State Medical Board of Ohio MEDICAL BOARD
Report of RU-486 Event FER 0.8 2020

{Required pursuant to ORC 2919.123}
To be completed by the physician who provided RU-486

1. Date RU-486 was provided:

Month Day Year

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

The Fowolrs Watneds \\(’(t\‘\\’\ Ceate o

3. Address of medical practice or facility at which RU-486 was provided:
1343 € Beeal &
S

4. Date post RU-486 complication began:
|—30-20

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

___Incomplete abortion ___Adversereaclion lo RU-486  _ Patient hospitalized

___ Patient received a transfusion ___Severe bleeding

F‘\( /(l Cl LL((?(/l 1 p\( o 6 I"L'(/("@ VL

___ Dther serious event (specify)

6. Duration of event: Hours _| ‘/ Days
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8. a. Name of physician who provided RU-486 Rog \ " Qd\ A,G-( X ‘.\YXD

8. b. Physician’s signature l((LLp J, S(L {’4 (’M/ (&’L" (ﬁ:ﬂ/?).o__

Date_[~ 20 70

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

Columbus, OH 43215-6127




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: 02 []A .2 30

Month Day Vear

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

W Fonalers Woregs Nealth G .

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

1243 ¢ B0 &
CQ"S.TC’\\ LRSS

4. Date post RU-486 complication began:

I~(&- 29
5. Event(s) (Please check all that apply):
___Incomplete abortion — Adverse reaciion to RU-486 ___ Patient hospitalized
___Patient received z transfusion ___ Severe bleeding
___ Other serious event {specify) ’ ;! i lE D a ‘)0 "'ﬁ Dy
6. Duration of event: Hours ?l{ Days
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- TS
8. b. Physician’s signature (f&-\f ‘()(/e ouz,#e/\',@ i /D0
Date 22\~ O
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8. 2. Name of physician who provided RU-486 [(iue (St LaefleMOwenS TR I Coude, <o

Send completed forms to: State Medical Board of Ohio
Legal Department
30 E. Broad St., 3" Floor
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Columbus, OH 43215-6127 MED,CAL B(L}"*RP
MAR 2 7 20"

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




State Medical Board of Ohio
Report of RU-486 Event

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

. " N S .
1. Date RU-486 was provided: e \0 D
Month Day Year

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

Th%‘%\w@t( 5 Womins HQ(\\“\‘(\ U R

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

W43 € R S
Cliondons, DN Y2y 63

4, Date post RU-486 complication began:
3 : 3 - 20

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

s

_+" Incomplete abortion ___Adverse reactionto RU-486  ___ Patient hospitalized
____Patient received a transfusion ~ ___ Severe bleeding

___Dther serious event (specify)

6. Duration of event: Hours L L_( Days
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8. a. Name of physician who provided RU-486 l'\CL V\f I N ((c( € /‘\C b~ ¢ Cig gD

8. b. Physician’s signature [ (6’ X 0 S Leas (t” é M.D;D.O_
Date _3-< - 20 .

Send completed forms to: State Medical Board of Ohio
Legal Department
30 E. Broad 5t., 3" Floor

Columbus, OH 43215-6127




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: O 3 [ Q 2520
Day

Month Year

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

“TheFounders Womens %\@H\w CLe.

3. Address of medical practice or facility at which RU-486 was provided:
ECER NG INS IS &
Colundbus, OW Wlsos

4. Date post RU-486 complication began:

fOther serious event (specify)

5-2¢->0
5. Event(s) (Please check all that apply):
____Incomplete abortion ___ Adverse reaction to RU-486 ____ Patient hospitalized
___ Patient received 3 transfusion ___ Severe bleeding

6( IQLQ o\go v\'((‘ev.\

6. Duration of event:

Hours E Days
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8. b. Physician’s signature
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Send completed forms to:

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

State Medical Board of Ohio
Legal Department
30 E. Broad St., 3" Floor
Columbus, OH 43215-6127 MEDICAL BOARD

MAR 2 7 2029



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:

Month Day Year

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

TTHR Found RS Wnenrys Heatln CRaler

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

1293 € Bl &t Glumbus oW Yzeas

4. Date post RU-486 complication began:
32720 oy 3-28-20

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

___Incomplete abortion ___Adverse reaction to RU-286 ____Patient hospitalized

___Patient received a transfusion ____ Severe bleeding

___Other serious event {specify) ﬁ( (\Qd U-\Ea(i c@i &60 C'T(-OM‘

6. Duration of event: Hours f "f Days

7-Remarks: fotkeud reToraed on ¥faf20 for Follow-op .
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8. 3. Name of m%s#% pro(lided RUR:486 e ((CU\L ILN(Q/{AQC% v

