State Medical Board of Ohio
Report of RU-486 Event

{Reguired pursuant to R.C. 2919.123)

Te be completed by the physidan who provided RU-485

1. Date RU-486 was provided: oY < 259
ftonth Day Vear

2. Name of medical practice or facility at which RU-486 was provided:
p'({nn/@l} Ipa/{ Mﬁboﬂ

3. Address of medical practice or facility at which RU-486 was provided:
2314 Auburn Auwt. (e ’ of! L/\C?’/?

4. Date post RU-486 complication began:
/ 0/ Zs /70/7

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

)_4 Incomplete abortioq/ ./24 [( ‘U . Adverse reaction to RU-4856 ___ Patient hospitalized

Patient received 2 iransfusion Severe bieeding

____ Dther serious event {specify)

”Z Days

6. Duration of event: Hours

7. Remarks:

e med b gt was out A FAos 4 ol e

il
8.a. Name of physician who provided RU-487 / e /Q.TCI/ v}
/ / /0
8. b. Physician’s signature J//Z M//y @)I Do
Date /{/)7 [.7 /Z/C‘I l/()
Send completed forms to: State Medical Board of Ghio

MEDICAL BOARD

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

Prescrived: 5/--f2011, Rev, 12/13/32




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-485

1. Date RU-486 was provided: I Y

20/9

Menth Day

Year

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

P'ﬁrm 1/ f’ar{ mﬁwoﬂ.

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

Y Aubvrn Aus, One  OF ’7"(2/?

4. Date post RU-486 complication began:

L[5/ 20

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

S;L Incompleie abortion /’ﬁq & ‘() __Adverse reaction to RU-486 ____ Patient hospitalized

Patient received 2 transfusion Severe bleeding

____ Dther serious event {specify)

A For Y
6. Duration of event: °z Hours Days

7. Remarks:

(o ompluted S g @y

8. b. Physician’s signature

e
8. a. Name of physician who provided RYj- [ e 1) Vel
C—_ 7

| i U
Date (" M l:a>
Send completed forms to: State Medical Board of Ohio

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

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

MEDICAI BOARI




State Medical Board of Ohio
Report of RU-486 Event

{Reguired pursuant ta R.C. 2919.123)

To be completed by the physician who provided RU-425

1. Date RU-486 was provided: y 2 25 20

Month Day Year

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

Plé‘nn// ff)ﬂf{ mnwo£

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

234 Auburn Aot (oo OF 9/.(,’2/7

4, Date post RU-486 complication began:

5. Eveni(s) (Please check all that apply):
7

X g f . N
_K’ Incompleie abortiony 722 7 A,« __ Adversereaction to RU-486 ___ Patient hospitalized
___ Patient received 2 transfusion ___ Severe bleeding
___ Other serious event {specify}
6. Duration of event: “2 Hours ] Days

7. Remarks:

{Opy) )/'/t /’! 6/ Sor ‘_(j/"i/f— (;()/

L

8. a. Name of physician who provided RU-486 b o'
275 -
3. b. Physician’s signature 4 e @Q‘J DO
Date 1;/,2?[/7" e
Send completed forms to: State Medical Board of Ohio

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

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

MEDICAL BOARD




State Medical Board of Ohio
Report of RU-486 Event

{Reguired pursuant to R.C. 2919.123)

Ta be completed by the physician who provided RU-426

1. Date RU-486 was provided: ) ; 2o
Month Day Vear
2. Name of medical practice or facility at which RU-486 was provided:
P'd‘nn!&ﬁ /pﬂ\/{ ﬂﬁvoﬂ
3. Address of medical practice or facility at which RU-486 was provided:
2314 /f’ubv//‘ Aus. VY ) o1/ V\()/?
4. Date post RU-486 complication began:
5. Event(s) (Please check all that apply):
___Incompleie abortion ___ Adverse reaction to RU-486 ___ Patient hospitalized
____ Patient received 2 transfusion _%Severe bleeding
___ Other serious event (specify)
6. Duration of event: ’l Hours Days
7. Remarks:
8. a. Name of physician who provided RU-486 ) , et
8. b. Physician’s signature /\ MD /DO
( 428 2¢Q
Date X &, T

