU-486 complication began;
Ul24](2

I {
5. Event(s) (Please check all that apply):
_\Smcomplete abortion — Adverse reaction to RU-486

— Patient recelved a transfusion . Severe bleeding

— Other serfous event {specify)

.. Patient hospitalized

6. Duration of event: Hours Days

7. Remarks:

uncemplicated Ty

8.a. Name of physician whovprovided RU-4

Chi~¢

V trondtinog

8.b. Physician’s signature

==

(e
Date

o3,
i

H(/}K/L?

Send completed forms to: State Medlcal Board of Ohio

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

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

WIEDICAL tsivaki
NOV 8 6 2017




State Medical Board of Ohio

Report of RU-486 Event

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

To be completed by the physiclan who provided RU.438

| 1. Date RU-486 was provided: W

(g o7

Month

Day Year

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

Plarned  Operfooed Loor furf,%

55 B ana §F @oumm ol

3. Address of medical practice or facility at which RU-486 was prowded
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4. Date post RU-486 complication began:
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5. Event(s) (Please check all that apply):

Si Incomplete abortion — Adverse reaction to RU-486

— Patient recelved a transfusion . Severe bleeding

— Other serious event {specity)

... Patient hospitalized

6. Duration of event: Hours Days

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

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

MED]CA- ROARD
0CT 20 2917

/;‘O




- f’~~- .““f","‘_’f?%j':

v s
\ .
Y Aa el
W i ";
. b s K
R

e #

Report of

.,% State Medical Board of Ohio

RU- 486 Event

{Required pursuant to R.C. 2919 123y ¢/
To be completed by the physiclan who pJ'ovlded RU.485

"|1. Date RU-486 was provided;
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2. Name of medical practice or facility at which RU-486 was provded
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3. Address of medical practice or facility at which RU
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4. Date post RU-485 complication began:
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5. Event(s) (Please check all that apply):

f&ncomplete abortion

— Patient recelved a transfusion . Severe bleeding

—. Other serlous event [specify)

~ Adverse reaction to RU-486
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Send completed forms to: State Medical éoard of Ohlo
Legal Department
30 E. Broad St., 3" Floor MEDICAL BOARD
Columbus, OH 43215-6127 ) NOV 0 8 20\7

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




State Medical Boar?j of Ohio
Report of RU-486 Event

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

To be completed by the physician who pgov!ded RU-488
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— Incomplete abortion - Adverse reaction to RU-486
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Send completed forms to: State Medical Board of Ohio
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30 E. Broad St., 3" Floor

Columbus, OH 43215-6127
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State Medical Board of Ohio

Report of RU-486 Event

{Required pursuant to R.C, 2918,123) ¢
To be completed by the physlelan who provided RU.485
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