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

APR 14 202;

STATE MEDICAL BOARD OF OHi0

1. Date RU-486 was provided: 9 23

22

Month Day

Year

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

P‘ dnnzc/ ﬁ\f{ m’nw Jl

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

RBY Aubven Aue. o OF %Q/?

4. Date post RU-486 complication began:

2] §/22

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

%‘lncomplete 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:

N

8. a. Name of physician who provided RU~486/ e /Q QL

8. b. Physician’s signature m/%—/ @ D0
[4

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 i 11

{Required pursuant to R.C. 2919.123) STATE MEDICAL BOARD OF QHiu

To be completed by the physician who provided RU-486

1. Date RU-486 was provided: v /b 22
Month Day Year

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

3. Address of medical practice or facility at which RU-486 was provided:
31 Aubsrn Aue. (oo, of 4217

4. Date post RU-486 complication began:

2itl22

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

Qélncomplete abortion ____Adversereaciionto RU-486 ____ Patient hospitalized

___Patient received a transfusion ___ Severe bleeding

___ Other serious event {specify)

6. Duration of event: 2 Hours Days
7. Remarks:
8. a. Name of physician who provided RU-486 (Df» /Q =,

8. b. Physician’s signature /ﬁ%////é/g @ /DO
Date ?[ fZ Zz

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

(Required pursuant to R.C. 2919.123)

e To be completed by the physician who provided RU-486

APR 11 2027

STATE MEDICAL BOARD OF OHIO

1. Date RU-486 was provided: 2 <

22

Month Day

Year

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

p‘@nn(/ IpA/{m’rl\ooJl

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

BIY puburo pui. (ine of #<219

4. Date post RU-486 complication began:
2(,1)02

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

_'-gfncomplete abortion __ Adverse reactionto RU-486 ___ Patient hospitalized

____Patient received 2 transfusion _Pevere bleeding

___ Other serious event {specify)

6. Duration of event: "2~ Hours Days

7. Remarks:

%

8. 3. Name of physician who provided RU-486 Z)f. /4%’4 /c

-
R. b. Physician’s signature /7‘/ fALo 0.0

Date M“ ILZ/

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

{Required pursuant to R.C. 2919.123)

Salt X To be completed by the physician who provided RU-485

APR 11 202

STATE MEDICAL BOARD OF OHiu

1. Date RU-486 was provided: [

(3

22

Month Day

Year

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

Bivuiih: Soitatliss-

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

2314 Auburn A, Q‘m&‘/ ot 42/ ?

4. Date post RU-486 complication began:
2/[27/21

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

/é Incomplete abortion __Adverse reaction to RU-486 ____ Patient hospitalized

___Patient received a transfusion ___ Severe bieeding

___ Other serious event (specify)

6. Duration of event: 3 Hours Days

7. Remarks:

8. a. Name of physician who provided RU-486 /l /Dn / P

8. b. Physician’s signature //'~ J@‘_.LD.O__.
Date (ﬂ Ll et

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

{Required pursuant to R.C. 2919.123)

To be completed by the physician who provided RU-485

1. Date RU-486 was provided: / < 72

Month Day Year

2. Name of medical practice or facility at which RU-486 was prowded
p‘é‘nnl/ ﬂw m'n\o &

3. Address of medical practice or facility at which RU-486 was provided:
B Auburn A, (e oH 4219

4, Date post RU-486 complication began:

7 / /J//Z 7~
5. Event(s) (Please check all that apply):

| -
Z Incomplete abortion __ Adversereaction to RU-486 ___ Patient hospitalized

___Patient received 2 transfusion ___ Severe bleeding

___ Other serious event [specify)

6. Duration of event: — THours __Days
7. Remarks:
8. a. Name of physician who provided RU-486 g/)/. / {% 1/9
% )
8. b. Physician’s signature M/%L \@;} /D0
y
Date / f/ “ T
Send completed forms to: State Medical Board of Ohio

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

FEB 17 2022

Prescribed: 5/-/2011, Rev. 12/13/12
STATE MEDICAL BOARD OF OHIO



State Medical Board of Ohio
Report of RU-486 Event

(Required pursuant to R.C. 2919.123)

APR 11 2022

STATE MEDICAL BOARD OF OHlo

To be completed by the physician who provided RU-486

1. Date RU-486 was provided: / b" 22
Month Day Year

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

Plannd  Fareothood.

