State Medical Board of Ohio
Report of RU-486 Event

{Required pursuant to R.C. 2919.123)

To be complated by the physician who provided RU-485

1 Da,fé RU-486 was provided: . N ~ , ’ =

Mohth ' Day Year

2. Name of medocal pracnce or facihty at whtch RU-486 was provided:

Pf@nmcﬂ ﬂl/{ m‘ﬂwooQ

3. Address of medical practice or fa‘cility at which RU-486 was provided:

B Auborn pus. Live | ofl <21

4, Date post RU-486 comphcanon began

12T

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

- 1ncomplete abortion - Adverse reaction to RU-486 ___ Patient hospitalized

~ Patient received a transfusion _éQ Severe bleeding

. Other serious event {specify)

6. Duration of event: _ A Hours Days

7. Remarks:

8. 3. Name of physician who provided RU-486 s Z)f //d /e ‘?L-
8. b. Physician’s signature Jli /15 é£‘7 Aﬂ DDA
MBIE —
Date
Send completed forms to; State Medical Board of Ohlo T -

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

Prescribed: $/--/2011, Rev. 12/13/12
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State Medical Board of Ohio ]
Report of RU-486 Event

(Required pursuant to R.C, 2915.123)

To be completed by the physiclan who provided RU-485

1, Datg RU-486 was provided: ‘ /0 k £ < p {7

Month Day ' Year

' 2 Name of med»cal practice or facility at which RU~486 was pmvided

p'é‘nm‘/ fammﬂwo£

3, Address of medlcal pracnce or facmty at which RU-486 was prowded

2314 Auburn Aut. Una | ot 4219

4 Date post RU-486 compl:cahon began

5. Event(s) (Please check all that 'apb!y):

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

— Patient received a transfusion — . Severe bleeding

£ Other serious event (specify) f@i ,/( / /9/2(/ ,44:

9
6. Duration of event: __““  Hours _ Days

7. Remarks: y.
[,o,,\,)p/t'ILé Sur yfaiéf-

[y

8. 2. Name of physician who provided RU-:%? Dr. Lo/ o)
(LAl »,

8. b. Physician’s signature

Date / / I

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

ax . »OIQ3an

Prescribed: 5/--/2011, Rev, 12/13/12
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State Medical Board of Ohio
Report of RU-486 Event

(Required pursuant to R.C.2915,123)

s To be completed by the physician who provided RU-485

1. Date RU-486 was provided: ' /_O, ' o /9_ ' y J’

Month | Day Year

2, Name of med;cal practace or facrlity at whtch RU-486 was providéd:

Ploaned _Farenthosd.

3, Address of medzcal pracﬁce or faci!ity at whith RU;486 was providgd:

;?31“( /f‘ubd//ﬁ Aut, &m& ) 074 9/,_(‘)/?

4. Date post RU-486 comphcataon began

1179

5. Event(s) (Please check all that app!y)

—Incomplete abortion —- Adverse reaction to RU-486 __Paﬁent hospitalized

— Patlent received 2 transfusion —— Severe bleeding

" s ,
£ Other serious event {specify) 7%/t / ,//g

- .
6. Duration of event; ____ Hours _ & Days o fonss o

7. Remarks:

Completid S g cadiy .

8. 3. Name of physician who provided RU-486 2. £ by,

£

7 7=
8. b. Physician's signature ; //ML @_/ 0.0
Date /‘{[/‘{// 7

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

Prescribed: §/-/2011, Rev. 12/13/12




State Medical Board of Ohio
Report of RU-486 Event

{Required pursuant to R.C. 2919,123}

Tobe completed by the physician who prcvlded RU:486

1, Dat_e RU-486 was provi‘de_d: | 70 o 1{

o

Mbﬁth a EDay

Year

2, Name of medicalbracﬁ;e or fat?lity at which .RU,~.486> w‘és provided:

