. State Medical Board of Ohio

(Required pursuant to R.C. 2919.123)

To be complated by the physiclan who provided RU-486

Report of RU-486 Event MEDICALBOARD

MAR 8 2016

1. Date RU-486 was provided: . 7/ 17 -

Lo

Month . . Day

Year

2. Name of medﬁ practice or facili é/ at whlca RU-48awas provided:

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

N5 € Mainst, Columdaus Ot Y2212

4, Date post RU-486 complication began:

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

K
S . e

Incomplete abortion ____ Adverse reaction to RU-486 ___‘Paﬁenthospitalized

___Patient received a transfusion ___Severe bleeding

___Other serlous event {specify)

6. Duration of event: U\’l (1_.{ Hours Days

.|7. Remarks: ﬂﬁ“lld_ M+ (non vable ILLPj cwe to
FDA rxgiw»en

8. a. Name of physician who provided RU-486 - Cothennt K ANNANDS

Date ?)/ 3 l L(,A

8. b. Physician’s signature ‘ ﬂ b, ‘_’S; m /DO

;o

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




GEQICA State Medical Board of Ohio
g,%‘* At Report of RU-486 Event

}Z {Required pursuant to R.C. 2919.123)
LGH
\\*"‘“‘/ To be completed by the physician who provided RU-486

—ta

1. Date RU-486 was provided: V ﬂ»ﬂ | ‘ Z20[b

Month - Day " Year

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

Vawed Tl titthord East Swigieal Cevsth

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

519% £ Vaw Sk, Ulumbus ot 42213

4, Date post RU-486 complication began:
231

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

N,

Zﬂ‘rtomplete abortion ___Adverse reacﬁon:; 5-486 . Patient hospitalized
___ Patient received a transfusion ____Severe bleeding

____Other serious event {specify}

6. Duration of event: | Hours Days

. | 7. Remarks: ’@CUV& N)@UCQ}‘CV\ Mﬁ'\]m‘ (U’\\\\(\Lw\,zb P{Q%V\Qi\é

8. a. Name of physician who provided RU~4,8§ 2@&49&@&
8. b. Physician’s signature ' i o N /DQ.
Date - L’! i Zb, J (_ﬁ
Send completed forms to: State Medical Board of Ohio .
Legal Department ' MEDICAL BOARD

30 E. Broad St., 3" Floor

Columbus, OH 43215-6127 APR 3 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&)ﬂ\ 7] 7 41
: Mont y - - Day ‘ ’

Year

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

A, PortonAhgo]

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

4515S €. Man S (Aumbus oH 4320

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

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

_____7< Incomplete abortion %"\“ —_Adverse reaction to RU-486 . ___ Patient hospitalized

\/Severe bleeding

Patient recelved a transfusion

___Other serious event {specify)

)

6. Duration of event: Hours Days

. {7. Remarks: —Dc ‘G" u“d’“i‘s )

8. a. Name of physician who provided RU-486 - WMM&@I\M&%
8. b. Physician’s signature ' /) A Q /DO
: /

Date 2 g p

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-48§ was provided: _AAO\,\} ‘ Z E w Sﬂ

Month - Day Year

2, N’ame of medical practice or facility at which RU-486 was provided:

e

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

3152 G N St (puiud, Bt %ué

4. Date post RU-486 complication began:

NI\l

: i.&//ex(s) (Lleasé check all that apply}): Cos '
St
_¥ incomplete abartion _... Adverse reaction to RU-486 ___ Patient hospitalized

____Patient received a transfusion ___ Severe bleeding

___ Other serious event (specify)

6. Duration of event: . Hours L\Q Days

.| 7. Remarks: ‘fwﬂé Medutad glorfrie’  amsge Surger @ﬁ%«

|18. a. Name of physician who provided RU-486 -

8. b. Physician’s signature L//M\,‘ M : MD DO
Date 672 (/W . .