Send completed forms to:
Legal Department
30 E. Broad St., 3* Floo

State Medical Board of\bh

r

Columbus, CH 43215-6127

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

io

MEDICAL BOARD
0 & 2020

. . S e - A}



State Medical Board of Ohio
Report of RU-486 Event

{Required pussuant to R.C. 2919.123)

To be completed by the physician who provided RU-435

1. Date RU-486 was provided: ol 04 2070

Month Day Vear

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

3. Address of medical practice or facility at which RU-486 was provided:
23iY /fubuf/' Awt., (A ) Of/ L/‘("“)/?

4. Date post RU-486 complication began:
O / ] Y/ 202y
5. Event(s) (Please check all that apply):

_£ Incompiete abortion / ,/:(;: [! "C, ____Adversereaction to RU-486 __ Patient hospitalized

Patient received 2 transfusion Severe bleeding

___ Other sericus event (specify}

g for Aot

6. Duration of event: Hours Days
7. Remarks:
8. 3. Name of physician who provided RU-486 , L. i b Y
Dy R
8. b. Physician’s signature ;// iAoy é/n,’ /DO
Date ////?’ "//'// 26 2
Send completed forms to: State Medical Board of Chio
MEDICAI BOARD

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

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




U State Medical Board of Ohio
-+ Report of RU-486 Event

{Required pursuant to R.C. 2912.123)

To be completed by the physician wha provided RU-425

1. Date RU-486 was provided: / 4 20 20

Month Day Year

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

p'é‘nnlc(j Ipdi/{ m’f/lpooq

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

Y Auburn Aws. (ne ot 4219

4. Date post RU-486 complication began:
]/ 5 O/ 2020

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

_\éf’lncompleie abortion /f% Z/ r(/ __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:

(’xbﬂ/f / C/ ("/ J/ d”."&"c{{"/[)

8. a. Name of physician who provided RU-486 ; J }/ /;', ., /// i -
8. b. Physician’s signature /( el L(i ya /M n)/ DO
[ /)20
Date B 5 4 C0 O ]
Send completed forms to: State Medical Board of Ohio
‘ ' MEDICAL BOARD

Legal Department
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-485

1. Date RU-486 was provided: 2 2 C

Month Day Year

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

P' 4nin my fﬁf{ mﬂwoﬂs

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

I Auburn Aot (oo oH 4219

4. Date post RU-486 complication began:

;;i:zl 1%,

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

_Z Incompleie aborﬁon/ﬁu LLLQ ___Adverse reaction to RU-486 ___ Partient hospitalized

Patient receijved 2 transfusion Severe bleeding

___ Other serious event {specify)

6. Duration of event: 2 Hours Days

7. Remarks:

Compld?  Sur 0 Ay

8. 3. Name of physician who provided RU-486 '.)f ; oézo’.(& /th/i//ly

8. b. Physician’s signature %‘NVM! ,/— MD /DD

Date <Q 4{':”10

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

Prescribeg: 5/~/2011, Rev. 12/13/13

MEDICAL BOARD
APR 24 2020




Sy 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: _3 3 20

Month Day Year

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

Planpd  Farerthoodl

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

2314 Aubwrr A, &%dj ot/ "7/\('2/?

4. Date post RU-486 complication began:

Bll’r/w

5. Event(s) (Please check ail 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

e

7. Remarks:

C;Dwv,ef(iff/ Lo 5‘ CWL{‘T

8. 3. Name of physician who provided RU-486 aDr : LQ"M S(/z
8. b. Physician’s signature ﬂ : @LD.O__
b
Date ?/ / ?./ s~
Send completed forms to: State Medical Roard of Ohio

Legal Department

30 E. Broad St., 3" Floor

Columbus, OH 43215-6127 MEDICAL BOARD
APR 20 2020

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




State Medical Board of Ohio

Report of RU-486 Ev

{Required pursuant to R.C. 2919.123)

To be completed by the physician who provided RU-485

ent

1. Date RU-486 was provided: "f 3

Month Day

Year

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

p'annlf IpL\/{ m'ﬂwoﬂ»

