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: A J(F 2¢1 &

Month Day Year

2. ‘Name of medical practice or facdity at Wthh RU-486 was provxded

‘a{)-r\@Q (w*t Wk- “ do

3. Address of medical practice or facility at which RU-486 was provided:
oo - dylvanin Ave.
—Toleds, SR Y3WIT

4. Date post RU-486 complication began:

02 [a°] Qe

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

ﬁ incomplete abortion ___Adverse reactionto RU-486  ____Patient hospitalized
___Ppatient received a transfusion ~ ____Severe bleeding

___DOther serious event {specify)

6. Duration of event:

Hours @ Days

7. Remarks: lwermprde MR &>, DL C Compaded . 2 cevlic by

8. a. Name of physician who prowde RU-486 N O L Aee Alunaa S L«_-’

8. b. Physician’s signature ‘/ - 2 Mﬁf MDD _M.D/D.O___

4
Date __ () ! 20 ,/ 2008
Send compieted forms to: State Medical Board of Ohio
Legal Department
W, | ond .
30 E. Broad St., 3™ Floor VIEDICAL BL, AT

Columbus, OH 43215-6127 APR 1.3 208
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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 whe provided RU-486

1. Date RU-486 was provided: oy 2. 'Y
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2. Name of medical practice or facility at which RU-486 was provided:
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4. Date post RU-486 complication began:
Zlalq

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

_# incomplete abortion . Adverse reaction to RU-486 .. Patient hospitalized
- Patient received atransfusion  ____ Severe bleeding

Other serlous evant {$pecify)

6. Duration of event: Hours _ ' Days
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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: od Q"] 20|%

Month Day Year

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

Coptad Care Waehuor b o6 Toledo

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

WO - Sulvast Ne.

4. Date post RU-486 complication began:

Olo-02-1%

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

__6/_ incomplete abortion ___Adversereactionto RU-486  ___ Patient hospitalized
___Patient receiveda transfusion - ___Severe bleeding

___Other serious event {specify)

6. Duration of event: g Hours Days

7. Remarks: l‘ﬁ%’l\*ew:{’e W ab. ﬁ» f-e‘u_-sk d+¢

D Con-preted )zﬁak@ucabws
WIKOR14

8. a. Name of physician who provided RU-486 /) PaVa
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8. b. Physician’s signature y L (’ j/ﬁ"%/ A, @D.O__
Date { 1!(? i&. \%

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

MEDICAL BOARD
JUN 112018




, State Medical Board of Ohio
‘ ~ Report of RU-486 Event

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

1. Date RU-486 was provided: ) 5 ‘ 0 2.0\ %

Month D;y Year

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

CO«P‘A’OJ Core Yo thu L Toledo

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

WO W Syluenia Ae Toleda OH U3bix

4, Date post RU-486 complication began:
05(23|20!%

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

___incomplete abortion __Adversereactionto RU-486  ___Patlent hospitalized

__Patient recelved a transfusion  ___ Severe bleeding

§_Other serious event (specify) FQ\\ gix w& i (_g:_Q Am;{'k\:éo)

6. Duration of event: Hours Z— Days

7. Remarks: SUVQ‘CM OborTon Co/WpR:k’d =
G5[25/[2018 -
GuKoF30

U(,s_‘ Ann &_‘«}h N \tLi
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8. a. Name of physician who provid‘jg RU-486, .
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8. b. Physician’s signature Lo\ AT

Date

Send completed forms to: State Medical Board of Ohio

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

JUN 112018




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 (3 O':i. | 2

Month Day Year

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

QCL?MS\ CWL \Ud’wa\rk P Tblcio

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

W0 W Syvana hve - Toledo, oH BbIZ

4, Date post RU-486 complication began:

0G/12[18

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

\_é incomplete abortion ___ Adversereactionto RU-486  ___ Patient hospitalized
___Patient received a transfusion  ___ Severe bleeding

___Other serlous event {specify)

6. Duration of event: 0‘2— Hours Days

7. Remarks: v, LLLC_ m d 3 OvC va_wr\p,i'ﬁl . Lu«f)ﬂt{(u%-v_,v{

Mo 0727

Nuﬂnallu

8. a. Name of physician who proanRU j?

