State Medical Board of Ohio
Report of RU-486 Event

S A {Required pursuant to R.C. 2919.123)

To be completed by the physidan who provided RU-435

1. Date RU-486 was provided: %] 04 2020

Month Day Vear

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

P'é‘nnléﬂ ﬁi.f»( w‘ﬂmo&

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

23 Auburn  pui. (Ao ot 4$21T

4. Date post RU-486 complication began:
O/ / /Y / 202y

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

£ Incompieie abertion / ﬁi: /1 LC‘ ____Adversereaction to RU-4856 ____ Patient hospitalized

Patient received 2 transfusion Severe bleeding

___ Other sericus event (specify}

far Frsasirnd
6. Duration of event: Z __Hours Days
7. Remarks:
8. a. Name of physician who provided RU-486 L. latoy,
l‘ft:’ //_. ’ 7N
3. b. Physician’s signature /A ALy AA DL/DO
Date //7 ‘/// 20 Z¢
Send completed forms to: State Medical Board of Ghio

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

Prescrived: 34--/2011, Rev. 12/13/12

MEDICAI BOAR[




State Medical Board of Ohio
Report of RU-486 Event

{Required pursuant ta R.C. 29192.123)

To be completed by the physician who provided RU-425

1. Date RU-486 was provided:

/ 9 20 ko
Y

Month 02 Year

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

p' (a‘nn/c(j Ip&l/{ ﬂﬁboﬂ

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

2311 Auburo Aot (A ; ot/ ‘7’-(»2/?
4. Date post RU-486 complication began:

, 1/ 2o/ 2020

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

M;!ncompleie abortion //;7 /( / —_Adversereaction to RU-486 __ Patient hospitalized

Patient received 2 transfusion Severe bleeding

___ Other serious event {specify}

6. Duration of event: Z Hours Days

7. Remarks:

/ . 2/
('2,/‘/’) / ‘/ (4/ J/ J’) ('&,-(/6@[)

8. a. Name of physician who provided RU-486 . J }/ /i i A »’-) )
8. b. Physician’s signature /L (el ('/‘ Z /M n,)_/ DO
£ /s0fz0e”
Date A4 f 3L AACE,
Send completed forms to: State Medical Board of Ohio

MEDICAL BOARD

tegal Department
30 E. Broad St., 3" Floor
Columbus, QH 43215-6127

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-425

1. Date RU-486 was provided: c_/ ) 9

Month Day

Year

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

Plannd  Farenthood

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

234 Aubsrn A, (Moo ot #E21T

4. Date post RU-486 ¢complication began:
4/ 2420

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

Patient received 2 transfusion Severe bleeding

____ Other sericus event (specify)

Q Incomplete abortion ___Adversereaction to RU-486 ____ Patient hospitalized

6. Duration of event: A Hours Days

7. Remarks:

complttd L P cotligy

8. a. Name of physician who provided RU-486 L /s ,7/},

8. b. Physician’s signature Y Lo /4,, (s D4 0o

"N
Date :\-/] ITAZU

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

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

MEDICAL BOARD
JUN 0 5 2020




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

{Reguired pursuant to R.C. 2919.123)

To be completed by the physician who provided RU-486

1. Date RU-486 was provided: of / .}

Ve

Month Day

Year

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

p'é‘nn// Ip&v{ #’)ﬁ\OOﬂ

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

DB Aubvrn pus. (e OF 6’\(3/?

4. Date post RU-486 complication began:

/282

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

12 Incomplete abortion ____ Adverse reaction to RU-486 ___ Patient hospitalized

Patient received 2 transfusion Severe bleeding

___ Other serious event (specify)

6. Duration of event: / ___ Hours Days

7. Remarks:

8. a. Name of physician who provided RU-486 /(/,/J z/‘}

fusdino

7
8. b. Physician’s signature 2/54:4(/2;71 2

Date / /i / f’lj 44 A\C’/

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

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

MEDICAL BOARD

JUL 10 2020




State Medical Board of Ohio
Report of RU-486 Event

To be completed by the physician who provided RU-485

(Reguired pursuant to R.C. 2919.123)

1. Date RU-486 was provided: of

22 v

Month

Day Year

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

P'[{nn!&" f”ﬂ/»( m(lvoﬂ

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

2814 Auburn  Aui. (e o 4219

4. Date post RU-486 complication began:

/. 1‘}'/ 7Y

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

Patient received a transfusion Severe bleeding

___ Other sericus event (specify}

Ancomglete abortion — Adverse reaction to RU-486 ___ Patient hospitalized

6. Duration of event: 2 Hours Days

7. Remarks: )
Cony Lted Lo i (a,z,’-aj

8.a. Name of physician who provided RU-486 , /(6)/5?