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

23 Auburn  pue. (Moo oF 4219

4, Date post RU-486 complication began:
S 6}/ 20

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

___Patient received 2 transfusion Severe bleeding

___ Other serious event {specify)

LQ Incomplete abortion ____Adverse reaction to RU-486 ____ Patient hospitalized

6. Duration of event: Hours ;Z' Days

7. Remarks:

Cmottd  sutgiclly

8. a. Name of physician who provided RU-486 —_— /‘_Z/n Jafy

-

8. b. Physician’s signature

D /no

Date it / LA

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 10 020




e 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-285

1. Date RU-486 was provided: o o 23

Month Day Year

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

p‘l{nnzf l”cw mf/[woﬂ

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

B Auburn  Aue. (e o 4219

4. Date post RU-486 complication began:

<7 4/v

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

___Incomplete abertion __Adverse reaction to RU-486 ___ Patient hospitalized

Patient received a transfusion ¢ Severe bleeding

____ Other sericus event {specify)

€. Duration of event: Hours Days

7. Remarks: )
. [,
koo d count clicucaeck

8. a, Name of physician who provided RU-485 Pt
8. b. Physician’s signature /\( ) fMﬂ) /DO
ysician’s signa 7~ \/(_,,/l £ :
Date § /2¢%0
Send completed forms to: State Medical Board of Ohio

Legal Department

30 E. Broad St., 3 Floor MED\CAL BOARD

Columbus, OH 43215-6127
JUL 10 2020

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




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-485

1. Date RU-486 was provided: ,_1/ » / A 25
Month Day Year

2. Name of medical practice or facility at which RU-486 was provided:
p‘ a‘nrwJ Ipé\/{ m’ﬂm;ﬁ

3. Address of medical practice or facility at which RU-486 was provided:
B Aubvrn Ao, (oo of  4$219

4. Date post RU-486 complication began:

S7,L/ / 20

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

;ancompleie abortion __Adverse reaction to RU-486 ____ Patient hospitalized

Patient received 2 transfusion Severe bleeding

___ Other serious event (specify)

6. Duration of event: (,*Zl Hours Days

7. Remarks:

Ov( o wadut

8. a. Name of physician who provided RU-486 (W'éf//'&rv",l/
8. b. Physician’s signature %%/;}WVJ il MD /DO
/ @)1/ 4030
Date 3
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: S/--/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:

¢ d

/7

Meonth

Day Year

Plannd  Farenthood

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

3 Auburn Aot (e OF

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

4$219

4. Date post RU-486 complication began:

Y/ 24/[20

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

_\élncomple:e aboertion __Adverse reaction to RU-486

__ Patient received 2 transfusion ___ Severe bleeding

Patient hospitalized

___ Other sericus event (specify)

/’ Hours

6. Duration of event: Days

7. Remarks: .
(,o‘)/\*’f'(/'f('-/) Su- Kt ((-LL(f‘ﬁ"

8. a. Name of physician who provided RU-486

ilid Ceg
[= 7 4

Lolsey
7

/
/

DO

8. b. Physician’s signature

Date

o
S'/Z ( /70

-

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

Columbus, OH 43215-6127

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

MEDICAL BOARD
N 0§ 2020




sy 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-485

1. Date RU-486 was provided: of / :,l

Vv

Month Day

Year

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

p'é‘nn!y Ipa/»( P”ﬁlﬂoﬂ

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

Y Auburn Aur. (ina o 4219

4. Date post RU-486 complication began:

/2820

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

#Q 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. 2. Name of physician who provided RU-486 /(/,/J ‘/’Z

—_—

o)ioa

7 -
8. b. Physician’s signature [/l/;’//‘[d{//’iz’z ; A/I

Date / v / flj 44 4\0/

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

(Reguired pursuant to R.C. 2919.123)

To be completed by the physician who provided RU-485

1. Date RU-486 was provided: of 22 To

Month Day Year

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

p'fmnidj /”a//z mﬂwocg

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

B Auburn Aue. (oo 01/ L/(,?/?

