State Medical Board of Ohio
Report of RU-486 Event

{Required pursuant to ORC2919.123)
To be completed by the physician who provided RU-486

1. Date RU-486 was provided: 08 oYy 1Dl
Day

Month Year

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

The Founder's Women's Health Center
1243 Fast Broad Street
Columbus, Ohio 43205

1A14) 2511800

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

+

4. Date post RU-486 complication began:

08 “Ue- o
5. Event(s) {Please check all that apply): :

X_ incomplete abortion ___Adverse reaction to RU-486 -~ ___Patient hospitalized
____Patient received a transfusion - ___ Severe bleeding

____Dther serious event (specify)

6. Duration of event: ‘-I Hours Q Days

7. Remarks:

D+C 'p(‘o&c\ufe , POC Searto %’(hc\oaszs{‘.
Wonpesas . flecrotic yalirdacidua Cpngcantc nonviable Proqrancy

8. a. Name of physician who provided RU-486 &\'\ Sdﬂe‘c'c( Y M

8. b. Physician’s signature ICCLL—Q J (/0&”"{#——\ @’D.O_m
pate___ A1

Send completed forms to: State Medical Board of Ohio

Lega! Department
30 E. Broad St., 3" Floor

Columbus, OH 43215-6127 IR
MEDIC »* #DOARD

NCLOF R 2DV




State Medical Board of Ohio
Report of RU-486 Event

(Required pursuant to ORC 2919.123)
To be completed by the physician who provided RU-486

1. Date RU-486 was provided: OB 18 920\

Month Day Year

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

Trs Foowoews Womeal Heatth Ceater

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

M2 € PROODST oL DH 43205

4. Date post RU-486 complication began:

-0l-1lp

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

____Incomplete abortion ____Adverse reactionto RU-486 . ____Patient hospitalized

___Patient received a transfusion Severe bleeding

‘/Other serious event (specify) %1\5 L) UTERVLS

6. Duration of event: <} Hours £ Days
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Yk & Tatnolagy \ab . Diagasis = Meerohc vl paoctic Decidver 2
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8. a. Name of physician who provided RU-486 : va(\ S Cmeqﬂ( mb

8. b. Physician’s signature K&&.! g C'(kq"'-fé*‘\ el

Date ) ‘.Q's\"\-j )

>

fip)oo__

Send completed forms to: State Medical Board of Ohio

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

Columbus, OH 43215-6127

MEDIC 5! #OARD
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State Medical Board of Ohio
Report of RU-486 Event

{Required pursuant to ORC 2919.123)
To be completed by the physician who provided RU-486

1. Date RU-486 was provided: 0 q 0l Joly

Month Day Year

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

The Founders W amens Heakth Giles

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

1142 € Broad ST (ol ©h 43205

4. Date post RU-486 complication began:

d-15-1¢,

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

_)_(_ incomplete abortion -~ Adverse reactionto RU-486  ____Patient hospitalized
____Patientreceived a transfusion  ___ Severe bleeding

____ Dther serious event {specify)

6. Duration of event: £ Hours Z Days

7. Remarks:

8. a. Name of physician who provided RU-486 \/\O o\ SC/\‘QQ-QQ ey ™MD

8. b. Physician’s signature KML ‘g d(@ﬂ-fé*-r\./ MQ @D.O__

Date \B 3“ ’\ ’)

Send completed forms to: State Medical Board of Ohio

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

Columbus, OH 43215-6127
MEDICA!. BOARD

NOV @ 3 2017




State Medical Board of Ohio
Report of RU-486 Event

{Required pursuant to ORC 2919.123)
To be completed by the physician who provided RU-486

1. Date RU-486 was provided: I \O- 200l

Month Day Year

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

“he Founder s Womens \{Q—ﬂy“" @urien,

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

14 £ BRo6A S (ploh %05

4, Date post RU-486 complication began: .
P P B 2 20 1@

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

v

_ incomplete abortion ___Adversereaction to RU-486  ___ Patient hospitalized
____Patient received a transfusion ~ ___Severe bleeding
___ Dther serious event (specify) RQ}(Q.\V\?_A PD & D ‘i'c

6. Duration ofevent: <! Hours 2 Days

7. Remarks:

8. a. Name of physician who provided RU-486 Korl Schaebker mD

8. b. Physician’s signature ((CU*'L J-Q,&,M—ﬁ"/\[ D @/D-O___
1

Date__ 40-30" 1

Send completed forms to: State Medical Board of Ohio

Legal Department
30 E. Broad St., 3 Floor MEDICAL BOAY.

Columbus, OH 43215-6127 . NOv ¢ 8 2017




