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State Medical Board of Ohio
Report of RU-486 Event

{Required pursuant to ORC 2919.123)
Ta be completed by the physician who providad RU-486

1. Date RU-486 was provided: o fop 1y 72020
Maonth 5 Day Yeay
2. Name of medical practice or facility at which RU-486 was provided:
\Jour  Choree  Wealth e
3. Address of medical practice or facllity at which RU-486 was provided:
G2l Kol lond, Colvabos OV Y3229
4. Date post RU-486 complication began:
212%] zo

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

__Incomplete shortion ___Adverse resctionto RU4B6 )~ Patlent hosphalized
____Patlent received a transfusion  ___Severe bleeding

____Other saripus event (specify)

6. Duration of event; Hours ] Days

7. Remarks: = ® s .

Parenterad  ontiwtics for e il PID.
8. a. Name of physician who provided RU-486 wiluhg oD P
8. b. Physiclan’s signature 17)/\ — @0__
Date 3-3) 20 :

Send compieted forms to: - State Medical Board of Ohio

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

MEDICAL BOARD
APR 13 2020




State Medical Board of Ohio
Report of RU-486 Event

{Required pursuant to ORC 2619123}
Ta be completad by the physician who providad RU-486

1. Date RU-486 was provided: i Ll | \( , Y.
Day

Month veat

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

3. Address of medical practice or facllity at which RU-486 was provided:
62w HoeA  Cols od 43220

. : tion b :
4. Date post RU-486 complication began A«"j 26,2020

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

anmpﬁete shortian . AdVErse reaction to RU426  ___ Pattent hosphtalized
— Potient received a transfusion  ___Severs bleeding
—__Other serinus event {specify}

6. Duration of event; __() Hours _{- Days

7. Remarks: _
Persisiod  cote. BAd T onetsr finkin Hr D e
8. a. Name of physician who provided RU-486 WL A, poDbiedl, #D
é. b. Physiclan’s signature o "l/)ﬁv /\___/' @D.O___
‘ Date Avs 28 pozo
Send completed forms to; . State Medicel Board of Ohio

Legal Debartment
30 E. Broad St., 3" Floor
Columbus, OH 43215-6327

MEDICAL BOARD
0CT 2 8 2020




State Medical Board of Qhio
Report of RU-486 Event

{Required pursuaat to ORC 2919,123)
Ta he complated by the physician who providad RU-486

1. Date RU-486 was provided: AU‘\ 2 =

Month J bay Year

2, Name of medical practrce or facility at which RU-486 was provided;

o U Harlenns

3. Address of medical practice or facllity at which RU-486 was provided:
(220 Kol &S, Colg OY N32z§

4. Date post RU-486 complication began:

. ~ Asg 25 200
5. Event(s) {Please check all that apply): ' ‘
}_anwmp ate abortion . Adverse resction 6 RU4B6  ___ Patlent hospitalized
o b
.. Patient received a ransfusion __ Severs bleeding
. Other serious avent {specify)
6. Duration of event: ___|__Hours _ O Days
7. Remarks:
Fored mpp = wm fm
Redlf 4 ottey chisic for Svvged AL
8. a. Name of physician who provided RU-486 Wido g N byl g
8. b. Physiclan’s signature %V/\ e @D.O___
Date A Uy 2§
Send completed forms to:.. State Medical Board of Ohio

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

MEDICAL BOARD
0CT 2 8 2020