Send completed forms to: State Medical Board of Ohio
Legal Department

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

Columbus, OH 43215-6127 . MAY 97 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 physiclan who provided RU-486

1. Date RU-486 was provided: ‘ M Z, 10l (D

Month . Day Year
2. N'ame of medical practice or facility at which RU-486 was provided: . ,
anned Yorudnwd -East WO}AM&

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

2155 £ Muin St gone M Y22

4, Date post RU-486 complication began:
L1116

5. Event(s) (Please check all that apply): o
Aomplete abortion —__Adverse reaction to RU-486 ___Patient hospitalized
___Patient received a transfusion ___ Severe bleeding MEDICAL BO ARD
____Other serious event {specify) JUN 1 3 2016
6. Duration of event: Z"( -_Hours Days
|7-Remarks: 0 aymplete expulsien 2f POC due to
Severe fonid wlenn . '
8. a. Name of physician who provided ﬂSG : T Co‘fll\m‘ M @m\m\o 3
8. b. Physician’s signature ' = /M—D/ Y8
X u ] "’
Date = wlaficp
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




i

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: , S\k\re, (e /L{)\(D

Month - Day. ) Year

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

Aanned Yormthrad ast SuzdcaQ Cendetr™

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

5995 & Win - (umas M 422)2

4. Date post RU-486 complication began: (é) I ‘ g l t&g
b v

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

S S
V' 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: %\QDL me&jco‘ﬂ\m Cdfifhff)

slp DC
8. a. Name of physician who provided RU-486 - — '%G\PW IS
8. b. Physician’s signature ‘ () / — \3 £andinn
* ~ . ‘ o \"""‘9 i
Date (IS free

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-48§ was provided: _A/M \J D"r// i w) (ﬂ

Month ’ . . Day ' Year

2. N‘ame of medical practice or facility at which RU-486 was provided:

_vvatH :

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

255Cp9 W St Clumipn B+ 430>

4, Date post RU-486 complication began:

DANY 101 (p

5. Eve;lt(s) (P'lease check all that apply): T

e
A Incomplete abortion __ Adverse reaction to RU-486 ____ Patient haspitalized
___ Patient received a transfusion ___ Severe bleeding

____Other serious event (specify)

6. Duration of event: . Hours Days

|7-Remarks: St medieglalapr bon” o lbd foV?( (52{7

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

8. b. Physician’s signature /777&4—' : MD /DO
Date 7/ / {l Wy

Send completed forms to: State Medical Board of Ohio
Legal Department
30 E. Broad St., 3" Floor
Columbus, OH 43215-6127 ~ JUL 18 2016

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. 29;19.123)

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

!
i

i

1. Date RU-486 was provided: A\AO\US* , (b 20\ (4
Motth : Day Year
2. Name of medical practice or facility at which RU-486 was provnded
PPGOH

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

2755 . Maimn St. | AUG 29 2016

Columbus, OH 43913 |
4. Date post RU-486 complication began: ) |

€lay i,

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

___Patient received a transfusion ____ Severe bleeding

& Other serious event (specify) Faited M’»Cuﬂ ﬁ”lw hly\é\

i

6. Duration of event: Z Hours Days

7. Remarks:

SUN\th( Co{mv((,ﬁw{, ot aloov b

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

!
8. b. Physician’s signature [%§ MOD_/DO
Date 870;,?/)'7 0

S

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




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

b -

2 » =
. \%g“f u {Required pursuant to R.C. 2919,123)
B To be completed by the physician who provided RU-486
1. Date RU-486 was provided: ¢ M &

Month Day Year

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

’P\QV‘@ ?N\WW\O@A

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

LRSS &. M Y. ColunAdous ol Udz7 1>
4. Date post RU-486 complication began: ' |
q || b

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

v/ Incomplete abortion ____Adverse reaction to RU-486 i,__ Patient hospitalized
!
___Patient received a transfusion ____ Severe bleeding

____ Other serious event (specify)

6. Duration of event: Hours Days

| 7. Remarks: ‘FZU‘—%* YY\LOU(ZJL}\CV\ O\bdﬁdﬂ (WQLQL(/&” i {0)

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

8. b. Physician’s signature m /j”‘ -
Date ¢// 7/ Z@’Q

Send completed forms to: State Medical Board of Ohio f

Legal Department

30 E. Broad St., 3" Floor ,
MEDICAL BUARD
Columbus, OH 43215-6127

| SER 19 2016

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




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

% “ig (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: gﬂ&fﬂw ?:] m (0

Mor’th

Day Year

NN

2
Name of medical practice or facuhg at whigch RU-486 was prowci
1

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

27155 B Maln X Lolumias

’M 2

4. Date post RU-486 complication began:

|
;
i
!