; 'plé‘nnﬂ/ famnﬂpgi _

3. A;Idress of medical practice or faciiity ét,,wbhich RU-486 was ;Srov'ided: ‘

B Aubsin Aut. (e o 4219

4. Date post R_U-’:486 complication begén:

11T

S. 'E,v'enzt(s)"(Pléasve check all tﬁét apply):

E Incomplete abortion '0=?§é, H—r e 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:

Aoveted Y predh o

[y

8. a. Name of physician who provided RU-.%SG J L’,ch.",
8. b. Physician’s signature /, /iiﬁéf;‘l : é -fl DO
Bate (1Lt g
Send campleted forms to; State Medical Bdard of Ohio
Legal Department M F‘;W‘ZQ...J‘ T Te TARP

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

Prescribed: $/.-/2011, Rev, 12/13/12
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State Medical Board of Ohio
Report of RU-486 Event

{Regquired pursuant to R.C. 2919.123)

To be completed by the physician who provided RU-485

1. Date RU-486 was prdvided: ' ? - ? / y

Month B Day Year

2. Name of medical pracnce or facmty at whlch RU-486 was provided:

p'é‘nnzc/ ﬁw m’ﬂwoﬁ

3. Address of medical practice or facility at Whiéh RU-486 was pfovided :

,23:‘»{ Aubvrn Ao, 0!.«7& ot 7\(’2/?

4, Date post RU—486 comph atmn began:

o242

‘15, Event(s ) (Piease check a!i that apply}

— Incomplete abortion - Adverse reaction to RU-486  ____ Patiant hospltalized

— Patient recelved a transfusion ___ Severe bleeding

_Q Other serious event (specify) 7'/"4/ } 14 / /2 67/7 ¢ &9//// O _5_4 N7 D

6. Duration of event: __ < Hours __Days

7. Remarksf

MW/(%Y‘/ Sw:"dﬂ "&'647 .

_ o .
8. 3. Name of physician who provided RU-486 " . \ é{ / S‘(—/
8. b. Physician’s signature // 4/ / (//D [0
Send completed forms to: State Medical Board of Ohio
Legal Department
30 E. Broad St., 3" Floor MEDICAL BOARD
Columbus, OH 43215-6127 SEP §4208

Prescribed: 5/--/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 physidian who provided RU-485

1. Date RU-486 was provided: ‘ -.g ' 2 / y
Month f Day T Ve

2. Name of medical practuce or facihty at which RU-486 was prowded

Gnr\(&/ F’a/(/rf“kogag \SOM’}%M/HL Oh.o 4&4&4

3. Address of medrcal ‘practice or facility at which RU-486 was provtded

R34 Al %v(

4 Date post RU-486 comphcahon began:

316 S

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

;ﬁ‘ Incomplete abortion poSS, b‘-( — Adver;e reaction to RU-486 ___ patient hospitalized

— Patient received a transfusion ___Severe bleedihg

— Dther serious event (specify)

6. Duration of event: ___ _ Hours SO Days ( pt- monitorad. o vy -fq'w)

7. Rerharks:

W vy oracks gl mfwcgowdg

8. a. Name of physician who provided RU-4‘86 9/ /4/-/43,
% &7 '

8. b. Physician’s signature

Date .

Send completed forms to: State Medical Board of Ohio
Legal Department
30 E. Broad St., 3" Floor e
D115 ICAI_ FIE R
Columbus, OH 43215-6127 D

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-485

1. Date RU-486 was provided: (‘, [( / f

Month Day Year

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

mé‘nnﬂ/ ﬁl/{mﬂwo£

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

2314 Aubvrn A, &1\;«7&“ ot 7()/?

4. Date post RU-486 complication began:

b 12/)17

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

Incomplete abortion p 28K lo/( —Adverse reaction to RU-486  ___ Patient hospitalized
P

___Patient received a transfusion ___ Severe bleeding

—_ Other serious event (specify)

0.2 ,ﬁ/‘/$ 74’//3#*’ Wwf O ;Lv’.\nd.

