State Medical Board of Ohio

- RE o {Required pursuant ta R.C. 2919.123)

To be completed by the physician who provided RU-485

Report of RU-486 Event

1. Date RU-486 was provided: /

260 X<

Maonth

Day

Year

Pf ann zcﬂ ﬁw mﬁmooq

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

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

23 Aubvcn Aui. (e of 7219

4. Date post RU-486 complication began:

Patient received a transfusion Severe bleeding

—__ Other serious event {specify}

5. Event(s) (Please check ali that apply):
- /7
_{’:’ Incomgpleie abortio?/jﬂ,’z 7 An —__Adverse reaction to RU-486 ___Patient hospitalizeg

6. Duration of event: 2 Hours Days

7. Remarks:
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.

8. a. Name of physician who provided RU-485 )' v
pig
8. b. Physician’s signature o — é{_n‘ D0
Date //é //7 o
Send completed forms to: State Medical Board of Ohio

Legal Department
30 E. Broad St., 3” Floor
Columbus, GH 43215-6127

Prescribed: 3/--/2011, Rev. 12/13/12

MEDICAI BOARD




State Medical Board of Ohio
Report of RU-486 Event

{Required pursuant to R.C, 2915.123)}

To be completed by the physician who provided RU-486

1. Date RU-486 was provided: g Q 20

Month Day Year

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

pié‘nm(&% Ipé\f{m’ﬁaoocﬁ

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

231 Aubuen Aui. ool oH (219

4. Date post RU-486 complication began:
F2H 1o

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

_(ﬁ Incompiete abortion .- Adverse reactionto RU-486  ___ Patient hospitalized

— Patient received a transfusion ___ Severe bleeding

. Other serious event {specify)

6. Duration of event: 4 Hours Days

7. Remarks:
i
8. a. Name of physician who provided RU-486 vﬂf : bn/
8. b. Physician’s signature /o MO /DO
Date ’7/'7%0
Send completed forms to: State Medical Board of Ohio

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

Prescribed: $/--£2011, Rev. 12/13/12




State Medical Board of Oh_io
Report of RU-486 Event

(Required pursuant to R.C. 2818.123)

To be completad by the physician who provided RU-485

—

1. Date RU-486 was provided: S 20 9¢
Month Day Year

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

3. Address of medical practice or facility at which RU-486 was provided:
B Aubura  fue. [hne , of H(2/9

4. Date post RU-486 complication began:
AEIr
S. Event(s) (Please check all that apply):

— Incomplete abortion - —. Adverse reaction to RU-486 . Patlent hospitatized

— Patient received a transfusion pSevere bieeding

. Other serious event {spedify)

6. Duration of event: i 3 Hours Days ‘J
7. Remarks: f

AN

8. a. Name of physician who provided RU-486 Dr- br /o
M
8. b. Physician’s signature / MD. /DO
Date ‘7// 7“777’9

Send completed forms to: State Medical Board of Ohio ]

Legal Department ED\CAL BOARD

30 £. Broad St., 3™ Floor M

Columbus, OH 43215-6127 AUG L 72010

Preseribed: 5/--/2013, Rev. 12/13/12




State Medical Board of Ohio
Report of RU-486 Event

{Required pursuant to R.C. 291%.123)

To be completed by the physician who provided RU-485

1. Datg RU-486 was provided: /! ,7/ 2
Ml

Month Day Year

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

P‘d‘nnm/ ,pﬁ/{m%wo&

3. Address of medical practice or facility at which RU-486 was provided:
BM Avbven pus G op 4219
4. Date post RU-486 complication began:

241/ 20
5. Event(s) {Please check all that apply):

_'Q Incomplete abortion ~w Adverse reaction to RU-486 —Patient hospitalized

—. Patient received a transfusion - Severe bleeding

. Other serious event {specify)

6. Duration of event: c)/ Hours Days

F/’Kemarks: : ]

AN

8. a. Name of physician who provided RU-486 ﬂ/. : e

8. b. Physician’s signature ﬁ @/ Do
Date Z. //7429

Send completed forms to: State Medical Board of Ohio

legal Department .
30 E. Broad St., 3" Floor MEDICAL BOARD

Columbus, OH 23215-6127 NEC Y 8 2020

Prescribed: $/--/2011, Rev. 12/13/32




