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: _3 3 20

Month Day

Year

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

P'é‘nrw/ /‘”ar{ mﬂ\OOOQ

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

B Avbwn Aue. Une’ | ot 4217

4. Date post RU-486 complication began:

B‘IT/w

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

# incomplete abortion ___Adverse reaction to RU-486 __ Patient nospitalized

___ Patient received 2 transfusion ___ Severe bleeding

___ Other sericus event (specify)

6. Duration of event: 2 Hours Days

7. Remarks;

(/Dmf,a(!?ffo{’ Lo 6‘ “Va"}'

8. 3. Name of physician who provided RU-486 Dr . L@"w St/(
8. b. Physician’s signature ,ﬂ 6D DO
L/
Date ?/ / ?./ Zl/‘A/
Send completed forms to: State Medical Board 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 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 | 2> %
Month Day Year

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

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

4. Date post RU-486 complication began:
</19/ 70

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

%lncomp!eie abortion __Adverse reaction to RU-486 ____ Patient hospitalized

___Patient received 2 transfusion ___ Severe bleeding

___ Other seriocus event {specify)

6. Duration of event: 2 Hours Days

7. Remarks:

(o awph‘{' r“'{) S‘Afg(aﬁ(ﬂ)/

7
8. a. Name of physician who provided‘%f‘ftm N/
8. b. Physician’s signature : £.8 /DO

Date 015 /7‘ W
Send completed forms to: State Medical Board of Ohio
Legal Department
30 E. Broad St., 3" Floor
Columbus, OH 43215-6127 MED'CAL BOARD

JUL 10 2020

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




State Medical Board of Ohio
Report of RU-486 Fvent

{Required pursuant to R.C. 2819.123)

To be completed by the physician who provided RU-486

1. Date RU-486 was provided: X’ 2 J/

Month Day

2. Name of medical practice or facility at which RU

Plonndd  Farenthood

3. Address of medical practice or facility at which RU

-486 was provided:

-486 was provided:
DB Aubsin Aot Gino’ | ot 4219
4. Date post RU-486 complication began:

G/15 20

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

_s{{complete abortion

. Adverse reaction to RU-485 — Patient hospitatized

—__Patient received a transfusion - Severe bleeding

—_ Dther serious event {specify}

8. Duration of event: 2 Hours Days

—
7. Remarks:

QMW S« ’"J/'C‘V%/‘ 7

8.a. Name of physiclan who provided RU-486 O

8. b. Physician’s signature L < D// Do

|
Send completed forms to: State Medical Board of Ohio
Legal Department MEDICAL BOARD
30 E. Broad $t., 3" Floor
0CT1 92020
Columbus, OH 43215-6127

Preseribed: S/~/2011, Rev, 12/13/12




(Required pursuant to R.C. 2919.123)

Ta be completed by the physician who provided RU-a85

State Medical Board of Ohio
Report of RU-486 Event

1. Date RU-486 was provided: J/ /3 2
Month Day Year
2. Name of medical practice or facility at which RU-486 was provided:
Plannd Facenthood
3. Address of medical Practice or facility at which RU-485 was provided:
LI Aubuin Aut. Uind' | o <219
4. Date post RU-486 complication began:
12/ 230
5. Event(s} {Please check alf that apply):
r‘Q Incompleie abortion — Adverse reaction to RU-486 ... Patient hospitalized
— Patient received a transfusion —.Severe bleeding
.. Other serious event (specify)
6. Duration of event: Z Hours Days
7. Remarks: i
8. a. Name of physician who provided RU-4886 L s
8. b. Physician’s signature Q 40X 0.0
Date 12 {[0! e/
Send completed forms to: State Medical Board of Ohio
Legal Department MEDICAL BOARD

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

Prescribed: $/--/2011, Rev. 12113712

NEC 1 6 2026




State Medical Board of Ohio

{Required pursuant to 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: 4 3

Month Day

Year

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

p'é‘nnlc/ Ipﬂ/{ nﬁwoﬂ

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

D3I Auburn  Auc. (Mo oF 4219

4. Date post RU-486 complication began:
S 6}/ 1,

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

____Patient received 2 transfusion Severe bleeding

___ Other serious event {specify)

}Q Incomplete abortion __Adverse reaction to RU-486 ____ Patient hospitalized

6. Duration of event: Hours ‘:;' Days

—

7. Remarks:

Cmoltcd  sur Al

8. a. Name of physician who provided RU-486 ﬁ/n J‘J(

8. b. Physician’s signature

D /pa

Date s / By

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 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: o AD 2.5
Month Day Year

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

pl ann 1/ IPLV{ m”woﬂ

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

B Auborn pue. (oo ot 4219

4. Date post RU-486 complication began:

<7 alw

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

___Incomplete abertion ___Adversereaction to RU-486 ___ Patient hospitalized

Patient received a transfusion Y Severe bleeding

___ Other sericus event {specify}

€. Duration of event: Hours Days
—

7. Remarks: )
’l (/
Honc.(/ Count ,;ég,cxu Ca-e-X

7

8. a. Name of physician who provided RU-486 Yo
8. b. Physician’s signatur /_\( /Mzs’g/nn
ysician’s signature 4 %/l AV
Date < /7‘; 7(1)
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

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




