State Medical Board of Ohio
Report of RU-486 Event

{Required pursuant to ORC 2919.123)
To be completed by tha physiclan who provided RU-286

1. Date RU-486 was provided: 1 B Z] 2 07_,\
Month Day Year

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

Planned Parenthood Of Greater Ohio

3. Address of medical practice or facility at which RU-486 was provided:
3255 E Main St, Columbus, Ohio 43213

4. Date post RU-486 complication began:

N {23[2n2
5. Event(s) (Please check all thatapply):

.. Incomplete shortion —Adverse reaction to RU-486  __Patient hospitalizad

- Patient recelved a transfusion. ___Severe bleeding

._\./ Other serlausevent {speciy) | Y\ W AN ne C\CD V\B

6. Duration of event; l Hours z\} Days
7. Remarks: pc(‘(\@(w C.cilac wevrto) "LN"Q-X:Q\N\QQ\ b\ce_d'\r\ﬂ and Citﬁ-hnﬁ

o 3elerod WRerS DT MBR . on 1 Showedh iyrratitnng
Oebnd.

8. a. Name of physician who provided RU-485 LV, Oi Y\C\\{
8. b. Physician’s signature { MJBID.O___

- Date ]?/’Z'MIM_

Send completed forms to: State Medical Board of Ohio

Legal Department
30 E. Broad 5t., 3™ Floor
Columbus, OH 43215-6127

AN 18 2022
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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: ‘; g  77‘ R : l 27 21

; Month - ) Day" Year

2. Name of medical practice orlfacmty at whlch RU 486 was provuded

Planned Parenthood ’of Greater: Ohno S

3. Address of medical practice or facmty at. whlch RU 486 was provnded

3255 E. Main St. Columbus, Oh 43213

4. Date post RU-486 caomplication began:
e

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. Remarks:  MAB procedure was initiated per FDA regimen on 7/27/21. Pt. called on 7/30/21 to report

little to no bleeding. US on 8/3/21revemnanumgﬁegnapc§r Surgical as asplratlon was performed 8/3/21;
i a2 L (,Lu y VA
pt. did well post op. l A4 »Vt where ‘t-/bC ‘\{ v

’] PeSRIe e Sees

8. b. Physician’s signature

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




State Medical Board of Ohio
Report of RU-486 Event

(Requlred pursuant to ORC 2919.123)

To be leted by the physiclan who provided RU-485
. -4 ided: ¥ o e
1. Date RU-486 was provided | i) 70 > |
Month Day Year

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

Planned Parenthood Of Greater Ohio

3. Address of medical practice or facility at which RU-486 was provided:
3255 E Main St, Columbus, Ohio 43213

4. Date post RU-486 complication began: =~ “ Q 'l 2.4

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

— Adverse reaction to RU-486

M lncomplcte abomon

___ Pattent hospitalized
. Patient received a translusion

___Severe bleeding

___Other serlous event (specify)

6. Duration of event: | __ Hours Days
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8. a. Name of | physician who provided RU-136 D & N

8. b. Physician's slgnature

/\,’ | I @D.O_

Date NfTﬂ 7}

Send completed forms to: State Medical Board of Ohio

Legal Department
30 E. Broad St., 3 Floor

Columbus, OH 43215-6127
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State Medical Board of Ohio
Report of RU-486 Event

@ - (Requireg purstiant to R.C. 2919.123)

To be completéd by the physician who provided RU-486

1. Date RU-486 was provided: 5 g8 0000 m
Manth o by Year

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

Planned Parenthood of Greater Ohio

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

3255 E. Main St. Columbus, Oh 43213

4. Date post RU-486 complication began:
8/6/21

5. Event(s) (Please check all that apply):
_\ﬁ_ Incomplete abiortion — Adverse reéaction to RU-486 ___Patient haspitalized

#_ Patient received a transfusion ___ Sevérebleeding

—_Other serious event (specify) .

6. Duration of event: | ____Hours Days

7. Remarks: MAB procedure was Initiated per FDA regimen-on 6/28/21. Pt. called on 8/5/21 with + HSPT.
and bleeding/cramping. Pt. went to' ER on 8/5/21 and had suction procedure affer ultrasound revealed
incomplete AB. Pt. did well post.op-and will follow up with her Ob/Gyn

Dr. Mchu‘hey, )

Cuslio

T 7Y

Send completed forms to; State Medical Board of Ohio
Legal Department.
30 E. Broad 5t.,:3™ Floor
Columbus, OH 43215-6127

JAN 19 2022
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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-486

1. Date RU-486 was provided: U\ 23 g 2 l

Manth Day Year

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

\d Ak Panesttiooat 0% Oyater O o

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

HL55 E.Ma@m 4. Coluvmfous, 0K U213

4. Date post RU-486 complication began:
Y.19, 21

5. Event(s) (Please check 2ll that apply):

i
___Incomplete abortion —__Adversereaction to RU-485 ___ Patient hospitalized

___Patient received a transfusion ___Severe bleeding

___ Other serious event (specify)

6. Duration of event: I Hours Days

7. Remarks: M &b {J‘WG(,J'U-"‘{ (Mﬁa;f—?d Yevr Pos M;{ €1 B1q Y.>1t)z1.
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8. a. Name of physician who provided EU-486/ M . l/O v\f\’f’/\"@/
8. b. Physician’s signature / 4 //v/ﬁ\“ff L2 MO )Y Do
{ [ ——
Date Q/RL/‘Q(
Send completed forms to: State Medical Board of Ohio
Legal Department
30 E. Broad St., 3" Floor
' MEDICAL BOARLC

Columbus, OH 43215-6127
AUG 1 7202

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 physiclan wha provided RU-486

1. Date RU-486 was provided: ?) H 21
Month Day Year

2. Name of medical practice or facility at which RU-486 was provided:
Y \amn 24 w ot Avedery Dhio

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

255 .M % Colimdms, 6 k “3za3

4. Date post RU-486 complication began:

53821

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

anomplete abortion ____Adverse reaction to RU-486 ___ Patient hospitalized

Patient received a transfusion ___ Severe bleeding

___ Other serious event (specify)

1

6. Duration of event;: Hours Days

7. Remarks: Malz o \M/ha.{—m TFOX meigpimen e 300,24,
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8. a. Name of physician who provided Ry/4

8. b. Physician’s signature
TV e bl

Send completed forms to: State Medical Board of Ohio

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

AUG 1 72021

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