4. Date post RU-486 complication began:

Y/25/70

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

Patient received 2 transfusion Severe bleeding

____ Other serious event (specify}

Ancomglete abortion ____Adverse reaction to RU-486 ___ Patient hospitalized

6. Duration of event: 2 Hours Days

7. Remarks: ,
Conplted Lo g catly

8. a. Name of physician who provided RU-486 , /(6;/5?
A )
8. b. Physician’s signature #L’L’%,[ul

Aﬁrv’; /D0
~

Date

)'/QI/ZL‘ 2c

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

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

D
JEDICAL BOA

A




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: ‘/ ., 3 /’U
Month Day Year

2. Name of medical practice or facility at which RU-486 was provided:
p, dnnlcﬂ ’pﬂf—{ mnw‘aﬁ

3. Address of medical practice or facility at which RU-486 was provided:
Y Auburn fut. Ona , OF %C?/?

4. Date post RU-486 complication began:
</s S/ 22
5. Event(s) (Please check all that apply):

%lncomp!e:e abortion ___ Adverse reaction to RU-486  ___ Patient hospitalized

Patient received 2 transfusion Severe bleeding

___ Other serious event {specity)

6. Duration of event: 2. Hours Days

7. Remarks:

\D\x C Yo WG CELJ

8. a. Name of physician who provided RU-486 @1/ . &L‘,A_&‘yvt""’\/
8. b. Physician’s signature : ")OMM A /{/’l-‘I/W/\ 0 - MD /DO
(/AN
)
Send completed forms to: State Medical Board of Ohio

Legal Department
30 E. Broad St., 3" Floor

Columbus, OH 43215-6127 MEDICAL BOARD
JUL 10 2020

Prescribed: 5/--f2011, Rev. 12/13/12




i 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-486

1. Date RU-486 was provided: g 9 20

Month Day Year

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

mé‘nn/(c.d lpéif»( mmoﬂv

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

DB pubscn pu, (ine | ot 4219

4. Date post RU-486 complication began:
F12H 12

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

_gﬂ‘ Incomplete ahortion . Adverse reaction to RU-486  ____Patient hospitalized

- Patient received a transfusion ___Severe bleeding

. Other serious event {specify}

6. Duration of event: 'l’{ Hours Days
7. Remarks:
[}
8. a. Name of physician who provided RU-586 z/)f - L7 nS
8. b. Physician’s signature ‘= MO./DO
Date ?/'77’;0
Send completed forms to: State Medical RBoard of Ohio

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

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




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-485

1. Date RU-486 was provided: 6 | 2 )

Month Day Year

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

p' dnn// Ipa/«( mﬂ\%&

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

B Auburn fue. (oo o €21

4. Date post RU-486 complication began:

<719/ 7o

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

}ancompleie abortion ____Adverse reaction to RU-486 ____ Patient hospitalized

Patient received 2 transfusion Severe bleeding

___ Other serious event {specify)

6. Duration of event: 2 Hours Days

7. Remarks:

Lo vvpl/zf rc'() Sar x (M(A)r

7
8. 2. Name of physician who provided‘%g/,jétw ¢ ,L
8. b. Physician’s signature : &8 1p0

Date 0125 | 20
Send completed forms to: State Medical Board of Ohio
Legal Department
30 E. Broad St., 3" Floor
Columbus, OH 43215-6127 MED‘CAL BOARD

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

JUL 10 2020




State Medical Board of Ohio
Report of RU-486 Event

{Required pursuant to R.C. 2919.123)

To be completed by the physicdian who provided RU-486

1. Date RU-486 was provided: & i3

Month Day

Yeer

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

p‘annlcd fﬂ/{mﬁwoﬁ

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

B Aubvrn A Uoe’ | of 4$2/9

4. Date post RU-486 complication began:
(o ( 24|20

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

}f!ncomplete abartion ____Adverse reaction to RU-486 ___ Patient hospitalized

Patient received 2 transfusion Severe bleeding

____ Other serious event {specify}

6. Duration of event; Z Hours Days

7. Remarks: (,o,wpuffd? S 4/‘5- < cu’l'—}

8. a. Name of physician who provided RU-486 D( . kav(-;j—

/DO

4
8. b. Physician’s signature L Atz

15,
/Z '“//va \_/

Date

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

MEDICAL BOARD
JuL 10 2020




State Medical Board of Oh.io
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: < 20 20
Month Day Year

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

Plannd Foremthos

3. Address of medical practice or facility at which RU-486 was provided: W
1Y Auburn  Auwe. (e ot "/(2/?

4. Date post RU-486 complication began:
G 23]
5. Event(s} (Please check all that apply):

. incomplete abortion - — Adverse reaction to RU-486  ___ Patient hospitalizad

Patient received a transfusion >QSevere bleeding

_. Other serious event {specify)

6. Duration of event: 7 ?’ Hours Days

memarks:

1N

\

8. a. Name of physician who provided RU-486 D/, %v" /o

) i S—
Date - 7// ?"7%”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 a6t 7200

8. b. Physician’s signature MO /DO

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




State Medical Board of Ohio
Report of RU-486 Event

{Required pursuant to R.C. 2918.123)

To be completed by the physician who provided RU-485

1. Datg RU-486 was provided: Q ] (‘ ‘ 2

Month Day Year

2, Name of medical practice or facility at which RU-486 was prowded

pfﬁ‘nn(&ﬂ fﬁﬂf{m’nw 60\

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

B Aubuin Aut. (oo’ oH #4219

4. Date post RU-486 complication began:

G { 20
5. Event(s} (Please check all that apply):

t/Incompiete abortion ) —.._Adverse reaction to RU-486 ____Patient hospitalized

Patient received a transfusion Severe bleeding

—— Other serious event {speacify)

6. Duration of event: & Hours Days

7-Remarks:

@wwf,ﬂ \Sdr‘\é (,wb(xﬁ

5

8. a. Name of physician who provided RU-486 D r. (awu/fm,

8. b. Physician’s signature 4,7;/4/1/!/\4@\ MDD O

Date2<\ ‘:}/} L } n»

—]
Send completed forms to: State Medicaw\m}rd of Ohio
Legal Department
ARD
30 E. Broad $t., 3" Floor MED\CAL BO

Columbus, OH 43215-6127 JUL 30 2020

Prescribed: $/~/2011, Rev. 12/13/12




State Medical Board of Ohio
Report of RU-486 Event

{Reguired pursuant to R.C. 2918.123)

Yo be completed by the physician who provided RU-486

1. Date RU-486 was provided: + 13 20

" Month Day Year

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

pf&‘nn(/ Ipaf{mﬁwo£ ,

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

23 Auburn  Auc, [A o ot Y219

4. Date post RU-486 complication began:

?/&(;/w

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

#Z incomplete abortion —Adversereaction o RU-486  ____ Patient hospitalized

Patient received a transfusion Severe bleeding

. Other serious event {spedify)

6. Duration of event: Hours Days
7. Remarks:
8. a. Name of physician who provided RU-486 / )/ 5 /{ (74
8. b. Physician’s sighature - B /ﬂ I/ ADJIDA
Send completed forms to: State Medical Board of Qhio ‘
Legal Department MED!CAL BOARD

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

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

AUG 31 2020




State Medical Board of Qhio
Report of RU-486 Event

{Required pursuant to R.C. 2919.123)

To ba completed by the physician who provided RU-486

1. Date RU-486 was provided: 57 2 14 20

Menth Day Year

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

p‘é‘rm(/ Ipaf{m’moo&

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

2314 Aubvrn  Aue, e of ’5/\(2/?

4. Date post RU-486 complication began:

9/r5 /20

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

Ampleie abortion . Adverse reaction to RU-486  ____ Patient hospitalized

- Patient received 2 transfusion ____Severe bleeding

—_ Dther serious event (specify}

6. Duration of event: "2~ Hours Days

7. Remarks:

g o Sayenlle

8. a. Name of physician who provided RU-486 . ‘.f)f £ i

8. b. Physician’s signature i / M D// Do

Send completed forms to: State Medical Board of Ohio
Legal Department MEDICAL BOARD
30 E. Broad $t., 3" Floor
0cT 192020

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)

To be completed by the physician who provided RU-485

1. Date RU-486 was provided: 6 2R 20

Month Day Year

2. Name of medical practice or facitity at which RU-486 was prov;ded

Pf@nnzf l”aamﬂm

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

M Auburn A Cine’ oM 4219

4. Date post RU-486 complication began:
/22 o0

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

_22 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
[TRemarks:
8. a. Name of physician who provided RU-486 Dy //é/J ";