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

B Aubsin  Aur. (oo of  HE219

4. Date post RU-486 complication began:

/22—

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

:Z Incomplete abortion __Adverse reactionto RU-486 ___ Patient hospitalized

___Patientreceived a transfusion ___ Severe bleeding

____ Other serious event (specify)

6. Duration of event: / Hours Days
7. Remarks:
8. 3. Name of physician who provided RU-486 -Q/L /(Z 4 Lz

8. b. Physician’s signature V. 4//4/% /an Yoo
gfTer =

Date

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




State Medical Board of Ohio
Report of RU-486 Event

{Required pursuant to R.C. 2919.123)

s To be completed by the physician who provided RU-485

1. Datg RU-486 was provided: o )3 Z /
Month Day Year

2. Name of medical practice or facility at which RU-486 was prov;ded

mé‘nnzf Ip&l/«(lfa’nwocﬁ

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

B Auburn  fue. (e oH #2109

4. Date post RU-486 gomplication began:

1/ 772/

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

___Incomplete abortion ... Adverse reaction to RU-486 k Patient hospitalized

_(:é’aﬁent received 2 transfusion ___ Severe bleeding

. Other serious event {specify}

6. Duration of event: Hours Z Days

7. Remarks:

8. a. Name of physician who provided RU-486 , L) /Q < o2

8. b. Physician’s signature Y [,S \@ /D0
Date 7’./ g/ /4%

Send completed forms to: State Medical Board of Ohio

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

FEB 17 2022

Preseribed: 5/-/2011, Rev. 12/13/12 STAYE MEDICAL BOARD OF GHIo




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-488

1. Date RU-486 was provided: 2 2 ¥ 2/
Month Day Year

2. Name of medical practice or facility at which RU-486 was provided:
P{ﬁ‘nn(/ fa@mﬂm& '

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

B Aubvcr pue. Lino | oH 4219

4. Date post RU-486 complication began:
/ 9,/ 89/ Z{
5. Event{s) {Please check all that apply):

___incomplete abortion . Adversereactionto RU-486 ___ Patient hospitalized

. Patient received 2 transfusion _QSevere bleeding

. Other serious event {specify)

6. Duration of event: (( Hours Days

7. Remarks:

\.

8. 3. Name of physician who provided RU-486 J)f /( 4 /s )
8. b. Physician’s signature b//ﬁ&é/; @l Do
Date 2 / Et/ 2t

Send completed forms to: State Medical Board of Ghio

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

FEB 17 2022

Preseribed: §/--/2041, Rev. 12/13/12 STATE MEDICAL BGARD OF QHio




State Medical Board of Ohio
Report of RU-486 Event

{Required pursuant to R.C. 2918.123)

To be completed by the physician who provided RU-485

1. Date RU-486 was provided: 1/ i f 2/
Month Day Year

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

mé‘nnzc{ fa{{mmo£

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

B Auborn psa ine | ofl 4219

4. Date post RU-486 complication began:

1l2c /A

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

___Incomplete abortion . Adverse reaction to RU-486 ___ Patient hospitalized

7B>aﬁent received a transfusion ;gevere bleeding

. Dther serious event {specify}

-
6. Duration of event: S Hours Days

7. Remarks:
4 (4
8. 2. Name of physician who provided RU-486 {/) o é et
8. b. Physician’s signature %ﬁ_——- ; @D.D_.
Date e f
Send completed forms to: State Medical Roard of Ohio

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

FEB 17 022

Prescribed: 5/-/2011, Rev. 12/13/12 -7 ATE MEDICAL BOARD OF OHIO




{Required pursuant to R.C, 2919.123)

State Medical Board of Ohio
Report of RU-486 Event

To be completed by the physidian who provided RU-485

1. Date RU-486 was provided: // / ,.7/ / ﬁ

Month

Day

Year

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

Plannd. Facentbosd

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

B Aubuin Aut. ine, o 42

7

4. Date post RU-486 complication began;

/J/ /7‘//)4

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

. Patient recelved 2 transfusion ___ Severe bleeding

_sgncomp!ete abortion .. Adverse reaction to RU-486 ___ Patient hospitalized

. Other serious event {specify)