8. b. Physician’s signature K’G‘-LO?D CQIO-KC*—‘LA-U\ @,ﬂlo_
Date C{ \? \?—B

Send completed forms to: State Medical Board of Ohio . R

Legal Department

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

APR 1 3 2020

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




State Medical Board of Ohio
Report of RU-486 Event

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

1. Date RU-486 was provided:

Month Day Year

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

TheToaotert Worncos Neakth Qe

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

laMy ¢ Bfron S
Colurabus Q\\ &\33&5

4. Date post RU-486 comphcatmn began:
-2 -2D

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) C}—Q { {E a') w e ()( C@‘L b bc d\ﬁ @l‘/\’

6. Duration of event: Hours {“L Days

7. Remarks:

Ol dan Nyl @ beufron

Petiead =t o Tl Weneds D Gaber w. D%q‘(&u/

8. a. Name of physician who provided RU-486 ((CU‘ £ C&QQF@ 0D

8. b. Physician’s signature (\(-CLL@ (S th a—&é(JLL ’@D o__

Date L~y —2 o

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

Columbus, OH 43215-6127

MEDICAL Bt -

APR 06 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-486

1. Date RU-486 was provided: QL{ - 3 20

Month Day Year

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

The fowaDe(’s ame 0s Necihy Ceqlec

3. Address=Emediss pracess o Tachity

o (. 6(0&9 Ny C'e\km\\o\v\si()\l EREUNY

4, Date post RU-486 complication began:

2720
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) EZ_(’ (Q,& abO Vﬁw

6. Duration of event: Hours ( ’j Days

7. Remarks:

Pochieridt was teut fo Plawsed [eerecct Leood fon
AQ;\fs(cM’ a« bo s lrom

> E— — 2 - o
8. a. Name of physician who provided RU-486 /{‘(V‘ ( L SclaetAey

8. b. Physician’s signature ((,CU“Q 1% ICQ(M#ZA @/ L0
Date S;?"' Z’D

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

Columbus, OH 43215-6127 MEDICAL ROARD

vy 11 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 he completed by the physician who provided RU-486

1. Date RU-486 was provided: 0(75 / (_f 2020

Month Day Year

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

T Fowadeds Watheps “Q@\*\h QK(\*Q(

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

1243 €. R St
QGZJS D\\ R EETSNY

4. Date post RU-486 complication began:
H4-30-20

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

____Incomplete ahortion ____Adverse reaction to RU-486 ___ Patient hospitalized

____Patient received a transfusion ___ Severe bleeding

___ Other serious event {specify) %/ (‘CJ’ QéOV‘f}/ol/\

6. Duration of event: Hours _{ 6 Days

7. Remarks: p_f—— _IL W (( 6-6 {Q—UC{_ %VL /,)m t cal &L&&%
aﬁ il;\g (,d:me«f; Hed (eude v 5%‘5@1/ Ol

o 5120

8. a. Name of physician who provided RU-486 {\av\( L Jdck CLC‘(L(-QJ\
8. b. Physician’s signature ((CU.,Q, 3. Y(‘C/Q' "—9—145@\ @/ D.0
Date q “"3 O— w

Send completed forms to: State Medical Board of Ohio
Legal Department
30 E. Broad St., 3" Floor
Columbus, OH 43215-6127 MAY 01 2020

MEDICAL BOARD

Prescribed: 5/—72011, 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: 0 [[, 20 >3O

Month Day Year

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

’_ﬂ\v%\m@ws Womens \\Qg\%\\ (e .

