State Medical Board of Ohio
Report of RU-486 Event

(Required pursuant to R.C. 2919.123)
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Send completed forms to: State Medical Board of Ohio
Legal Department
30 E. Broad St., 3 Floor MEDICAL BOARD
Columbus, OH 43215-6127 NOV | 8 2010
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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: !V\ Do lc}

Month Day Year

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

Tl Fomadels Qoenens Needlny Ceale

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

143 T Beeel 8 Gl's ol Yises

4. Date post RU-486 complication began:

(—6-(9

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

. Incomplete abortion _Adversereactionto RU-486  ____Patient hospitalized

. Patient recelved atransfusion  ___Severe bleeding

___Other serious event {specify) ﬁf (QJ A 60 T—fl‘@“\

6. Duration of event: Hours [([ Days

7. Remarks:

sl S?*UL{,@« D+C o u cf/(*z,((? D Wreter o /
Med Center Da ytoy, Ol .

8. a. Name of physician who provided RU-486 '(C( 6’\( S(‘JA G ?ﬁf@_b‘\( waed

8. b. Physician’s signature (Qi LQ S C‘,OJ\CMLM m/D.O__

Date__((—7~(F

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




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-485

1. Date RU-486 was provided: o 9 [ q 20 ( Q
Month Day Year

2. Name of medical practice or facility at which Q-486 was provaded

The ouaders Womens Hea\tly Ceqbe/

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

1243 € BroaQ &t Qolundous O Yzsos

4. Date post RU-486 complication began: (0 / 0> /i 7

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

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

—Patient received 2 transfusion ___ Severe bleeding

(ot( [ed @ éach(/O A

____ DOther serious event (specify)

6, Duration of event: Hours (4 Days

ZRen%?f'wY"‘ (e d ’F&, «z) aborlion aud wWas saxt .
ﬁ’ ((Ul \Q)ﬁsw us (nl»u{(ﬁ\ (Qid?/& @(u(ﬁm( 0&1‘3

8. a. Name of physician who provsded RU-486 ((CDLV‘ (5S¢ (" <1 t eV, D

8. b. Physician’s signature ((CU*Q So’e& UJLMQ)\ ‘@/.DQ.__

Date (o “1“[?

Send completed forms to: State Medical Board of Ohio

S
Legal Department S\

rd - ()}O

30 E. Broad St., 3™ Floor ¢ ?&}v
Columbus, OH 43215-6127 @@\ o

Prescribed: §/--/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-488

1. Date RU-486 was provided: «’j1 ' q

(

G

Month

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

The FounQers Bromens Nealin Cle .

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

1343 €. B0 Sk Colunlous, OV Wiaes

4. Date post RU-486 complication began:

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

%ncomplete abortion

___Patient received a transfusion ____'Severe bleeding

____Other serious event {specify)

.. Adverse reaction to RU-486 ___ Patient ~zsz s tev

Hours [ "( Days

6. Duration of event:

AY

7. Remarks:
ema()&j‘{q‘}“ (J\q,g LMU“M[?»QQ.‘(‘E af)t‘ \'\TCV& C‘w

PN S,

x{/ 0 LL)C’U\(’U\S U‘(U{(( el € ﬁ-‘-{t— & "y
far 4y A5 e&( CL/L’L"L:GLM
8. a. Name of phys;caan who provided RU-486 161 l/*f Jl g ¢ (A&fﬁr’s— e
8. b. Physician’s signature K(ua 2 g C‘QAQ—‘L&C\ @/ 3 - -
Date —{& =~ 3 T CE/ B
Send completed forms to: State Medical Board of Ohio r ?QX”E
Legal Department o o (=AU

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

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




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 12 2009

Month Day Year

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

The FownQecs Lveneys Loy Ceﬁf/

3. Address of medical practice or facility at which RU-486 was provided:
lau3 € R0al) Sy
Celuard ws, O\ Waces

4. Date post RU-486 comphcation began:

o —1H—(q tb wiltsia o(w\(c Wey COULQ f@J&,

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

___Incomplete shortion _Adversereactionto RU-486  ___ Patient hospitalized

... Patlent recaived a transfusion  ___ Severe bleeding

___ Other serious event {specify) F [ &4 '2"9 &é’-@i‘l@&x

6. Duration of event; Hours !7133\/5

7. Remarks , =
(3 -eg_+ Ty :l:‘t\(( \ CLM&TQ(A Dbé (UJM‘-Qb wtfe&
‘ ec"tf"'eq} \(’: b& —foff /k_uC\Lea,Q o Necter Vbt tefit

Q],{;gg Hgg@zwﬁ & RO et s,

8. a. Name of physician who provided RU-486 K G_\r( :C i¢ LLLG\E% F e d

8. b. Physician’s signature I (&Le O £ G'Q"\“—Lf@b\ D/p.o__

pate__ q-2%- "(?