6. Duration of event: 3 Hours Days

7. Remarks:

8. a. Name of physician who provided R% L. Lfz/ x(ﬁ}

8. b. Physician’s signature ez > . @/ DO
Date / / (L / 2z

Send campleted 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

JAN 19 2022

STATE MEDICAL BOARD OF DRID




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: /] /.}L

2/

Month Day

Year

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

pla‘nm/ I?af{mﬁwoﬁ

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

DB Auburn Aur. (oo ot 4217

4. Date post RU-486 complication began:

1] 14 [2/
5. Event(s) (Please check all that apply):

_ﬁompieze abortion — Adverse reaction to RU-486  ___ Patient hospitalized

— Patient received 2 transfusion ___ Severe bleeding

. Other serious event {specify}

6. Duration of event: Z__ Hours Days

7. Remarks:

8. a. Name of physician who provided RU-486 ; )r. £z / § ? i

8. b. Physician’s signature e < (MD_/D.O
Date ’j /’ E3 / 2/

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

DEC 09 2020

STATE MEDICAL BUARD OF OHIo




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: // Ve, rN;
Month Day Year'
2. Name of medical practice or facility at which RU-486 was provided:
,Dl ann 1/ lpé\/{ mn\aoﬁ
3. Address of medical practice or facility at which RU-486 was provided:
B Auburrn fut. (oo’ ot 4219
4. Date post RU-486 complication began:
14 1/ X
5. Event(s) (Please check all that apply):
‘Z Incomplete abortion — Adverse reaction to RU-486 ___ Patient hospitalized
—_Patient received a transfusion ___ Severe bleeding
__ Other serious event (specify)
6. Duration of event: l Hours Days
7. Remarks:
8.3. Name of physician who provided RU-486 /),/. é/ il
P : ~
8. b. Physician’s sighature L E L & ’ &1}:) /D0
Date / /3‘ ///
Send completed forms to: State Medical Board of Ohio
Legal Department
30 E. Broad St., 3" Floor
Columbus, OH 43215-6127 JAN 13 2022

STATE MEDICAL BOARR O3 011
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: /0 7 4,

Month Day Year

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

P’ é‘nn(f l”ow H'ﬂ\ﬂoﬁ

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

B Auburn Aue. oo o ’/\Q/?

4. Date post RU-486 complication began:

[/ 24/2

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

___Incomplete abortion . Adverse reaction to RU-486 ___ Patient hospitalized

___ Patient received 2 transfusion ’Q Severe bleeding

___ Other sericus event (specify)

6. Duration of event: 5 Hours Days
7. Remarks:

o2 P
8. a. Name of physician who provided RU-48 //Z, /a2 St

~ "/'j —
8. b. Physician’s sighature — — KiE /DO
Date /L[jh/‘

Send completed forms to: State Medical Board of Ohio

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

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

DEC 09 2021

STATE MEDICAL BOARD UF OHIO




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: /0 7& z/

Month Day Year

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

P' ann 1/ l”am m’ﬂwo&

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

1Y Auburn fuc. (ina' ot 4219

4. Date post RU-486 complication began:

10/

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

%lncomple:e 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:
Y 22
8. 3. Name of physician who provided RU-486 LI [Tt
8. b. Physician’s signature L — (b /DO
Date (/312
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 OHIu

DEC 09 2021




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: /0 /Y

Month Day

Year

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

P'ﬁnn(cy Ipaﬁ(m'ﬂwOOQ

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

hY

B Auburn Ao, oo of “/(,2/'?

