state Medical Board or Unio

Report of RU-486 Event

(Required pursuant to ORC 2819.123)
Ta be complated by the physician who provided RU-486

1. Date RU-486 was provided: 0A | LA 2o0\4
Month Day Year

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

Gamt (e of (oledo

3. Address of medical practice or facllity at which RU-486 was provided:
o W Sylvania AV

Toledo 0% 4%0\1

4. Date post RU-486 complication began:

\0]0\ /\4

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

)4 Incemplete sbortion _...Adverse reaction to RU-486  ____ Patient hosphtallzed
e PAtlENt received a transfusion  __ Severe irleeding

. Othar serious event (specify)

7

6. Duration of event; Hours Days J /( / q/
/

[

7. Rematks:

P Vepor redh 10 Clivie Yol standavd ¥/ up 00,5600 Sows pregnancy \Ftained.

N A\ ./ S
8. a. Name of physician who provi%@j% ’ \ d LO%S MD.
8. b. Physiclan’s signature s %4 \‘)% ] M.D/D.0___
[

Date 1/1/ /U,’/I /1] é’l

ks

Send completed forms to: State Medical Board of Ohio
Legal Department
30 E. Broad St., 3" Floor
Columbus, OH 43215-6127
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2late megical noara or unio

Report of RU-486 Event

(Required pursuant to ORC 2919.123)
Ta he complated by the physician who provided RU-486

1. Date RU-486 was provided: q 10 2.0\9

Month Day Year

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

Coottad (Cove  TDIE

3. Address of medical practice or facllity at which RU-486 was provided:
(1? W. Sylvania
Toledo yOH d3uiZ

4. Date post RU-486 complication began:

4 [1Iuf14

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

Yo incomplete abortion —.Adverse reaction toRU-486  __ Patlent hosphtalized
- Patlent recelved a transfusion  ___ Severe bleeding
___ Other serious eventv(sneﬁfv)

, (N L
6. Duration of event; h}z[ﬁHours _%st

7. Remarks:
8. a. Name of physician who provided RU-A86 ool hs
8. b. Physiclan’s signature ) i / 4,, M.D/D.O___
V e YTV
!L Fé 61 7
Send completed forms to:. . State Medical Board of Ohio
Legal Department

30 E. Broad St., 3" Floor
Columbus, OH 43215-6127
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state Medical Board ot Ohio
Report of RU-486 Event

{Required pursuant to ORC 2919.123)
Ta be complatad by the physicien who provided RU-486

1. Date RU-486 was provided: 06 ’L-—] \q

Month Day Year

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

Camval Cave of To\edo

3. Address of medical practice or facility at which RU-486 was provided:
Copial (G o€ Totedo
WO W- Sulvania Ave Toleclo 01 A% 1L

4, Date post RU-486 complication began;

W0 /ol Ag

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

2 ;lmcomplete abortion _...Adverse reaction to RU-486  ___Patlent hasphalized
. Patlent received a transfusion  ___ Severe bleeding

. Other serfous event {specify}

6. Duration of event: M[A—Hours Days

7. Remarks: \(e,pmw\ T0 CUwic ot Son0 (ouY WEeEs oSt Med Gy, Sono
CONFLEMS™ (egiuuncd Yo ned) . P 0 0 MC 0 Srtepced lup cate.

Vi

8. a. Name of physician who provided RU-4 %«/\()\&M \COQS N\\\/
8. b. Physiclan’s signhature N M.O_
L({ate [ 0/ / // {/ -

Send completed forms to: State Medical Board of Ohio
Legal Department
30 E. Broad St., 3" Floor
Columbus, OH 43215-6327

MEDICAL BOARD




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

(Reguired pursuant to R.C. 2919.123)

To be completed by the physician who provided RU-486

1. Date RU-486 wa provi r) ")/,/ //
Du} 7é f Monkh Day [ 'Ver/

2. Name of medtca! pracuce or facility at which RU-486 was provided:

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

4. Date post RU-486 complication began:

T/‘MWW . | ”

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

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

___Patient received & transfusion ___ Severe bleeding

. Other serious event {specify) @A M %J %

6. Duration of event: Hours Days

T g, endilor ed Zong B d
b g B0t Upefp Bk Ang fudgibfes

{8. a. Name of physician who providei RU-486

A 3

[8. b. Physician'’s signature M— MD /DO
ate ’ /} / ’,1 /,,/
Send completed forms to: State Medical Board of Ohio
Q,O p\?@ Legal Department % W
ol 30 E. Broad St., 3" Floor
N\?G\ . W Columbus, OH 43215-6127

‘.\&.K
LA

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




State Medical Board of Ohio
Report of RU-486 Event

{Required pursuantzo ORC 2919.123)
Ta be completed by the physician who provided RU-486

1. Date RU-486 was provided: 03 yA¥) 2ol9

Month Day Year

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

Captud  Cave Nehoork

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

e W.Sylvania Ave
Toledo ,OH 42z

4, Date post RU-486 complication began:

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

N __Incomplete abortion —Adverse reaction to RU-486  ___Patient hospitafized
— PRUent received a transfusion . S€vere blaeding

— Cther serious event {specify)

6. Duration of event: O Hours ‘ - Days

7. Remarks: Taomplete medical Ao om.
D C (em pﬂe{(o‘w{ B complications.

Preeiitine N | O L

8. a. Name of physician who provided l 2”_‘1 4 E s gJA ?/4! \

{ &

MN
, /7
8. b. Physician’s signature % ﬂ D.0___
/ o1 niLY
=

v
Send completed forms to:

State Medical Board of Ohio ey
20 pk
Legal Department , C’;;},J . %
. ‘g\%,gx Lig\%
30 E. Broad St., 3" Floor 3

Columbus, OH 43215-6127 %&‘
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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: E:e)() _&gq \Q w\(/\

Month Day Year

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

Ceagivad Coce \ekuawote

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

WO W. SyWanio, Arve. TOA0, oM Y43\

4. Date post RU-486 complication began:
Fepruory 2L, 2011

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

é_d!ncomplete abortion . Adverse reactionto RU-486  ___ Patient hospitalized

—Patient received a transfusion  ___Severe hleeding

... Other serious event {specify)

6. Duration of event: D Hours Q\ Days

7. Remarks: 'FQ;\ €A MLA el 00Ty LD%C ComQuked
LAY NG Coanpucatipns,

A d ’&U'f’\/\c‘*\f_\ Mbc

8. a. Name of physician who provided M
/]

8. b. Physician’s signature e ,/ M.D/D0__
/) oite_03 [0\ /2019
Send completed forms to: State Medical Board of Ohio
Legal Department
30 E. Broad St., 3" Floor ey

Columbus, OH 43215-6127 )
.




