State Medical Board of Ohio
Report of RU-486 Event

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

1. Date RU-486 was provided: Y/ D7 70| g

Month Day Year -

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

Founders Womens Health(enter

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

\24% € .BROAD ST (olumbus  Ohio 447065

4. Date post RU-486 complication began:

03-|

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

g incomplete abortion _ Adverse reactionto RU-486  ____Patient hospitalized
____Patlent recelved a transfusion .~ ___ Severe bleeding

___Other serious event {specify)

O
6. Duration of event-.——-?v“ﬁmrrs ¢ -Days

7. Remarks:

.0

8. a. Name of physician who provided RU-483 ﬁ%\ Alan.my

8. b. Physician’s signature
Date -~ 15

Send completed forms to: State Medical Board of Ohio

Legal Department

30 E. Broad St., 3" Floor

Nl' .l;_" ""L
Columbus, OH 43215-6127 MEDi- A BUARD

LI




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: q &@ 2.0 &

Month Day Year

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

r()\c, ﬁ'dm—lz (,!:,S b.)o u«e_g\,‘; QJJ{"(( C,‘E-Ju:é't/\ '

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

R43 £ Rroad Steesd fO(utubt’s,OCu’o €320%

4. Date post RU-486 complication began:
(0-Y9 &

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

... Incomplete abortion . Adverse reactionto RU-486  ___Patient hospitalized

... Patlent received a transfusion  ____Severe bleeding

. Other serious event {specify) ?—L\ { (ﬁ.ﬂi A‘(ﬂ ﬂf:(f—b o, ) ‘Fﬁi MQ

6. Duration of event: Hours _I g Days

7 Remarks: P ‘f' Mc\ ‘(';u e& aéﬁfﬁou‘ M& e ey se.—:(( “("o
’ﬂw, U.)@u:«s (Htcl (o ‘{t«\ TN Tou, Olso —fo

8. a. Name of physxcnan who provided RU-486 k E{ v ! L. Sclhiaeffor, WD

8. b. Physiclan’s signature ((&J Q \CC/_(_AM\/ fb\ @3/9.0___
Date __{({ —( 9”-._48’

Send completed forms to: State Medical Board of Ohio

Legal Department /EDICAL BOART:

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




State Medical Board of Ohio
Report of RU-486 Event

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

1. Date RU-486 was provided: 3] q ): ) 2008

Month: * Day Year

2. Name of medical practzce or facmty at which RU-486 was provided:

The Foondas Wewenls teacTu (ecter

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

(243 & PBroad SleecT Co(ombuy Olie ¥3ees

4. Date post RU-486 complication began:

0~ ¢-i €

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

.. Incomplete abortion ... Adverse reactionto RU-486  ___ Patient hospitalized
. Patient received a transfusion  ___Severe bleeding
___ DOther serious event {specify) - ; g I -E.c( . % oy i 1OA

6. Duration of event: Hours _2b Days

7. Remarks:

Patient wosseut e Wenmens Med Ceuter (4
Dcu{ﬁgu O(k(O ow (e/w/rg ‘{‘91, stJfoa( aéorﬁl’q

8. a. Name of physician who provided RU-486 Ka v { S cliae #9 r,. wid

8. b. Physician’s signature { (/CCJ 9 i(\ ¢ (&“Ul—/‘&a’\, @D.O_____

Date___{(~—(% ~/<'S'

Send completed forms to: State Medical Board of Ohio

Legal Department

A& e
30 E. Broad St., 3 Floor Dicar BOART

Columbus, OH 43215-6127 R




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

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

1. Date RU-486 was provided: m 2) / 2{,} / 5/

62, } Morth /] Y Year

2. Name o medical practice or facility at which RU-486 was pmvide
4,[%

Dovrders  (Vomensd

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

124> £ Broad S/ Colembus, Ohie #5%

4. Date post RUJfGZ?omphcaﬂon began:

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

ilnwmplete abortion ___Adversereaction to RU-486  ___ Patient hospitatized

. Patient recelved atransfusion  ___ Severe bleeding

___Other serious event {specify}

6. Duration of event: 0 l Hours -Days

7. Remarks:

8. a. Name of physician who provided R mAD

8. b. Physician’s signature L—- @D.O___

" Date o lled S/

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 compieted by the physician who provided RU-486

1. Date RU-486 was provided: /}’m Q? / ;2_0/ 3/

£

2. Name of medical practice or facility at which RU-486 w/a?mwded

Gurders  Wemend

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

4. Date post RU486 g,mp!ication began:
@ ’3°/

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

___E&ncomplete abortion __ AdversereactiontoRU-486  ___Patient hospitalized
___Patient received a transfusion  ___Severe bleeding
___DOther serious event {specify)
6. Duration of event: Q__[ Hours :Days
7. Remarks:
8. a. Name of physician who provided RU-486 W
8. b. Physician’s signature @ID.O__
pate_ Lo /B 1T
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-485

1. Date RU-486 was provided_: 2 , | 8

Month Day Year

2. Name of medical practice or facility at which RU-486 was Provided:
Foumdens wnmnavis Haceth  qur, .

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

a3 z. Beong, St . Coi—uamb-uo OH H432cS

4. Date post RU-486 complication began:
N R -

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

ncompiete abortion - Averse reaction to RU-386 — Patient hospitaiized
~— Patient recelved 3 transfusion ~— Severe bleeding

