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-486

1. Date RU-486 was provided: G B & C\g

Month Day Year

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

Prederon

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

2000 Shaker BY. Cleyeland o4 4420

4. Date post RU-486 complication began:

%1(0\\%

i
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)

6. Duration of event: % Hours Days

7. Remarks:

8. a. Name of physician who provided RU-486 W\D(\x(_‘ . KahsulK, AN
/

8. b. Physician's signature m f/”/’f’ o MD /DO

‘/Date ——>5J-€2Q

Send completed forms to: tate Medical Board of Chio
Legal Department
30 E. Broad St., 3" Fioor
2915~ ~ I
Columbus, OH 43215-6127 MEDICAL BOARI:
T 4

Prescrivec: 5.--/2031, Rev. 1271312




State Medical Board of Ohio
Report of RU-486 Event

{Requirec pursuant te R.C. 282%.123}

Tc be completed by the physician whe provided RU-486

1. Date RU-486 was provided: ) g l 5 20l 8

Maonth Say Year

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

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

19060 Qnaker Blvd. Clevdand, 0B 44120
4, Date post RU-486 complication bagan: '
G55

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

Incomplete abortion Adverse reaction toc RU-488 Patient hospitalized

Patient received z transfusion Severe bieading

Other serious event {spacify)

6. Duration of event: 5 Hours Days

1 7. Remarks:
1

i K
! i

8. a. Name of physician who provided RU-486 Maon. gue Asuke . D
i [ 9] 7
i8. b. Physician’s signature /%’&[Pﬂff U MO /DO 'j

Send completed forms to: wate Medicai Board of Ohio

Lega! Department

30 £. Broad St.. 37 Fioor

1
v




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-486

1. Date RU-486 was provided: 0§ o O\ IO
Day

Month Year

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

Preerm

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

13000 Shaker BlWid Cleve\and, O 44120

4, Date post RU-486 complication began:

(o/q[;zo\‘g

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

\/incomplete abortion ___Adverse reaction to RU-486 ﬁﬁent hospitalized

‘/Se'vere bleeding

‘/Patient received a transfusion

——

____ Other serious event {spacify)

a Days

6. Duration of event: Hours

7. Remarks:

8. a. Name of physician who provided RU-486 Mo l{\)b Madkso Ka 4 MDD
2Tl 2 (adina

ool —LLIE)IE

8. b. Physician’s signature

{

Send completed forms to: tate Medical Board of Ohio
Legal Department
30 E. Broad St., 3™ Floor MEDICAL BOARD
Columbus, OH 43215-6127
/ JUN 2 6 2018

Prescribed: 5.--/201. Rev. 22/23/12




State Medical Board of Ohio
Report of RU-486 Event

{Reguirec pursuantte B.C. 281£,123;

7t be completed by the physician whe providec RU-486

1. Date RU-486 was provided: 0% ’4{ S0\ %

Montn Say Year

2. Name of medical practce or facility at which RU-286 was providad:

Yreterm

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

\2000  ShheKer B\vc\. Q\evt\&f\f),OH 44120

4. Date post RU-486 complication began:

%29 1%

¥

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

\/Incompiste abortion Adverse rzaction to RU-4RS Patient hospitaiizes

Patient received & transfusion Severe bleeding

Other serious event (specify)

. Lj
6. Duration of event: I Hours Days

7. Remarks:

;58‘ a. Name of physician who provided RU-486
18. b. Physician’s signature L7

Da

Send completed forms to: State Medica! Board of Ohio
Lega: Department
3C E. Broad St., 3 Flaor
Columbus, OH 43215-8127

MEDICAL BOARD
~ SEP 18 2018