4. Date post RU-486 complication began:

> 3
1"rrer el

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

%comple:e abortion ' —— Adverse reaction to RU-486  ___ Patient hospitalized

— Patientreceived 2 transfusion ___ Severe bleeding

. Other serious event {specify)

6. Duration of event: 2 Hours Days
7. Remarks:
j.
8. a. Name of physician who provided RU-486 : ./’)/ A / { 9
8. b. Physician’s signature id S 5 " _MD l no
Date 17752 %77 (‘ .
Send completed forms to: State Medical Board of Ohio

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

Prestribed: §/--/2011, Rev. 12/13/12

DEC (1Y 2029

STATE MEDICAL BOARD OF OHIu




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: 70 /3

o2

Year

Month Day

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

Pfanm/ l”ow mﬁxm;&

3. Address of medical practice or facility at which RU-486 was provided:
B Aubven Aut. Une  of 4219

4. Date post RU-486 complication began:
10281 M

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

___Incompiete abortion — Adverse reaction to RU-486 ___ Patient hospitalized

___Patient received a transfusion ESevere bleeding

___ Other serious event (specify)

6. Duration of event: -Z Hours Days
7. Remarks:
Y
8. a. Name of physician who provided RU-486 e /(4 /J?
8. b. Physician’s signature /Z/{/ V//‘;"A /(n) /0.0
Date ,[,//.//, Z/
Send completed forms to: State Medical Board of Ohio

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

DEC OY 2021

ISRl R STATE MEDICAL BOARD OF OHI0




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: /0 57 L
Month Day Ye;r

2. Name of medical practice or facility at which RU-486 was provided:
Pf {Mmz&ﬂ ﬁlﬁ{ m'ﬂwoﬁ
3. Address of medical practice or facility at which RU-486 was provided:

B Aubvrn Ao, (e of 4219

4. Date post RU-486 complication began:

P
111722
5. Event(s) (Please check all that apply):

ggncompiete abortion — Adverse reaction to RU-486 ____Patient hospitalized

_ Patiept received a transfusion Severe bleeding

. Other serious event {specify)

6. Duration of event: g Hours Days
7. Remarks:
, 7
8. a. Name of physician who provided RU-486 e Lo 0
. b. Physician's signature MD./DO
/ 12 1 '
pate 111317\
Send completed forms to: State Medical Board of Ohio

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

Preseribed: 5472011, Rev. 12/13/12 UEC Qg QQZ?

STATE MEhIC AL BOADD fe nny




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: /0 é 2'/

Month Day Year

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

P‘é‘nn(c/ IOJV—( V)ﬁ\ao£

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

214 Aubvrn Aue, (e O ¥$2/19

4. Date post RU-486 complication began:
7 J/)/ 2/

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

/Q 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:
8.a. Name of physician who provided RU-486 Df bh’&/m
8. b. Physician’s signature /'p%/vvmy\ = MOD_/DO
NSy
Date / —
Send completed forms to: State Medical Board of Ohio

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

IAN 13 2022

STATE MEDICAL BOARD OF OHIU

Prescribed: 5/4-/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: 0 X 2/
Month Day Year

2. Name of medical practice or facility at which RU-486 was provided:
VZ /4/7/1// %/M/A’o&/ L Dby s

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

A31Y by At [Gophnat-, M 4§77

4. Date post RU-486 complication began:

/o bo/2/
5. Event(s) {Please check all that apply):

_ﬁ?complete abortion —_Adverse reactionto RU-486  ____ Patient hospitalized

_ Patient received 2 transfusion ___ Severe bleeding

___ Other serious event {specify}

6. Duration of event: 2 Hours Days

7. Remarks:

8. a. Name of physician who provided RU-486 L /(cy/fl;l

8. b. Physician’s signature ‘%’Aﬁ /é/)' @‘/ DO
Date

Send completed forms to: State Medical Board of Ohio

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

NOV 09 2021

Prescribed: $/-/2011, Rev. 12/13/12 o
STATE MEDICAL BOARD OF OHIO




. State Medical Board of Ohio
Report of RU-486 Event

(Required pursuant to R.C. 2919.123)

A To be completed by the physician who provided RU-486

1. Date RU-486 was provided: 7 ol %

Month Day Year

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

p' a‘nm/ IDA/—C m’nwO &

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

14 Aubvrn  Awt. (e OF 6’()/?

4. Date post RU-486 complication began:

92/ 1

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

_L_ﬂncomplete abortion __Adverse reaction to RU-486 ____ Patient hospitalized

Patient received 2 transfusion Severe bleeding

___ Other serious event (specify)

6. Duration of event: 2 Hours Days
7. Remarks:
8. a. Name of physician who provided RU-486 s /024/ /ié/mr
. b. Physician’s signature | U MO /DO
( NYolwlzoy
Date — X
~——

