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State Medical Board of Ohio
Report of RU-486 Event

(Required pursuant to ORC 2919.123)
Ta be completad by the physician who provided RU-486

1. Date RU-486 was provided: L 5 70 ZAS
gnth bay Year

2. Name of madical practice os fatiity at which RU-486 was pravided:

\ ovv Crvce  edtiicae

3. Address of medical practice or facility at which RU-486 was provided:
£I20 Cowl @

poledovy 04 U3278

4. Date post RU-486 complica-t-ion began:
ju‘ Y 2,20

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

____ Incomplets ahortion __Advers reaction toRU4S6 ___Patient hospharized

. Patient recaived a transfusion - . Sevare blecding

__ Other sarious event {specify] :FC(;\-%Q V\&'Céq A@ /W%MWT

6. Duration of event: v Hours _ Days

7. Remarks: B &,,Q MA@ . “:‘ . '

8. a. Name of physician who provided RU-486 Lo Ao Nua M/bt'é,) LD

8. b. Physiclan’s signature TAhA- @.0_
Date 251t t=

send completed forms to:. - State Medical Board of Ohio
tegal Department
30 E. Broad St., 3" Floor

Columbus, O 43215-6127
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AUG 1 3 2020