8. b. Physician’s signature

: /§L P @/DO

Date (Ql ji2/10

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

30 E. Broad St., 3" Floor

Columbus, OH 43215-6127 MEDICAL BOARD
JUN 26 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 ? P | é
Day

Month Year

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

Qa‘o A'D*Q Ca(e_ Nefue i Tl edeo

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

W0 W.Sylvanio. Aie Taledo, OH WBll2—

4. Date post RU-486 complication began:

QR-15-18

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

___Incomplete abortion ~—Adverse reactionto RU-486  ___ Patient hospitalized
. Patient received atransfusion  ___‘Severe bieeding
_ﬁmher serlous event {specify) ‘Cd ! !( ) “_0!‘)

6. Duration of event: Hours _/ Days

7. Remarks:

8. b. Physician’s signature

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

AUG 29 2018
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State Medical Bpard of Ohio
Report of RU-485 Event

{Required Pursuantto ORC 2918.123)
Ta be completed by the physician wha provided RU-486

1. Date RU-486 was provided. O{ 9 | A Q ol
Man “Day 8

Day Year
2. Name of medical Practice or facility at which RU-486 was Provided:

Core Lhoorlc T iedo

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

He0 W. M {uong m/im ™eds oH 432 :

4. Date post RU-485 complication began:

09-13-18

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

- Incomplete ahortion ——Adverse reaction to RU-486 — Patient haspitalized

.

— Patient received 3 franstusion  __ Sovere bleeding

—Other sericus event (specify)

6. Duration of event: Hours l - Days

7. Remarks: "WW mud | ol Aborhow .

8. a. Name of physician who pr;vi?dﬁ% . 4 Aon N Hnt\o-ﬁ%
¢
v

8. b. Phys?f:ian‘s signature l MD
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ome___1__ P

Send completed forms to: State Medical Board of Ohio

Legal Department
30E. Broad st,, 3 Floor

Columbus, OH 43215-5127 " MEDICAL BOARD

AUG 29 2018

R




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: DQA o\ 70\8

Maonth Day Year

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

Capial  Core K ehouic of Toiedo

3. Address of medical practice or facility at which RU-486 was provided:
110 1. 5\1\\’ AMora AVE.

—Clede, Ot Y3l

4. Date post RU-486 complication began:
08 | 27 |20l

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

)gim:omp!ete 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: m W \{)\.ﬁ( e & M
S5¢ d"c, f’U‘f\XM—id @f‘u—rﬁ_lr ssteg

C\ {g\}\ (k_'_gu.i

ik
8. a. Name of physician who provi@g

8. b. Physician’s signature
Y oae_0OX31[1%

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

O
Columbus, OH 43215-6127 MED\CA‘» B
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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: { O X 1018

Month Day Year

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

C/QPA’U\J\ CO{’E. Netosek & Toled o

3. Address of medical practice or facility at which RU-486 was provided:
WO W Sylvane  Ave .
Toledo, ol 4Uxelz

4. Date post RU-486 complication began:

W-1a-19

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

Xnoomp!ete abortion —.Adversereactionto RU-486  ___ Patient hospitalized
. Patient received a transfusion - ___ Severe bleeding

. Other serious event {specify)

6. Duration of event: 3 Hours Days

7. Remarks: Cer 0422

8. a. Name of physician who préuidedRU-

8. b. Physician’s signature

Send completed forms to: State Medical Board of Ohio
Legal Department
30 E. Broad St., 3" Floor
Columbus, OH 43215-6127 ‘ MEDICAL & CAR™
DEC 1 8 2018