Send completed forms to: State Medical Board of Ohio

Legal Department

30 E. Broad St., 3" Floor

Columbus, OH 43215-6127

MEDICAL BOARD

Prescribed: §/--/2011, Rev. 12/13/12

0CT19 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:
J Piy 21
Month Day Year

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

p'ﬁnnl/ ﬂ\mmﬁmﬂ

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

D3I Auburn  Auwe, (e of 2T

4. Date post RU-486 complication began:

23/

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

_%plncomple:e 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:

\

8. a. Name of physician who provided RU-486 Df. Mh'zf-;;/

8. b. Physician’s signature ‘/m/}'\/"‘"’”\ C< MD_/DO

Send completed forms to: State Medical Board of Ohio -
Legal Department
30 E. Broad St., 3" Floor IAN 13 2022
Columbus, OH 43215-6127 STATE MEDICAL BOARD OF ' -

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 physician who provided RU-485

1. Datg RU-486 was provided: g /;}\/ 27

Month Day Year

2. Name of medical practice or facility at which RU-486 was provnded
manmc( Ipﬂf—( m’ﬂmma&
3. Address of medical practice or facility at which RU-486 was provided:

B Auburn Auc. (e of  #L219

4. Date post RU-486 complication began:

X/zz/)qr

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: 2- Hours Days
7. Remarks:
8. a. Name of physician who provided RU-486 /)r jé; s
7. 2
8. b. Physician’s signature , //"/M/” {M/é/ Do
Date | ﬂ;/, 2/
Send completed forms to: State Medical Board of Ohio

Legal Department

rd ~ by r“
30 E. Broad $t., 3" Floor MED\CA\— B0 {

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-485

1. Date RU-486 was provided: (é ,2 “{ J{
Day :

Month Year

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

p‘é‘nni/ Ipaf{wﬁwoca

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

1Y Auburn At (oo O q(,’z/?

4, Date post RU-486 complication began:

J«/?n/,ﬂ
1o

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

{ Ancomp!ete abortion . Adverse reaction to RU-486 ____ Fatient hospitalized

—— Patient received 2 transfusion ____ Severe bleeding

. Other serious event {specify)

6. Duration of avent: 5 Hours Days
7. Remarks:
8. a. Name of physician who provided RU-486 /) a A’t S lﬁ-/'m',
8. b. Physician’s signature 0 : MD /DO
Date \/\\ q)¢1 2024
S mi?
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

SEp 13 20

cvsee HEDICAL BOARD oF OHID




State Medical Board of Ohio
Report of RU-486 Event

(Required pursuant to R.C. 2918.123)

To be completed by the physician who provided RU-486

1. Date RU-486 was provided: (o s 3 |

Month Day Year

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

p'a‘nn(J ﬂ\/{ m’f’l\aoﬁ

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

2814 Aubven Aue. (oo O (219

4. Date post RU-486 complication began:

Pl A

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

_n{\/ncomplete abortion __Adverse reaction to RU-486 ___ Patient hospitalized

___ Patient received a transfusion ____ Severe bleeding

___ Other sericus event (specify)

6. Duration of event: °2' Hours Days
7. Remarks:
8. 8. Name of physician who provided RU-486 ()r . /(a /\f‘f)
p -",,/ 2 7 <
8. b. Physician’s signature LAt e, 4 n/)/ D.0
Date z,/ £l 'g/ B =
Send completed forms to: State Medical Board of Ohio

Legal Department
30 E. Broad St., 3 Floor

Columbus, OH 43215-6127 MEDICAL BOARD

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 physician who provided RU-485