5]l

_\Incomplete abortion ___ Adverse reaction to RU-486

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

___Patient received a transfusion ___ Severe bleeding

___ Other serious event {specify)

|
%____ Patient hospitalized
3 MEDICAL BOARD

’ 0CT 17 2016
1

6. Duration of event: Hours Days

7. Remarks:

incanplele MAD Foquived

i
%\ﬁ&m PV\YM
\

8. a. Name of physician who provided RU-486 m:ﬁdﬂ*“" ) CQ/&’W-«V\WL Q@Y‘rﬂy&c&)\'
,/ s
8. b. Physician’s signature Q) MDD O
Date \-—\/ 'LG] i%ﬂi(@
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




0 State Medical Board of Ohio
-~ Report of RU-486 Event

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

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

i
)

Month Year

1. Date RU-486 was provided: ” i 1L wl (4’
i Da

2. Name o( medical practnce or facility at which RU- 486 was prov;ded: . &

anhed Yoo (€ Syl ¢

3, Address of medical practice or facility at which RU-486 was proxiideé-

B € Man b Cldws Y3203

H

1
i
i

4. Date post RU-486 complication began: ]? / /(g % —

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

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

___Patient received a transfusion ___ Severe bleeding

_\Aher serious event {specify) _@l YCd’ M CC{ I‘Ca ﬁbn Abdm ,577

6. Duration of event: Hours l l Days

7. Remarks:
1
A
8. a. Name of physician who provided RU-486 r Viehetlo , IS [ 22
8. b. Physician’s signature - /VV\/(/ (/{/b/ :\qln /D0
Date “h%l Y

Send completed forms to: State Medical Board of Ohio
Legal Department
30 E. Broad St., 3" Floor

Columbus, OH 43215-6127 MEDICAL BG4 D
ﬁ%i ai

NOV 21 2058

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




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

e -j -

é ~§r {Required pursuant to R.C. 29;19.123)
To be completed by the physiclan who pninvfded RU-485
1. Date RU-486 was provided: No%mbé,r 3 201

Month ; Day Year

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

Planned Parenthood

3. Address of medical practice or facility at which RU-486 was provnded
3255 East Maun Street

Coluumbus, OHIO 43213

4, Date post RU-486 complication began: “’ ‘0’ ¥

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

/X Incomplete abortion ____ Adverse reaction to RU-486 ‘,____ Patient hospitalized

____Patient received a transfusion ___ Severe bleeding

___ Other serious event (specify)

6. Duration of event: Hours l El Days

7. Remarks:

8. a. Name of physician who provided R%BG Cd{?"ﬁﬁﬁﬁe EBomaros

8. b. Physician’s signature { { 9 /DO
- ) ‘
Date il Q@’lu

Send completed forms to: State Medical Board of Ohio

Legal Department

30 €. Broad St., 3" Floor

Columbus, OH 43215-6127 MEDICAL BOARD

NOV 25 2016

Prescribed: §/--/2011, Rev. 12/13/12 ‘




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

Month

1. Date RU-486 was provided: NOVPM Dﬁ}/ /—'?' ()20/ (ﬁ

Year

2. Name of medical practice or facility at which RU-486 was prov1ded

Hlanned Farenthood - Easi Surgieal

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

3255 €ast Main S+
Columbut s, OH «32/3

4. Date post RU-486 complication began:

12115 /i@

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

__Incomplete abortion __Adverse reaction to RU-486 __ Patient hospitalized

_ Patient received a transfusion ___ Severe bleeding

Xotherserous vt specty) 141 /ed Medicavron Abortion

=2
6. Duration of event: Hours 3"') Days

7. Remarks:

D perbenect - tnaapliratl

8. a. Name of physician who provided RU-486 fﬂ?%f//pf /65/7/74/7&5

j ! /
8. b. Physician’s signature i N e (A;) /DQ
Date _ L 273247 f[( /
Send completed forms to: State Medical Board of Ohio

1

Legal Department

30 E. Broad St., 3" Floor MEDICAL BOARD
Columbus, OH 43215-6127 )
JAN 03 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: , ! Z Lp Z/O{ (ﬂ