¥
8. b. Physician’s signature ,%Mé J/Q /DO

vate —— L2/ 28/ 21

Send cornpleted forms to: State Medical Board of Ohio
Legal Department

MEDICAL BOARD

30 E. Broad St., 3" Floor NQV 09 2020

Columbus, OH 43215-6127

Preseribed: S/-/2021, Rev. 12/13/12




State Medical Board of Ohio
Report of RU-486 Event

(Required pursuant to R.C. 2919.123}

7o be zompleted by the physician who provided RU-485

1. Datg RU-486 was provided: C) 16
' Month Day Year

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

p{é‘nn«'c{ far{m’ﬂwoci

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

284 Aubven fue. Ohne’ o #(2/9 |

4. Date post RU-486 complication began:
/2 / ( / 12

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

{(f Incomplete abortion ... Adverse reaction to RU-486 . Patient hospitalized

— Patient recefved a transfusion ___ Severe bleeding

—_ Other serious event (specify)

6. Duration of event: 2 Hours Days

7. Retnarks:
8. a. Narne of physician who provided RU-486 s /(Mf “2
8. b. Physician’s signature /é% m D.o
Date L /7,/} Xl// Lo —
Send completed forms to: State Medical Board of Ohio
Legal Department MED‘ CAL BO ARD

30 E. Broad $t., 3" Floor
Columbus, OH 43215-65127

Srescribed: 5/--/2011, Rev, 12/13/32

NOV 09 2028




State Medical Board of Ohio
Report of RU-486 Event

(Required pursuant to R.C. 2918.123}

To be completed by the physician who provided RU-485

1. Date RU-486 was provided: /D A Vi

Month Day Vear

2. Name of medical practice or facility at which RU-486 was provided:
Pl dmm'cﬁ fpﬂ/{ mﬂwo£

3. Address of medical practice or facility at which RU-486 was provided: —I
DM Avbuin Aut. Gine' o 4219

4. Date post RU-486 complication began:

7 v / /7/7.9
5. Event(s) {Please check all that apply}):

_/6_ Incomplete abortion . Adverse reaction to RU-486 —.. Pafient hospitalized

—.. Patient received 2 transfusion Severe bleeding

... Dther serigus event {specify}

6. Duration of event: L Hours Days

fTRemarks:

i

8. a. Name of physician who provided RU-486 e Zh Lelet
s o
(—7

Nl
e/ VW7 1)\ Troeo

8. b. Physician’s signature

Vd
Send completed forms to: State Medical Board of Ohio
Legal Department
30 E. Broad St., 3™ Floor MEDICAL BOARD
Columbus, OH 43215-6127 NEC 07 2028

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




State Medical Board of Ohio
Report of RU-486 Event

{Required pursuant to R.C. 28158.123)

To be completed by the physician who provided RU-485

1. Date RU-486 was provided: -
: [ 7 20
Month Day Year
2. Name of medical practice or facility at which RU-486 was provided: ]
p“é‘nn(df fpﬂf«c mﬁwocﬂ
3. Address of medical practice or facility at which RU-486 was provided:
LM Aubsin Awe. (oo’ | ot #$2/9
4. Date post RU-486 complication began:
12(// 2o
5. Event(s) (Please check all that apply):
,)2 Incomplete abortion — Adverse reaction to RU-486  ___ patient hospitalized
. Patient received a transfusion . Severe bleeding
—__ Other serious event {specify}
6. Duration of event: o)/ Hours Days
7. Remarks:
8. 3. Name of physician who provided RU-486 L, 2 e
8. b. Physician’s signature ,//% MDD A
Date Z. 2/7/"”
Send completed forms to: State Medical Board of Ohio

Legal Department »
30 E. Broad St., 3" floor MEDICAL BOARD

Columbus, OH 23215.6127 NECY 6 2020

Prescribed: §/-+/2011, Rev. 12/13/12




State Medical Board of Ohio
Report of RU-486 Event

{Required pursuant to R.C. 2919.123)

Ta be completed by the physician who provided RU-435

1. Datg RU-486 was provided: // /3 2

Month Day Year

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

p‘é‘rm(&/ Ioél/{m‘ﬂwoca

3. Address of medical practice or facility at which RU-486 was provided:
LI Aubuin Aut. Uine' | o (219

4. Date post RU-;%S/com'p ication began:

A 220

S. tvent{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: 2z Hours Days

S

L

7. Remarks:
8. a. Name of physician who provided RU-486 ./)/‘. ///-Z'w 4
B. b. Physician’s signature zé e 40¥ DO
Date {2 { (o] L
Send completed forms to: State Medical Board of Ohio
Legal Department MEDICAL BOARD

30 E. Broad St,, 3" Floor

Columbus, O 43215-6127 DEC 1 6 2020

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