1. Date RU-486 was provided: lp ) Y,

Month Day Year

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

P'@nnz/ l”a//c mﬁwOOQ

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

Y Aubvin pue. Uine  of #2119

4. Date post RU-486 complication began:

Lef2t{n

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

a%!ncomplete abortion —__Adverse reaction to RU-486  ___ Patient hospitalized

Patient received 2 transfusion Severe bleeding

___ Other serious event (specify)

6. Duration of event: ,?/ _ Hours Days
7. Remarks:
8. a. Name of physician who provided RU-486 rd/. _lé/j'}:f_é(
8. b. Physician’s signature - _AADIIDO.
Send completed forms to: State Medical Board of Ghio
Legal Department MED'CAL BOARD

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

Prescribed: §/.-/2011, Rev. 12/13/12

JUL 26 2021




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: b n ) MU
Month Day Year
2. Name of medical practice or facility at which RU-486 was provided:
p’ ﬁrinl/ /”a/{ m’l‘/lwoﬁ
3. Address of medical practice or facility at which RU-486 was provided:
\ N ;
2814 Auburn At Une | of 4219
4. Date post RU-486 complication began:
H 31X
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: 3 Hours Days

7. Remarks:
8. a. Name of physician who provided RU-486 .12’ //{, /JT);
8. b. Physician’s signature Ll e ay b_/D.O

Date 7,/ 2 (;/ 2/
Send completed forms to: State Medical Board of Ohio
Legal Department
rd
30 E. Broad St., 3 Floor e e WAl

Columbus, OH 43215-6127

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

100

aua 0 Y, FAYA




State Medical Board of Ohio
Report of RU-486 Event

(Required pursuant to R.C. 2919.123)

To be completed by the physician who provide¢ RU-426

—

1. Date RU-486 was provided: S 20 J’

Month Day Year

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

p'é‘nn 16/ ﬂv{ mﬂwooq

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

2314 Auburn Ao, &7‘/7&‘/ ot 5’(2/?

4. Date post RU-486 complication began:

HsTH

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

%lncomplete abortion . Adverse reaction to RU-486  ___ Patient hospitalized

___Patient received a transfusion ___ Severe bleeding

___ Other serious event {specify)

6. Duration of event: 3 Hours _.Days
7. Remarks:
8. a. Name of physician who provided RU-486 ../)f f’éwa‘é
8. b. Physician’s signature (’\j D./DO.
Date EETER
Send completed forms to: State Medical Board of Ohio
Legal Department ME

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

AUu 0 2 2021

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 physician who provided RU-485

1. Date RU-486 was provided: < 1y Y
Month Day Year

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

Planned_ Farenthosd.

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

314 Aubvrn  Aue, e | ot 4219

A Date post RU-486 complication began:
< 9] )

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

_ﬁ Incomplete abortion —— Adverse reaction to RU-486 - Patient hospitalized

- Patient received a transfusion . Severe bleeding

—— Other serious event {specify)

6. Duration of event: 2_ Hours Days
—
7. Remarks: . ]
o ”M S« P celly
8. 2. Name of physiclan who provided RU-486 J @‘4 ] .
8. b. Physician’s signature %"‘\ M /DO
Send completed forms to: State Medical Board of Ohio
L BOARD
Legal Department MED\CA
30 E. Broad St., 3" Floor \

Columbus, OH 43215-6127

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 physician who provided RU-485

1. Datg RU-486 was provided: < C M
. " bay N Yeor

' 2 Name of medical practice or facility at which RU-486 was provaded

P‘d‘nn(/ /paf-(m’f/lw0£

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

2814 Auburn Aue. e of 219

4. Date post RU-486 complication began:

A /zz/zf

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

Incomplete abortion —. Adverse reaction to RU-486  ____ Patient hospitalized

_ Patient received a transfusion __,(gvere bleeding

— Other serious event {specify)

6. Duration of event: Hours / Days

7. Remarks:

A3

8. a. Name of physiclan who provided RU-486 . D /;\

8. b. Physician’s signature £

Send completed forms to: State Medical Board of Ohio
Legal Department
30 E. Broad $t., 3" Floor MEDICAL BOARD
Columbus, OH 43215-6127 JuL 1 2 2021