Month . Day " Year

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

Plonred Parortiood Bast Columbus &Mq ‘af

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

2355 East M &t Columbus OH t42R13

4. Date post RU-486 complication began: l /6/ Iq

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

[ .
wr

___Incomplete abortion __Adverse reaction to RU-486 ___ Patient hospitalized

__ Patient received a transfusion ___ Severe bleeding

X Other serious event (specify) FIM] cd Mﬁd (\C&’HDY\ Abl) \"<H0 n

6. Duration of event: Hours 2)5 Days

. 17. Remarks: qu /(.d ,\'766{(‘((,'&,‘17( " f:U:)(_ fﬁcjl/-) w‘f‘h }’/.) 3 C fﬂ,z(‘(({(L /\(::',

8. a. Name of physician who provuded RU-486 - Cfb\’hﬁﬂnﬁz KomodNos

Vo \
8. b. Physician’s signature ( FJ n.0

Date : > 7 ¥, // )
Send completed forms to: State Medical Board of Ohio

Legal Department
30 E. Broad St., 3" Floor ) AL BOARD
Columbus, OH 43215-6127 MEDICAL BOARL

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(1 ]3 /U

Month Day Year

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

Alunrad Farcit hood — 45t Suirgica/

3355 cast Man St
ColuimioinS, OH 43213

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

4. Date post RU-486 complication began:

12 [21// &

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) Fﬁ;/ y(’&/ M@dl(&(w 6)//7 /qu//‘VL?\O I

6. Duration of event: Hours i Days

7. Remarks: i

D ' C '\:)JU {L&\\‘d(\ L \)Lk(ﬂ -t

8. a. Name of physician who provided RUﬁG /’dﬁ%/f/f?@ @M/L/705
O S /0.0

Date \5 ’Z,/ZC///L/

8. b. Physician’s signature

Send completed forms to: State Medical Board of Ohio '
Legal Department
30 E. Broad St., 3 Floor '
| MEDICAL BOARN
Columbus, OH 43215-6127 :
WJAN 08 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 pl:ovided RU.486

1. Date RU-486 was provided: Depr nber | = 201y

Month Day Year

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

linned Parentheod - Egst Suigicel

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

2095 Tost Main St (6umbus, 0HI0 43213

4. Date post RU-486 complication began: \Z}'Z’Z_/ 1 LP

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 . JAN71p

onherserious event {specify) QU ) € d M fdl ( CL'ﬁ ON A 8)) < oM A

6. Duration of event: Hours ‘ 5 Days

7. Remarks:

‘Fai\ea madicaton oloorhen reso\uel w\\i-h DC - U\r\(cmpli(akd

8. a. Name of physician who provided RU-486 .C(,\’H'\/Q i)lvﬂ e KUMOMCJS

8. b. Physician’s signature L_.//)k 49 @/ D.0

S ey

[

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. 2919.123)

To be completed by the physician who provided RU-486

1. Date RU-486 was provided: NO\/U{V} kﬁr &(9 (’9 Ol p

Month Year

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

Planned Porenthood Egst Swgi ca

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

22585 bast Maiin St
Columbus, Ohio 43213

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} F//CU ‘ €d R b Orﬁ—l 14

N
6. Duration of event: Hours Days
7. Remarks: . . .
FOA nuolicahan absbay € Quad fild. DC for d\sos‘v:ﬁ luf
on 12|13y
8. a. Name of physician who provided RU-486 C(kr!ﬂfr Tﬂf/ K—O MQ’(\O 6)
8. b. Physician’s signature A Q @A&.ﬂ__
e > 2/
Send completed forms to: State Medical Board of Ohio
Legal Department
30 E. Broad St., 3" Floor MEDICA; BOARD

Columbus, OH 43215-6127 DEC 1 6 2015

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: | [ 29 | 20y

Month - Day Year

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

lanned farentiood Eost Suufq(\ et

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

265 East Min Sk, Columibus, oo 437213

4, Date post RU-486 complication began: l{ b / ‘ :’L

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

it B
Rl

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

___Patient received a transfusion ___ Severe bleeding

X Other serious event {specify) Fja‘ 1€,d MCd( Ca:ho VI /A(\O()y‘h 0 m

6. Duration of event: Hours L‘E) Days

7-Remarks: D e Medlivtiain Aloer e W iry D3E procedure

8. a. Name of physician who provided RU-486 /‘ CO(‘H’\MMWLOS
' N~ \{um D_/D.O

——

8. b. Physician’s signature

g 117/
Date i 1 ,}

- T
Send completed forms to: State Medical Board of Ghio

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

. JAN 1 9 2017

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