8. b. Physician’s signature b'é:’L%/Z;/

J—/(Q//zc‘ e

Date

Send completed forms to; State Medical Board of Chio
Legal Department
30 E. Broad St., 3" Floor
Columbus, CH 43215-6127

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

D
JEDICAL BOAT

v 5 7000




State Medical Board of Ohio
Report of RU-486 Event

{Reguired pursuant to R.C. 2918.123)

Tebe completed by the physidan who provided RU-485

1. Date RU-486 was provided: oY 2< 74,9

Month Day Vear

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

P‘é‘nn/&é f’am P‘)ﬂbooq

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

28 Auburn Aue. Cine' ot 4$2/9

4. Date post RU-486 complication began:

/ °/ Z5 /70/7

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

ﬁ Incomgplete abom‘o?/ /?m & ‘() - Adverse reaction to RU-486 ___ Patient haspitalized

Patient received 2 transfusion Severe bleeding

—_ Other serious event {specify)

"Z Days

6. Duration of event: Hours

7. Remarks:
— = ) ot - D A SO /f >
6l med B gl was ot o Fave ot cive

8.a. Name of physician who provided RU »//). Ko (/V}

-48
8. b. Physician’s signature . AZZC/ M/«/ 41 n)l Do

Bata i //){7/%)1/0(

Send completed forms to: State Medical Board of Ghio

Legal Department MED|CA[ ROARD

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

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 physician who provided RU-486

1. Date RU-486 was provided: bt i3 L
Memh Day Year

2. Name of medical practice or facility at which RU-486 was provided:
p‘é‘nn/J foﬂ/{ r’)ﬂ\ﬁa&

3. Address of medical practice or facility at which RU-486 was provided:
B Auburn Auwe. (o ot 4219

4. Date post RU-486 complication began:

Lo ‘ 24lao
S. Event(s) (Please check all that apply):

}7{ Incompiete abortion ___ Adverse reaction to RU-486 ____ Patient hospitalized

Patient received z iransfusion Severe bleeding

____Other serious event (specify)

6. Duration of event; Z- Hours Days

7. Remarks: (’o,,wpuf:c(’ Sl 1'5‘ < CLE-L}

8. a. Name of physician who provided RU-486 Dr @ v("’vl'
8. b. Physician’s signature // LAL 2, A(Aﬁ /DO
Date ¢L2 AR

Send completed forms to: State Medical Board of Ohio

Legal Department

30 E. Broad St., 3 Floor MEDICAL BOARD

Columbus, OH 43215-6127

JUL 10 2020

Prescribed: §/--/2011, Rev. 12/13/12




State Medical Board of Ohio
Report of RU-486 Event

{Required pursuant to R.C. 2818,123)

Yo be completed by the physician who provided RU-485

1. Date RU-486 was provided: _7- /3 20

* Month Day Year

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

p‘é‘nmlj ﬂﬂ/{mﬂwoﬂ_ .

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

28 Aubwrn e (oo of 4219

4. Date post RU-486 complication began:

?’/&b/w

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

1‘/_7 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 < ) &,/f "4’
8. b. Physician’s sighature . .- ,,/'.4, ,.4,.2/2, R ALD Do
Date /4/ 7/ 2070 :
Send campleted forms to: State Medical Board of Ohjo - ' _
Legal Department MEDICAL BOARD

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

Prescribed: 5/-+/2011, Rav. 12/13/12

AUG 31 2020




State Medical Board of Ohio
Report of RU-486 Event

{Required pursuant to R.C. 2919.123)

Tobe completed by the physician who provided RU-435

1. Date RU-486 was provided: 9 /2 20

Month Day Year

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

P{é‘nnlcﬁ fpﬂ/{mﬁw0£

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

2314 Auburn Ao, Une | ot 4219

4. Date post RU-486 complication began:
9/ 23 Jro

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

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

— Patient received a transfusion ——. Severe bleeding

~ Other serious event (specify)

6. Duration of event: 2 Hours Days

%emarks:

AN

8. a. Name of physician who provided RU-486 /Jﬂ« //&; /J =

8. b. Physician’s signature %ﬁé ‘_5/ /bQ

Date //?,/ZJI’/Z//M!

— |

Send completed forms to: State Medical Board of Ohio RD
Legal Department MED‘CAL BOA
30 E. Broad St., 3 Fioor NOV 09 2020

Columbus, OH 43215-6127

Preseribed: $/-/2011, Rev. 12/13712




State Medical Board of Ohio
Report of RU-486 Event

{Required pursuant to R.C, 2919.123)

“oube zomplered by the physician who provided RU-4g5

1. Date RU-486 was provided: 6) rG
‘ Month Day Year

2. Name of medical practice or facility at which RU-486 was provided:
p'é‘mn(éf /pa/{mﬂwocg» '

3. Address of medical practice or facility at which RU-486 was providead:
B Auvbven Aue. Cing'  of A2 /9

4. Date post RU-486 complication began:
/2 / ¢ / P2
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: 2 Hours Days ]
— —
7. Remarks:
8. a. Name of physician who provided RU-486 - /{/Ji//f )
8. b. Physician’s sighature M @ DO
Date //)/?/Kl’/ Lo
— |

Send completed forms to: State Medical Board of Ohio

LegaiD )

£gai Department MED' C AL BO ARD
30 E. Broad St., 3" Fioor
Columbus, O 43215-6127 NOV 09 2028

Prescribed: 5/-/2011, Rev, i2/13/12