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




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: = (. P

Month Day Year

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

p(d‘nnﬂ/ lp&\/{mﬂw

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

DI pubsin Aue. Lina | ofl 217

ANy,

4. Date post RU-486 complication began:

41ncomp!efe abortion

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

_x_ Patient received 2 transfusion ﬁ Severe bleeding

___ Other serious event {specify)

___Adverse reaction to RU-486 _){ Patient hospitalized

6. Duration of event:

Hours 02;" Days

7. Remarks:

\

8. b. Physician’s signature

8. a. Name of physician who provided RU-486 c/)f @é

P\

Date 7,/ 2 9,/ o d

)

/D0

Send completed forms to:

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

tate Medical Board of Ohio
Legal Department
30 E. Broad $t., 3 Floor
RD
Columbus, OH 43215-6127 MEDICAL BOA

SEP 2 8 2021



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: r.( 22 2
Month Day Year

2, Name of medical practice or facility at which RU-486 was provrded
p ‘mm zc/ f a/{mﬂwo£
3. Address of medical practice or facllity at which RU-486 was provided:

B Aubuirn pue. Line | of 4219

4. Date post RU-486 complication began:

(o [ UM

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

%Z Incomplete abortion — Adverse reaction to RU-486  ___Patient hospitalized

~ Patient received a transfusion ___ Severe bleeding

. Other serious event {specify)

6. Duration of event: 3 Hours Days
7. Remarks:
- 8. Name of physician who provided RU-486 De. [4 A l;/a
8. b. Physician’s signature ,// @» /D0
Date 2
Send completed forms to: State Medica) Board of Ohio »
Legal Department
D
30 E. Broad $t,, 3" Floor MEDICAL BOAR
Columbus, OH 43215-6127 JUN 21 2021

Preseribad: $/--/2011, Rev. 12/18/12




State Medical Board of Ohio

MEDICAL BOARD

JUN 23
Report of RU-486 Event 221
{Required pursuant to R.C. 2919.123)
To be completed by the physician who provided RU-485
1. Datg RU-486 was provided: Lf 16 2
. Month Day Year

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

p 'ﬂnn«( Ip ard mﬂwooq

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

I Auburn Aue. Chne  of 4219

4. Date post RU-486 complication began:

Cl1/H

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

_Ampiete sbortion —— Adverse reaction to RU-486 ___ Patient hospitalized
—Patient recelved a transfusion ___ Severe bleeding

—.. Other serious event {specify)

6. Duration of event; Hours __/2 Days
7. Remarks:
_|8. a. Name of physician who provided RU-486 2 _{;zﬂ:/{ e
8. b. Physician’s signature %\‘ M_.
Date w2/
Send completed forms to; State Medical Board of Chio

Legal Department
30 E. Broad $t., 3" Flgor
Columbus, OH 43215-6127

Prescribed: S/~/2011, Rev. 12/13/12




State Medical Board of Ohio
Report of RU-486 Event

(Required pursuant to R.C. 2919.123)

RN 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 factlity at which RU-486 was provided:

Llainned _ Lorint hood Southest Obyio

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

231U Avbun At Cntd oot €S$279

28/x

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

_Wncomplete 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:

8. a. Name of physician who provided RU-486 . De by

X po

8. b. Physician's signature

oate e/re 2/

Send completed forms to: State Medical Board of Ohilo
Legal Department
BOARD
30 E. Broad St., 3" Floor MEDICAL
Columbus, OH 43215-6127 JUN 21 202

Prescribed: §/--/2011, Rev. 12/13/12




MEDICAL BOARD
State Medical Board of Ohio JUN 09 2028

Report of RU-486 Event

(Required pursuant to R.C. 2935.123)

To be complated by the physician who provided RU-486

1. Date RU-486 was provided: o A B,
Month Day Year

2. Name of medical practice or facility at which RU-486 was prowded
P a‘nn 1/ lpév{ m'ﬂwo OQ

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

B Auburn pot. Gine | ot 4219

4. Date post RU-486 complication began:
S / 2ol N
5. Event(s) {Please check all that apply):

__Lﬂn/complete abortion . Adverse reaction to RU-486 . Patient hospitalized

— Patient received a transfusion — Severe bleeding

— Other serious event (specify)