6. Duration of event; ours Days
7. Remarks:
8. a. Name of physician who provided RU-486 2. /(.443,
/% (L7 fand
8. b. Physician’s signature £ VA /}’/1 \M n/,/ D.Q
Date :!Z ,/ 2'7,// f

Send completed forms to: State Medical Board of Ohio

Legal Department

MEDICAL BOARD
30 E. Broad $t., 3" Floor
Columbus, OH 43215-6127 SEP 542018

Prescribed: 5/--/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 physidian who provided RU-485

1. Date RU-486 was provided: - 4/ | ’2 4 I‘)

Month Day Vear

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

P{amch ‘ _’04"*‘ "”m‘?,@.@

3. Address of m'ediy'ca:l pratﬁce or faciylity at wy‘hich 'RU-486 was pro\l‘ided:

B Auburn Aue. (o o €219

4, Date post RU-486 complication began:

STs/1Y

5. Event(vs)' '(Pleasé check all that a‘pply):

_s/!ncomplete abortion . Adverse reaction to RU-486  ___ Patient hospitalized

. Patient received a transfusion ___ Severe bleeding

. Dther serious event (specify)

2
6. Duration of event: 2 _ Hours Days

7. Re_marks:

ot/ o p el

8.3, Name of physician who provided RU-486 t/)f. ‘ L/mé e
3. b. Physician’s signature //Zw,,, /A/A—D Ac¥al
/ "
Date
Send completed forms to: State Medical Board of Ohio

Legal Department R D
30 E. Broad St., 3" Floor MED\CAL BOA
Columbus, OH 43215-6127

uay 31 201

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 whe provided RU-485

|1. Date RU-486 was provided: ' ‘ v (
® RU- 4/ L S
Month Day Year

2, Name of medical practice or faéi!ity at which RU-486 was proﬁided:

p‘é‘rmzf ‘ /paf{pwﬂwOJs

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

B Aubuin pur. Lne' | o 4219

4 Date post RU-486 ccmp!itaﬁon began:

6/2/ ¢

s. Event(s) {Please check éll that app!y): |

%comp{ete abortion — Adverse reaction to RU-486 . Patient hospitalized

— Patient received a transfusion . Severe bleeding

—— Other serfous event {specify)

,{ #at%/ Pt orid Fire

Hours Days

6. Duration of event:

7. Remarks:

Completed Su- 8/(@/963

8. a. Name of physiclan who provided RU-486 ,/)r /;/‘/((ﬁ;—

8. b. Physician’s signature . /;f;(/f:@ " m f0.Q
Date - / Z/ / Jf//f

Send completéd forms to: State Medical Board of Ohio

Legal Department

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

JUL 28 2018

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 hy the physician who provided RU-485

1. Date RU-486 was provided: 3 49 9

Month Day Year

2. Name of m,edicalv practice or facilify at which \RU-ASG was brovided:

Plannd _foentbeodl

3. 'A’ddr,éss of medical "pracﬁ_éé or facility at which RU-486 was pyr;ov"ided:

2314 Aubuvrn  Aue. &1‘-7-;0:\/ oH ‘/(,2/?

4 Date post RU-486 combli»ca,ﬁ\on' began: / '
413/;%

5. Event(s} (P‘lea‘se,c:h'e’cvk all that appiy):

_f%ncomplete abortion . Adverse reaction to RU-486 —. Patient hospitalized

~— Patient received a transfusion {"Severe bleeding

~— Other serious event {specify)

6. Duration of event: Hours I Days AT i ~ [ 4

7. Remarks:

8. a. Name of physician who provided RU-486 L, L )f‘ Qéy
A7 i - i TN
/ !
8. b. Physician’s signature b O&Cé{? ‘. 2D /Do
Date ‘/ / L// / ’(
Send completed forms to: State Medical Board of Ohio
Legal Department
30 E. Broad St., 3" Floor /D
Columbus, OH 432156127 CAL gOR
\\,’\.‘:’—D\ 3
add i

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-485

1. Date RU-486 was provided: 3 2¢ i f

Month Day Year

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

p[a‘nnwﬂ foﬂ\/—(mﬂwoyv

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

2814 Aubvrn Aut. (oo OH “7’\(/’/7

4. Date post RU-486 complication began:

e

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

'_A'lcompiete 3bortion —_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:

/‘»(Solhuﬂ 4 ’20\1'/" [/9?( J{W'\So/oyb/

D

8. a. Name of physician who provided RU-486 (/)/'- /v/é (;ﬂ—

8. b. Physician's signature —f U/V/////K/M 41\# (a¥a)
Dat[ J'//jz ,,[ -

Send completed forms to: State Medical Board of Ohio

Legal Department

30 E. Broad St., 3" Floor MEDICAL BOARD
Columbus, OH 43215-6127
MAY 21 2018

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




State Medical Board of Ohio
Report of RU-486 Event

{Required pursuant to R.C. 2919,123)
Tobe complated by the physidian who provided RU-435

1. D'afé RU~486 was provided: k 3 - | g ' I‘Q
Day

Mo nth Yea‘r

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

. P‘énn(/ far{nﬁwqu

13. Add;ess of medical pracﬁce orfacility at which RU-486 was provided;

IS Auburn Ay, e ot #2/9

4. Date post RU-486 ¢omblication began:

o~ dlgs Cnotibicd by pt. on 416 )

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

—Incomplete abortion —— Adverse reaction to RU-286 ___ patient hospitalized

-~ Patient recelved a transfusion ./ Severe bleeding

. Other serious event {specify)

6. Duration of event: Hours (’Z‘J Days

fZ{én:iarks: ‘ _ ,
infor /WJ«( b‘a P f. @ 1z a0nr . Tt v })r&/ . Aa-n den
dw}v1‘( Mb,‘q l’\‘: 0’( Q Q )9 QZ(’, 7‘;2:“/)\\ 741‘&1.9\

8. a. Name of physician who provided RU-486' , ;)f 434/)/

8. b. Physician’s signature -+ ZI// /4/4 _ . —bD /D
L Date — ﬁf// f// /4

Send completed forms to: State Medical Board of Ohio

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

Preseribed: 57.-/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-485

1. Date RU-486 was provided: R LY ¥
Month Day Year

2. Name of medical practice or facility at which RU-486 was provided:
p‘ ann (/ foﬁf{ mﬂwoﬁ

3. Address of medical practice or facility at which RU-486 was provided:
B Aubvin Aue. (e ot 4219

4. Date post RU-486 complication began:
S/2/1Y
5. Event(s) (Please check all that apply):

£ Incomplete abortion /7%; /1{ . Adverse reaction to RU-486 — Patient hospitalized

—Patient received a transfusion — Severe bleeding

— Other serious event (specify)

6. Duration of event: 172’ Hours Days

7. Remzrji \,PM"!' ‘(v K d’)r

.

8. 3. Name of physician who provided RU-48i/ 2 /& I

Fd
ﬂ /D.0
=7 ¢

8. b. Physician’s signature # % .,

Date 3//51//?

Send completed forms to: State Medical Board of Ohio

Legal Department

30 E. Broad St., 3"’ Floor '\.4ED'CAL BOARP

Columbus, OH 43215-6127 MAR 2 & 20°¢

Preseribed: 5/--/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-485

1. Date RU-486 was provided: [ 2¢ [ ?

Month Day Year

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

»!O'an(/ Ipb\/{mﬂwooq

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

B Auvbvin At (oo oH 4219

4. Date post RU-486 complication began:

2l¢l3

S. Evenf{s) (Please check all that apply):

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

— Patient received a transfusion ___ Severe bleeding

— Other serious event (specify)

6. Duration of event: VQ/ Hours Days
7. Remarks:
8. a. Name of physician who provided RU-48 ;fé‘ ,é/-/-(;)/
8. b. Physician’s signature i Jé{,;, QM/n// a¥a)
Date 0?I/o”- /’//p > —‘
Send campleted forms to: State Medical Board of Ohio

Legal Department

30 E. Broad St., 3" Floor FEB v o ...

Columbus, OH 43215-6127

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