3. Address of medlcal practice o&:cnllty at which RU-486 was provided:

143 € BoaD s Gs ON WRaes

4. Date post RU-486 complication began: (¥, 2 o

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

__ Incomplete abortion ___Adverse reaction to RU-486 ___ Patient hospitalized

____Patient received a transfusion Severe bleeding

Facled wediced wborfion

____ Other serious event (specify}

6. Duration of event: Hours t 1 Days

7-Remarks: pehewt woay salt to Wewsen) (Hed Cewcfer
(Dou{fvt( [ Olya feu 4(',:.&6'(04/( e Dovtron

8. a. Name of physician who provided RU-486 &“U\( I St&(f W

8. b. Physician’s signature (r’(!j ) A\‘:/o'\cd'/é‘(’—’ @_LDL__
pate S 720

Send completed forms to: State Medical Board of Ohio
Legal Department MEDICAL BOARD
30 E. Broad St., 3™ Floor 2
) €
Columbus, OH 43215-6127 MAY 22 20

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: A 7 20
Month Day Year 7

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

i ) ;o \
~The Sowallers Lioonens Neatth Centor
3. Address of medical practice or facility at which RU-486 was provided:

a3 € B S CR's, OV Woos

4, Date post RU-486 complication began:

5~(3- 2D

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

____Incomplete abortion _ Adverse reaction to RU-486 __ Patient hospitalized
___Patient received a transfusion ___ Severe bleeding

Facled lMe,c\kLo\k e oo rlion

___ Other serious event (specify)

6. Duration of event: Hours 7 Days

7. Remarks: 5
et Loas sedd™ fo Woweds Med Codtier

PCU('WM‘ O(JJO tov a A BNg (¢ cel ab-action
8. a. Name of physician who provided RU-486 (Caf ( ko S-’GJ:U'\Q:Fér

‘LC(_LLJ) D J’C/L‘AWM @/nn
Date _;—{';) ")/D

Send completed forms to: State Medical Board of Ohio

8. b. Physician’s signature

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

Columbus, OH 43215-6127 MEDICAL BOARD

MAY 1 8 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-486

1. Date RU-486 was provided: C7§ (3 2020

Month Day Year

2. Name of medical practice or facility at which RU-486 was provided:
The Fouelers Wumeas Neddin Cene
3. Address of medical practice or facility at which RU-486 was provided:

\‘)\\\% . (g(Cr\ K.Z\» (/\&“\’Y\)V\> \r\\—\ \\3&1

4. Date post RU-486 complication began:

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: Hours ( ( Days

7 R k o > ’
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8. a. Name of physician who provided RU-486 {(QU‘( I S\_({“«P{((f '

f((kL (/ St ()\_(\—l" : ‘A‘LL AL @\g /D.0

8. b. Physician’s signature

Date —5- 2L.2-20

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

Columbus, OH 43215-6127 MEDICAL BOARD
N 0 6 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-386

1. Date RU-486 was provided: 0 :{ =3 6 020

Month Day Year

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

TheFoundecs Womens Neaiy Cle.

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

U3 €. Yo S\ Q‘Q\\»\\m\)\&‘i,gk‘\ 3205

4. Date post RU-486 complication began:

6-2-20
5. Event(s) (Please check all that apply):
____Incomplete abortion ___Adverse reaction to RU-486 ____ Patient hospitalized
___ Patient received a transfusion __ Severe bleeding

fuled vaedital abotipg

____Other serious event (specify)

6. Duration of event: Hours L % Days

Remans: 7 fread will be st fo Wotsens Wed Gtk |
Y Qa«('f-m, Olew feveSougidal « bedeon

e —— e , v 2l 4

8. a. Name of physician who provided RU-486 {\GJ.( L. s kefer

(ot b Clicn (i My /00

8. b. Physician’s signature

Date £ -? 2D

Send completed forms to: State Medical Board of Ohio

Legal Department

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

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: O O 20

Month Day Year

2. Name of medical practice or facility at which RU-486 was provided:
(e Foual ecs Ao mens e\t CA(

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

\)\\\ 3% '\‘ \\ 5\ ( & O \\

4. Date post RU-486 compljcation began:
O [t6 Ho

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

Incomplete abortion ___Adverse reaction to RU-486 ___ Patient hospitalized

__ Patient received a transfusion ___ Severe bleeding

Tailed abertion

Other serious event (specify)

6. Duration of event: Hours 2_ Days

7Remarks: Pactiewt W M_ﬁw Auagiead aborlion
&t ‘((&u_ LL\C(R'QL((S Me d (EM“Q\.N D&i‘/{‘oa(lbla‘a\

8. a. Name of physician who provided RU-486 _J(Ckl\( v 3 C’('ULQ(‘&'N
(Cont-d- Celesffor Gy 0,
6 (-0

State Medical Board of Ohio

8. b. Physician’s signature

Date

Send completed forms to:
Legal Department

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

1R} Alral

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