6. Duration of event; 3 Hours Days

7. Remarks:

Lol Sarp ety

8. a. Name of physician who provided RU-486 e £redd

8. b. Physician's signature /) / / M.D./DO
@%ﬁiﬁzl

Send completed forms to: State Mea(-ea’l’/soard of Ohio

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

Prascribad: 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: 3

3

L

Month Day

Year

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

p’a‘nn(/ /pﬁf-{ kﬁﬁbo&

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

B Adbvin Awt. L' of 4219

14 Date post RU-486 complication began:

Y16/

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

% Incomplete abom‘on/ ﬁl& f

—_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:
8. a. Name of physician who provided RU-486_ Lin 7~
8. b. Physician’s signature - . —MD_/DQ
i /9/
Date l’j 2 /,7
L |
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

VIEDICAL BOARL

APR 21 72071




State Medical Board of Ohio
Report of RU-486 Event

{Required pursuant to R.C. 2919.123)

To be completed by the physidan who provided RU-486

1. Datg RU-486 was provided: 2 < 'Lf
Month Day Yaar

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

P{ é‘nn(&f faﬁf{mﬁwocﬂ

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

B Aubvrn pue. line | oH 4219

4. Date post RU-486 complication began:

20l

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

anmplete abortion —.. Adverse reaction to RU-486 — Patient hospitalized

—. Patient received a transfusion — Severe bleeding

— Other serious event {specify)

6. Duration of event: ,)/ Hours Days

R

7. Remarks:

8. a. Name of physician who provided RU-486

_Dr. 4
8. b. Physician’s signature % — 8:‘9 /D0

Date /&} 7@ / 2
Send completed forms to: State Medical Board of Ohio
Legal Department MED o
30 E. Broad $t., 3 Floor “AlL ‘5'0,4 Rp
Columbus, OH 43215-6127 Mk g 202 )

Prestribed: §/--/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: / V.. 1

Month Day Year

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

Planmf I”cw mﬂwull

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

B Aubvin Aue. Une | ot 4217

4. Date post RU-486 com7lication began:

312 /1

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

( ﬂcomplete abortion —_Adverse reaction to RU-486 ___ Patient hospitalized

___Patient received a transfusion ____Severe bleeding

___ Other serious event (specify)

6. Duration of event: 3 Hours Days

'7. Remarks:

Loy Wt S P,}““’M

8. 3. Name of physician who provided RU-486 :/) é/’\,/

8. b. Physician’s signature Va — M.D_/D.Q
Date %/ é,/}:/

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 physican who provided RU-485

1. Date RU-486 was provided: / 5 Y

1
Month ’ Day Year

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

pl ﬁnn(/ faamﬁwocﬂ

13 =P v 4 i) k. ox Lo milite: ot bajat %‘ﬁl’%w‘ﬁ?‘v‘il&é&" . et e pmt o e

2314 Auburn A, (”?’"5’\/ ot 1‘7/(,2/?

4. Date post RU-486 complicafion began:

21/ 21

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

_/f?mcompfete abortion . Adverse reaction to RU-486 —.. Patient hospitalized

. Patient received a transfusion — Severe bleeding

— Other serious event {spedify)

A
6. Duration of event: S A Hours Days
7. Remarks:
8. a. Name of physician who provided RU-486 /), f ‘(/a///
8. b. Physician’s signature MOD /DO
Date \) ﬂ\}"\q’\

Send completed forms to: State Medical Board of Ohio ~

Legal Department _ MED\CAL 3

30 E. Broad St., 3" floor A

APR 05 20

Columbus, OH 43215-6127

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 physician who provided RU-486

1. Date RU-486 was provided: s 24 20

Month Day Year

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

’p’ a‘nn/c/ /04/{ mﬂwo£

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

14 Aubvrr A, e ot "7’\()'/?

4. Date post RU-486 complication began:

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

z Incomplete abortion _ Adverse reaction to RU-486 ___ Patient hospitalized

___ Patient received a transfusion __ Severe bleeding

— Other serious event (specify}

6. Duration of event: Hours JZ‘O Days

7. Remarks:

8. a. Name of physician who provided RU-486

" . e df‘ ,/(h %
8. b. Physician’s signature 1/%4//%) M.D)/ oo
Date LI/,/ L 2/ z/

- |

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

{7/




