State Medical Board of Ohio
~=- Report of RU-486 Event

) {Required pursvant 1o R4, 2919.123)

To be comgleted by the physidan who provided K488

1. Date RU-486 was provided:‘ \ QL/( (QQ
! . X

tderih Day Year

| 2. Name of medical practice or facility at which RU-486 was provided:
Women's Med Dayton

3. Address of medical practice or facility at which RU-486 was provided:
1401 E Stroop Rd

Dayton, Chio 45429
4. Date post RU-486 comphca'ncm began: a

/[

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

Incornplete abortion . Adverse reaction to RU-ABE  _ Patient hospitalized

Patient received & transfusion Severe bigeding

___ Other sgricus event {specify)

6. Durstion of event: ) Hours /®/ Bays

T Remarks: O tient presen red otk fetaned TTOP
Onc\{/fq)e;»& VALOMP kectess ) o

2. 3. Name of physician who provided RU-286 Kl Re s inser —Kingle

3. b. Physician's signature e . MDD O

Date e / 9") Lo

Send completed forms to: State Medical Board of Uhio
Legal Department

30 E. Broad St., 3" Floor ' FEB 17 2022

Presenbeg. 57--f2003. Rave 12713732




s o, State Medical Board of Ohio
=" Report of RU-486 Event

{Reguired pursuant to R.C. 2919.123)

To ke completed by the physician who provided RU-985

1. Date RU-486 was provided: O[ Q\S B & w3

#onth Day Year

2. Name of medical practice or facility at which RU-486 was provided:
Women's Med Dayton

3. Address of medical practice or facility at which RU-486 was provided:
1401 E Stroop Rd

Dayton, Ohio 45429 ¥ 25 3o

4. Date post RU-486 complication began:
3| 1| 22
5. Event(s) {Please check all that apply}:
?, Incomplete abertion . Adverse reaction to RU-A88  ___ Patient hospiialized
___ Patient received a transfusion ___ Severe bleeding
___ Dther sericus event (specify)
6. Duration of event: \ Hours Days
o ‘ ‘ v -
7. Remarks: U[\é{@i[&* \J:’\(QMP Wceate & " O<<
after feiled M AL

8. 3. Name of physician who proviided/ﬁu,-é)ss e, 'UT%W — {_N‘Aiﬁ -
8. b. Physician’s signature / MDD

2o (A

Date

Send completed forms to: State Medical Board of Ohio
Legal Department
30 E. Broad St., 3™ Floor
Columbus, OH 43215-6127
APR 06 2022

Prescnded. 5702041, Aev. 12/13/32 STATE MEDICAL BOARD OF OHIU



State Medical Board of Ohio
Report of RU-486 Event

{Reguired pursuant 1o R,L. 2919.123)

To ba completed by the physidan who provided RU-Q88

1. Date RU-486 was provided: ?3 K 6@@&

fdonth Day Year

2. Name of medical practice or facility at which RU-486 was provided:
Women's Med Dayton

3. Address of medical practice or facility at which RU-486 was provided:
1401 E Stroop Rd

Dayton, Ohio 45429

4. Date post RU-486 complication began:

R//QA

1

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

%n@mpiete abartion . Adversereaction o RU-486 ___ Patient hospitalized

| ___ Patient received 2 transfusion ___ Severe biseding

___ Other serious event (specify)

6. Duration of event: \ Hours Days

17, Remarks: U(\é{” Ld(ﬂ-\ g3 ;\c@me \u Cected

8. a. Name of physician who provided RU-486 Mﬂ‘\ “dh%@ - hirdle_

8. b. Physician’s signature /?f—n\ , MDD DO
Date =/u L

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

APR 06 2022

STATE MEDICAL BOARD OF OHIO

Frescibed. /12011, Hev. 12/13/32



State Medical Board of Ohio APR 25 2022

Repo rt of RU-486 Fvent ST MEvicaL oarn o owi

{(Required pursuant to R0, 281%.123]

Te ke comgleted by the phiysitian who provided RU-28E

. Date RU-486 was provided: [(4- @ Z/&

1
Wtk Day Year
2 Nzme of medical practice or facility at which RU-486 was provided:
Women's Med Dayton
3. Address of medical practice or facility at which RU-486 was provded,
1401 E Stroop Rd
Dayton, Qhia 45429
4. Date post RU-486 complication began: /%/
5. Event(s) (Please check all that apply):
\/ Incemplete abortion e Adhierse reaction to RU-ABS  _ Patient hospralizec g
i
|
. Patient received 2 transfusior __ Sevare biseding i
__ Other sericus event (specify)
&. Duration of event: l . Hours Q Days
7. Remarks: NS M_Pl ccaded 3 chAter cedaine d Clois.
N O culdente af o,n(jo: "‘ﬁ e P ane VON .

8. a. Name of physician who provided RU-4%6 D "\Ze.:g«\,»%ex ~ e\ e

g %
&. b, Physician's signature - 7 M@_
M lia
Date /I }_3-3--
Send completed forms to: State Medical Board of Ohio

Lepal Department
30 £. Broad St., 3" Floor
Columbus, OH 43215-61327

Frasenved. 5/--/2011. Rev. 12713532



State Medical Board of Ohio
Report of RU-486 Event

{Required pursuvant to R.C, 2919.123)

To ba comgleted by the physician who provided HU-488

1. Date RU-486 was provided: £3% A2 -0

Menth Day Year

2. Name of medical practice or facility at which RU-486 was provided:
Women's Med Dayton

1401 E Stroop Rd

Dayton, Ohio 45429

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

4. Date post RU-486 complication began:

Mcomplete abortion

___ Dther sericus event (specify)

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

___ Adverse reaction to RU-A86  _ Patient hospralized

Patient received a transfusion Severe bieeding

6. Duration of event:

D_\_ Hours 2 Days

p— e

' 7.Remarks: T (P

|

Wik Car/Aac 4\,(;4'1 “ ““3 after MK .

[

| cCofeet
‘ D+ C p«FofMaé - Ur\COV\Af)\ co

8. b. Physician’s signature

8. a. Name of physician who provided RU-486 K_,/, AR Re' . '\ﬁfé"' (Lndi€

o T A, W
(o &)

LMD /DO

Date

Send completed forms to:

Presenbed. 5/--/2011, Rev. 12/13/22

State Medical Board of Ohio
Legal Department
30 E. Broad $t., 3" Floor ' .
Columbus, OH 43215-6127
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