— Other serlous event {specify)

6. Duration of event: O« | Hours -Days

7. Remarks: .
Geatumevied nee visvelored om LIS o118, ,
Mr:a:ua,ibl wi Deg, P+ Kina ol eik.

8. a.Name of physician who provided RU-486 Ak, cac«;.q Lotother, MD
8. b. Physician’s signature >d c;@ﬁ o @D 0___

Dat:’ %4 !%41%

Send completed forms to; State Medical Board of Ohio

MEDICAL BOARD  Legal Department
"3 30E. Broad St., 3™ Floor
Ao

Columbus, OH 43215-6127

e et . ———




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
. was provided: Z /4 3 ¢ ¢~
1. Date RU-486 was pro . éz Zi :{fl /4 20/ 5
Month Day Year

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

71’/6%7%6#’,5 (/U DL /L/’Z“’Léﬁ‘ &4‘/&’?

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

/9‘/ ) £ Porvecd S?A (Z?/z//’/\»éf/g/ @A/D Vgg()j;——

4. Date postﬁydliﬁ q7n§li)ation began:

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

2 _‘incompiete abortion ___Adverse reaction to RU-486  ____ Patient hospitalized
___‘Patient recelved a transfusion  __ Severe bleeding

.. Other serious event (specify)

6. Duration of event:Z)f Hours -Days

7. Remarks:

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

8. b. Physician’s signature

o V___T]2/I% s

Send completed forms to: State Medical Board of Ohio

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

MEDICAL BOARD

iRt
[




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: 0 3O ot

Month Day Year

2. Name of medical practice or facility at which RU-486 was p(ovided:

f’/o J w&uf} LL) ous e..\/(' MQ(L( ’H( (‘e ud{;\ !

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

[243 G Bread (et [c)luwbdg( Olue ¢3205

4. Date post RU-486 complication began:
Cufra (1€

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

___Incomplete abortion ___ Adversereactionto RU-486  ___ Patient hospitalized

___Patient received atransfusion  ___ Severe bleeding

?"e: {&c'\ A‘bef"#oﬂ

___Other serious event {specify)

6. Duration of event: Hours (S Days

. Remarks: - :
7. Remar ?Q’ﬁiv\f' Was Se \.C(' '{;C‘ m’Oﬁﬁ?&\S’ Ne(l (euts v/ e
> ~ ; < ¥
Wfesfie {@\» «  Suegeal e be Oy LUt D&L{’f‘vu , O(UD

8. a. Name of physician who provided RU-486 l Q{ v S C [\ G e -ffé e, we b

8. b. Physician’s signature [(_(&L( ,O i S b&c&/@»x, w @3/0.0____
pate__((-2 9§

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

e at EOARLE
Columbus, OH 43215-6127 EDICAYL LOAR

OV 5 9 201



State Medical Board of Ohio
Report of RU-486 Event

{Required pursuant to ORC 2919,123)
Yo be completed by the physician who provided RL1-486

1. Date RU-486 was provided: f - = / S/L

Year

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

Founders Nomens Hoeoth é’é:ﬁM

3. Address of medical practice or facility at which RU-486 \?fmmded

1343 £ ﬁm 5t Columdors, Ohio 43 20'3/

4, Date post RU-485 complication began:

Ll

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

# incomplete ahortion —Adverse reaction to RU486  ___ Patient hospitalized
_.__Patient received 3 transfusion ~ ___ Severe bleeding

... Dther serious event {specily)

6. Duration of event: !2' [Hours -Days

7. Remarks:

& mm vacum‘ZZZ. by C

8. a. Name of physician who provided RU-486 [ /
8. b. Physician’s signature ét/( Bﬁ%ﬁ @D.O___

Date _/vk/é/

Send completed forms to: State Medical Board of Ohio

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

Columbus, OH 43215-6127 MEDICAL BOARD

TS




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

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

1. Date RU-486 was provided: Mapch 3 N
Month

Day Year

2. Name of medical practice or facility at which RU-486 was p{ovided:
Pounders L xvruwn'd HuwtH Coyvter

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

’3""3 i a\‘oa,li‘ 61 ) COL'JJM‘GI " or 5‘390;;

4, Date post RU-486 complication began:
Marow 30, ACID

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

ﬁ\mmpleteabenion . Adversereaction to RU-486  ___ Patient hospitalired
_... Patient received a transfusion  ___ Severe hieeding
___ Other serious event {specify)

6. Durationofevent: 2.5 Hours Days

7. Remarks:
UY\CmupuXL LGNGO aupe IO . Gwbd h‘j Vairascusmol
PrdC pefoumedh ,nc c,;mxpﬂacc;f-wm . o Tlarekasdd NEES U

8. a. Name of physician who provided RU-486 Kol Sd;a_.:%%f HD

8. b. Physician’s signature ‘.rou { g C/l’\ L‘%\

: M.D/D.O___
Date_ R -3¢ =l &

Send completed forms to: State Medical Board of Ohio

Legai Department
30 E. Broad St., 3™ Floor

Columbus, OH 43215-6127
MEDICAL BOARD




