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: 08 oY - IDlb

Month Day Year

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

The Founder's Women's Heaith Center
1243 East Broad Street
Columbus, Ohio 43205

1R14) 2651-1800

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

4. Date post RU-486 complication began:

08 U bo
5. Event(s) (Please check ali that apply): :

Y}_ Incomplete abortion ___Adverse reactionto RU-486 . ___ Patient hospitalized
____Patient received a transfusion ____Severe bleeding

___ Other serious event {specify)

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

7. Remarks:

DiC 'pfbtﬁ&df@ . ’\)OC Seny Yo (QQ'\'\'\D\ODS:S‘\'.
WMosgnisds . fecrotic ywhirdaeidun . Cpngcantc nopoinble Proqrancy,

8. a. Name of physician who provided RU-486 M\ Sdﬂe‘ccﬂ Y

8. b. Physician’s signature ICCU-—Q J (/0\0""{6’—\ @D.O_____
pate ___YAIA]

Send completed forms to: State Medical Board of Ohio

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

Columbus, OH 43215-6127 Ty
MEDIC *' *A4RD

NEL PR 0T




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: 08 18 9201\

Month Day Year

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

THe Fowoees Womead Heatth Ceate—

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

2> € PROODST (oL DH 42205

4. Date post RU-486 complication began:

2-0l-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} D“eg\$ \“ U'Tb 9"\’ 5

6. Duration of event: <l Hours ﬁ Days

7. Remarks: Morine Conkents  sucianed DL
Yent & Tatnology \ab . Diaguasis = Meroric o

oﬂc Mva ’

tensistont < :\onma.bla. phgrévu,

8. a. Name of physician who provided RU-486 : KQv(\ S d’\ﬂegﬂr mD

Cal

Date ‘.Q's \" \7

8. b. Physician’s signature KC\.L g C'(-L“"‘—l%"‘\z Ll IG:D D.O___

Send completed forms to: State Medical Board of Ohio

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

Columbus, OH 43215-6127

MEDIC 2} OARD

NOV 0 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: O C-’ O ) 2 Ol

Month Day Year

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

'T\’\e Fetmdué W omens Health (u’fi%

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

1142 & Broad ST (ol ©h 4 3205

4, Date post RU-486 complication began:

d-15-1¢,

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

_X_ incomplete abortion ___Adverse reactionto RU-486  ___ Patient hospitalized
__Patient received a transfusion  ___Severe bleeding

___ Other serious event (specify}

6. Duration of event: £ Hours Z Days

7. Remarks:

Prengnm St ir\'tcxc?r

8. a. Name of physician who provided RU-486 \/\CA c\ SC/\’“&E-Q-QBI md

8. b. Physician’s signature K&JvL -( Ce(o-ﬁ-{é&/\, MQ @D.O__

Date “\) 31 ’\ 1

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 2918.123)
To be completed by the physician who provided RU-486

1. Date RU-486 was provided: [ \C- 20il

Month Day Year

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

e Founder s Womens Healthn lepten

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

1243 £ BRocd sk (ol Oh V%205

4, Date post RU-486 complication began: .
P P 1 01®

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

v

__ incomplete abortion ____Adverse reaction to RU-486  ____Patient hospitalized
___Patient received a transfusion  ___Severe bleeding

(]
___ Other serious event (specify} P\Q)(O.\W?_A PD c D '*C,

6. Duration ofevent: <! Hours 2~ Days

7. Remarks:

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

8. b. Physician’s signature KM (r L’QLM'L%'U\I wD @/D.O____
7 |

Date _ 10-30" |

Send completed forms to: State Medical Board of Ohio

Legal Department
30 E. Broad St., 3 Floor MEDICAL BOAF.:

Columbus, OH 43215-6127 , NOV @ & 2017