Send completed forms to: State Medical Board of Ohio

Legal Department

30E. Broad St., 3" Floor
pORRY

Columbus, OH 43215-6127 \\AED\%’N”




State Medical Board of Ohio
Report of RU-486 Event

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

1. Date RU-486 was provided: é 2 5 20| C{

Month Day Year

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

/?/L\e, 'Fﬁ SN CQtvtg w o u&e_m/g (‘("ﬁcg Hﬁ Ceucter

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

(243 & Bi-oe ﬁree.f'
Cf)JUMGL’j, 0(U0 LFB"LQS”

4. Date post RU-486 complication began:

T-9-19

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

_;ancamptete abortion __Adverse reaction to RU-486  ___ Patient hospitalized
. Patlent recelved a transfusion  ____Severe bleeding

... Other serious event (specify)

6. Duration of event: Hours _{ 'Z Days

7. Remarks: ~

Pectiont seut o Woweus Med Cecfen cu Deesy Tow
Olio fax a DrC Tor sefawed Tissoe infle vieoc,

8. a. Name of physician who provided RU-486 ( & u«»( O S Q,[( GE 7%3” L D

8. b. Physician’s signature / (&Lé . 0 . J\ Q'&&L(‘l(’ii @D.O___

Date__7-—~( ¢ ..,{? ~

Send completed forms to: State Medical Board of Ohio
Legal Department
30 E. Broad St., 3" Floor A 8O ARD
Columbus, OH 43215-6127 | N\E.D\C’ "




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: o3 e e

Month Day Year !

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

THE Founders Do ra's \\ﬁo&\\ e .

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

\au3 €. ReoaQ SN
Coluwbus O W330S

4. Date post RU-486 complication began:

b-6— (4

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

__._ Incomplete abortion ... Adverse reactionto RU-486  ____Patient hospitalized

. Patient recelved a transfuslon  ___ Severe bleeding

___Other serious event {specify) ?:'CLC (e.-c,Q @ (/ - ({? é

6. Duration of event: Hours {é Days

7 Remanst b treccl o) %zu ore of wisdeda( aborTrou

&M\OL U &s W e UJO\L\QOLS e d o CQHM (TN C‘Li(‘\(?”c'\/
UC&(O ‘F@)\ <% PD'&CQ

8. a. Name of physician who provided RU-486 \‘? &l \ ey BL\\ME&QQ( . {\(\D

8. b. Physician’s signature /( a L Q . g QQ& (LQ-(Q;E)\ @D.Om

Date_& - (7-(Q

Send completed forms to: State Medical Board of Ohio
Legal Department
30 E. Broad St., 3 Floor MED*(?"} :
Columbus, OH 43215-6127 ,}Uﬂ 189 2018




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 [ 6 (9

Month Day Year

2. Name of medical practlc(e or facility at whach}w -486 was pl?(\:/ced v
rourulse d \))o\uaqg eal QL:(*pe\

3. Address of medical practice or facility at which RU-486 was provided:
(tU2 Cat Broed ST
Co ((,"&U\eu’g, O(A( 0 ¢3 LOS

4. Date post RU-486 complication began:
S-2-(F

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

___Incompiete abortion ___Adverse reaction to RU-486  ___ Patient hospitalized

__ Patient received a transfusion  ____Severe bleeding

___ Dther serious event {specify) ﬁ { ("Q. C 1 M (,"FC Dy / e pPro S-fo ( o 60t 7 O,

6. Duration of event: Hours ["f Days

7. Remarks:

ou <3y 7£@4 Jumﬁ(caj, @ bt ain

Pa‘(“ud* ceut To (L')ntueus (Hu& el ({;}{Q& LA bQYTW OC(("(L

8. a. Name of physician who provided Ru-486 [ (arn (L. Jclea P—ﬁéﬁ\( caa )

8. b. Physician’s signature ((OJ./E ‘9 g\t QAM/ 7‘<’<«k @/0.0__

' Date S‘),I(f

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

I G TR Ta YA OIE
St o) = :.‘-

Columbus, OH 43215-6127
VAY 68 2018




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

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

1. Date RU-486 was provided: 2 [z 2009
Month Day Year

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

The Fooudert Woweds Eeallh Cexcbes .

