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 ,_;)(a 2¢1 &

Month Day Year

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

QO.(‘F‘@Q CC\*{ "}\:"Q"‘h’“’ﬁ?)\— 'chr"

3. Address of medical practice or facility at which RU-486 was provided:
oo . dyivin A Aee.
Taltds, ch 3L

4, Date post RU-486 complication began:

O& [ 80| Dol

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

ﬁ Incomplete abortion . Adverse reaction to RU-486  ___ Patient hospitalized
___Patient received a transfusion  ____Severe bleeding

___Other serious event {specify)

Hours Q Days

6. Duration of event:

7. Remarks: ‘“W NG\% ':\:)’: C &/LW\-‘)\\:‘-GF\ . ¢ (A?b‘&&,&.(_'.;‘—'l—»&‘

8. a. Name of physician who pm\;? RU-486 /! O b A AJ uaaal lt,

¢ / - 741 M7 , M.D{D.O____.

8. b. Physician’s signature

Date __ IQQZ?:OIQ) ~

Send completed forms to: State Medical Board of Ohio

Legal Department
W) § o )
30 E. Broad St., 3" Floor VI=DICAL BC, vy

Columbus, OH 43215-6127 APR 1.3 208




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 a1 201¢

Month Day Year

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

Capad Core Wetwar b ot Toledo

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

WO Lo Sypbtou Ae.

4. Date post RU-486 complication began:

Olo-02-1%

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

__6'_ incomplete abortion ___Adverse reaction to RU-486  ___ Patient hospitalized
___Patient received a transfusion ~ ___Severe bleeding

___Other serious event {specify)

6. Duration of event: CS Hours Days

7. Remarks: NXQ,QM{UL‘K W ab. ot regie sk o+

WE Confuuted 2 Cokpuhions
wiwBl4

8. a. Name of physician who provided RU-486 /] AL

/ N N i
8. b. Physician’s signature % A v ,‘L'é‘%‘/ A @D.O__,
Date ( /fﬂ _(_'7_{__‘:1 \ o

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 Day Year

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

C&P\m Core Wothur L Toedo

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

WO We. Syluenia Ae Toleda OH G3bix

4. Date post RU-486 complication began:
05(23|2012

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

___Incomplete abortion . Adverse reactionto RU-486  ____Patlent hospitalized

___ Patientrecelved a transfusion  ___Severe bleeding

§_Other serious event (specify) Fﬁg\‘\ Q W(i t(g_:_g AVJ-{ \0e)

6. Duration of event: Hours Z— Days

7. Remarks: SU\VQ‘CM OborTon CO/Y\")R:F?LI 9N
G515 /208 -
GokoI30

8. a. Name of physician who prowded RU;486 Ll \—Q Ann k)_l__in o \ly
) 2 z 2% 1
8. b. Physician’s signature ; | { / M.i) D.O___

Date ‘f/l‘;//@

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

- ided: c
1. Date RU-486 was provided: o5 Dq_ 1%
- Month Day Year

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

Q&?tsﬂ& Core Wektoock & Toledo

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

WO w.Syivana Rve - Taledoy oR BllL

4. Date post RU-486 complication began:

06/12[18

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

‘ﬁ incomplete abortion ___Adverse reactionto RU-486  ___ patient hospitalized
___Patient received a transfusion  __ Severe bleeding

___Other serious event (specify)

6. Duration of event: 0’2— Hours Days

7. Remarks: U . LL‘-C_ m d ,M Oy C.ca.uy’hfhl . f (‘uwrb‘(c%w.{

Mo 0727

Nuanallq

8. a. Name of physician who prov:URU

’):’ * _.;'A'
8. b. Physician’s signature ‘_/:\ LA™ / | »/é M2 @/DO

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

MEDIC
JUN 26208

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

{Required Pursuantto ORC 2919, 123)
Ta be completed by the physiian wha provided RU-485

1. Date RU-486 was provided: 0(9 | A _Qoly
Men

Pay Year

2. Name of madical Practice or facility at which RU-486 was provided:

Core Lahoorlc T Ledo

3. Ad

dr,
H

css of medzcal pract:ce orfaci xty at which Ru—486 was provided:

Mleano eds oH 43l ._

4. Date post RU-486 complication began:

09-13-19

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

- Incomplete ahortion ~——Adverse reaction to RU-488  _ patiens haspitalized
— Patient received 3 transfusion —Severe blgeding

~Other serious evene (spedify)

6. Duration of event: Hours l - Days

7. Remarks: "mew( mMad | Cal %rﬁou

8. a. Name of physician who pydﬁ% 4 Aon N Mnc\o-!‘%
8. b. Physician’s signature [ /N (A~ /) : HD £ 4 @D.O
Date ..\/__&Z__YZ/ 4

N 7/

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




- 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

e

w . -
1. Date RU-486 ided: Z
ate was provi S’ (‘t?/

Month Day Year

2. Name of medical practice or facility at which RU-486 /vas provided:
{i" ] Q’u//l 44 INAN waqu

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

1 27) ) I A ‘
Al Owiy gyde3
4, Date post RU-486 com7lica on began:
Vel
5. Event(s) (Please chigcKall that apply):

chu,'?//

___ lacomsplate abortion . Adverse reaction to RU-486 ___ Patient hospitalized

.. Patient received a transfusion ___‘Severe bleeding

¥
. Other serious event (specify) __[W%

6. Duration of event;: Hours Days

7. Remarks:

)

8. 2. Name of physician who provided RU-486. .-~ ‘
o l/’,\ .
8. b. Physician’s signature - ‘//?) /N @Lﬂ.{:\_‘

Send completed forms to: State Medical Board of Ohio -
. ‘ ) 3.
" . Legal Department s ol 0
P LT S N
30 E. Broad St., 3" Floor . AR S .
\ ! ~

Columbus, OH 43215-6127

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




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

(Required pursuant to R.C, 2819.123)

To be completed by the physician who provided RU-486

1. Date RU-486 was provided: 3 ?( /S/

Month Yeé/r

2. Name of medical practice or facslsty at which RU-486 wgs? ngg\%ﬁ EOH'O }}’OMENS CENTER

2127 STA iERD
CUYAHOGA FALLS, OH 44223

3. Address of medical practice or facility at which RU-486 waﬁBPJblﬁé%T 0“’0 WOMENS CENTER

2127 STATE RD
CUYAHOGA FALLS, OH 44223

4. Date post RU-486 complication bedan:

Ml

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

,%omplete abortion —— Adverse reaction to RU-486 — Patient hospitalized

— Patient received a transfusion — Severe bleeding

. Other serious event (specify)

6. Duration of event: 3’* Hours Days

7. Remarks: ) Mge

8. a. Name of physician who proviéi U-4 /

8. b. Physician’s signature

N

Date <7g.y/ /LY/// MD /DO

II‘I

Send completed forms to: State Medical Board of Oh:o

P, PEAR
- Legal Department e AL BOARU

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

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