3. Address of medical practice or facility at which RU-486 was provided:
(a3 East Brsad Tt
Ce (vwboy, Olio Y z0B8S
4. Date post RU-486 complication began:
-UlE- (9
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) ’:Z"l\( { Qc( é H“&W

6. Duration of event: Hours b Days

B

7. Remarks: ‘F’a:ﬁ‘?—bd, fzu'{' -+ L\)Ottké.q’g M ok ('-eu\‘(%\“ w DC-«(“BQ ,OC(R’
eFm4 ACU;"L&-Q Q,@)»OA{IO"\

8. a. Name of physician who provided RU-486 Kéi( L J C—[A&e et JRETI)

8. b. Physician’s signature ( (ayﬁ .9 : f r/Q‘\“""‘L/ %@\ @D.O___

Date L‘f 9—-19

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

30 E. Broad St., 3™ Floor

Columbus, OH 43215-6127




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 ided:
Date was provide . { j“fﬁ 3019
Month Day Year o

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

5:; LfmC'LQzCS LO 0 UU\&ZS (cétg’@f& C‘)d#ek’

3. Address of medical practice or facility at which RU-486 was provided:
(242 £ @xis"ﬁ?«\(i Stroc
Colvabs, Oh® 43202

4, Date post RU-486 comphcatton began:

—)/:__‘ ”"r‘r t 7

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

\_/___/ complete abortion ____Adversereactionto RU-486  ___ Patient hospitalized

. Patient received a transfusion  ___Severe bleeding

____ Dther serious event {specify)

6. Duration of event: Hours [ Z Days

7. Remarks:

Ot oy vetarve ) Trssoe wad voea
M&f:r 1o Weounes” S M&Jl (e wbcudzzv Dlco

&/\ Jad el
8. a. Name{of physician wEo provided RU-486 i \/a f‘[ 3:- NS (’\0““‘5{7%—5 t’*{_B

8. b. Physician’s signature ‘(Mﬂ «D ( ¢ L\Q‘Q—!{ﬁ\—\\ ﬂ D.O___
Date__ 2 ~L<f~y ?

Send completed forms to: State Medical Board of Ohio

Legal Department

30 E. Broad St., 3™ Floor
Columbus, OH 43215-5127




’ smmmﬁmmmdwmm
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 \'\ X G

Month Day Year

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

The Sonafies Dumean's Hein G

3. Address of medical practice or facility at which RU-486 was provided:
Y“ i\L?k o Q« N K 3( 0 \ \, £, ) i T
o3t u(wi&@ 2T sl \,\-\ 43505

4. Date post RU-486 complication began:

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

}_<__ lacomplete ahortion. v ___Adverse reactionto RU-486  ___Patient hospitalized
Al Aueni ¥/

_ Patient received a transfusion  ___ Severe bleeding

Other serious event {specify)

6. Duration of event: Hours g fﬁ Days

7. Remarks: [, 1z cof ‘, bo e Hedat Do tvce € Ao éi»aug) j»x’tfgii e e
flie i, PaAe a;z;{ ey Aoasd e Werdos (M€ A
Cater oo Peeyfeon, (T fan o Adurice! a bpda

8. a. Name of physician who provided RU-486  Kd¢| 1. Sdae§Ter Ty

8. b. Physician’s signature / ((:(Ll },} . ()(L‘\MZQ\\ EJIDO”_
Date_(- /(& '

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

FEE 04 201




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: u‘ Q C\\J ) o 3 ) &0 \c:\
Month Day Year

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

*r\:ou\ﬂ\g s \dvinens \‘\Qf'\\‘\\‘\ Sho.

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

lad3 € B St

4. Date post RU-486 complication began:

VR O™ o 5 301§

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

i Incomplete abortton(m (% "(&\3 . Adverse reactionto RU-486  __ Patient hospitalized
—_Patient received a transfusion  ___ Severe bleeding

. Other serious event {specify)

6. Duration of event: Hours \ ) __Days

7. Remarks: £y Qo — S))' (\*Q (Ce€ TR Wdmens Ml G g D‘&‘t\mb\'\
for v~ ‘\’Q?\ AN IR ]

8. a. Name of physician who provided RU-486 o) Seh et $of X MO

8. b. Physician’s signature / ((’)vv( ,g C ig g (%&4 (M.D]D.O___

Date ‘/—-/;7-- L ?
Send completed forms to: State Medical Board of Ohio

Legal Department

30 E. Broad St., 3" Floor

Columbus, OH 43215-6127 LT

ant




