State Medical Board of Ohio
Report of RU-486 Event

{Required pursuant to R.C. 2919.123)

Ta be completed by the physician who provided RU-486

1. Date RU-486 was provided: \&3\(\\ AN 0L 2024
Month J 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:

25350 Rockside Road, Bedford Helghts, Ohio, 44146

4, Date post RU-486 complication began:

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

___incomplete abortion ___ Adversereactionto RU-486 Patient hospitalized

___Patient received a transfusion ___Severe bleeding

_‘_/_ Other serlous event (specify) FC);\\?(\}\ ANOHRAN (Q‘(\C{JUW\S @(‘E%Nu’\(u\}

6, Duration of event: 1 Hours Days

7. Remarks: MNb Procaiclng IRGkeh per ThHA ’(‘QC‘S'U\\/\Q[\ on \HO3ILTE . Pl wp Us wn

Ovge lzy reyeddeh c;z(ﬁmvw‘) preginGace .
¥

8. a. Name of physician who provided RU-486 Jacvie Mostw M“

8, b, Physician’s signature @/ n.o
Date /24124

Send completed forms to: State Medical Board of Ohio

Legal Department
30 E. Broad St., 3" Floor
Columbus, OH 43215-6127 MAY G e
STATE MEDICAL BOARD 67 conn

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




State Medical Board of Ohio
Report of RU-486 Event

(Required pursuant to R.C. 2919.123)

Tobe completed by the physician who provided RU-486

1. Date RU-486 was provided: 213124
Month Day year

2. Name of medical practice or facility at which RU-486 was provided;
Planned Parenthood of Greater Ohlo

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

25350 Rockside Road, Bedford Helghts, Ohlo, 44146

4, Date post RU-486 complication began:  4/4g/24

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

_X_incomplete abortion ___ Adverse reaction to RU-486 ____Patient hospitalized

___Patient received a transfusion ___ Severe bleeding

___Other serious event (specify)

6. Duration of event: 1 Hours Days

—

7. Remarks:

Patient provided Mifepristone for MAB per FDA regimen on 2/13
post-MAB, Non-viable intrauterine preghancy found on ultrasoun

194, Patient seen 4/18/24 for MAB /U for continued bleeding
d, Patient referred to ED for further treatment due to severe anemia.

8. a. Name of physician who providg\c} RU-486 Ashley Brant

8. b. Physician’s signature (sfé‘b’(jv:‘/@ ,(/‘&7%-‘ MO /DO
Date

Send completed forms to; State Medical Board of Ohio

Legal Department
30 E, Broad St., 3 Floor
Columbus, OH 43215-6127
AT TG 20k

Y

Prescribeds: §/-/2011, Rev. 12/13/12 _— e 1 o v i
/-/2011, 123/ STRTE METHCAL BOARD OF OHlL




State Medical Board of Ohio
Report of RU-486 Event

(Required pursuant to R.C.2919:123)

NI
T To be completed by the physician who provided RU-488

1. Date RU-486 was provided: 02 15 2024

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:

25350 Rockside Road, Bedford Heights, Ohio, 44146

4. Date post RU-486 complication began:
3/2/24

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

___Incomplete abortion ___Adverse reaction to RU-486  ___ patient hospitalized

. patient received a transfusion ___Severe hieeding

__ X Other serious event {specify) Failed Abortion

6. Duration of event: ___1 Hours Days

7. Remarks:

MAB procedure initiated per FHD regimen on 2/45/24. Follow up ultrasound preformed on 3/2/24 revealed
continuing pregnancy. Pt opted for second dose of MAB medications.

8. a, Name of physician who proviﬁﬁ-%ﬁ e avik Kumar
MDD/ DO
N

8. b, Physician’s signature \7\/ — ;
send completed forms to: State Medical Board of Ohio

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

Prescribeds 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: Februrary 26 2024

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: T

25350 Rockside Road, Bedford Heights, Ohio, 44146

4, Date post RU-486 complication began;  April 8, 2024

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

___Incomplete abortion ___Adverse reaction to RU-486 patient hospitalized

___Ppatjent received a transfusion ___Severe bleeding

X__ Other serious event {specify) Failed abortion.

6. Duration of event: 1 Hours Days

7. Remarks:  Medication abortion initiated per FDA ragimen on 2/26/2024. Follow-up ultrasound revealed failed
abortion on 4/8/2024. Surgical procedure scheduled for 4/15/2024. Patient did well post operation.

8. a. Name of physician who provided Wweman
8, b, Physician’s signature L( / QT\}// MD /DO
e (24 .

send completed forms to: State Medical Board of Chio

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

MAY D6 o7

Prescribed: 5/--/2011, Rev. 12/1312

CREGICRLBOARY 0 Uy




State Medical Board of Ohio
Report of RU-486 Event

{Required pursuant to R.C. 2919.123)

To be completed by the physlcian who provided RU-485

1. Date RU-486 was provided: 377724 i g

Month Day Yeat.

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

25350 Rockside Road, Bedford Heights, Ohio, 44146 F

i

i

|

\

]

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

!

_ |
.D -48 began: |
4. Date post RU-486 complication begant  314/24 |

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

__x_Other serious event (specify) i

___incomplete abortion ___ Adverse reaction to RU-486  __ patient hospitalized i

.

. Patient received a transfusion _Severe bleeding 1 l
!

Pt

N

FAILED MAB : %

6. Duration of event: 1 Hours Days

7. Remarks: 1

i

—

i

Mifeprex administered per FDA regimen on 3/7/24. Patient tock misoprosto! on 3/8, patient called to report fittle to 1o bigeding,
after misoprostol on 3/9. Patient had MAB follow-up US on 3/11 that showed continued pregnancy. Patient had D&C Suctien
3/14. Did well post-op o
i
Cod

_

8. a. Name of physician who provided RU-486 Amy Potter i

8. b, Physician’s signature WM LB /DO

\ ) |

e Al alroe4 B

Send completed forms to: State Medical Board of Ohio §
Legal Department 1

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

Prescribed: 5/—/2011, Rev. 12/13/12 ‘
STATE MEDlCAL BoARD OF oHlo

?
i
APk 1 a0
o




State Medical Board of Ohio
Report of RU-486 Event

(Required pursuant to R.C. 2919.123)

To be completed by the physlclan who provided RU-486

1, Date RU-486 was provided: 3 11 2024

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 ot facility at which RU-486 was provided:

25350 Rockside Road, Bedjord Helights, Ohio, 44448

4. Date post RU-486 complication began: 41412024

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

X Incomplete abortion ____Adverse reaction to RU-486  ___ patient hospitalized

____Patient received a transfusion __ Severe bleeding

___Other serious event (specify)

6. Duration of event: 1 Hours Days

procedure for retained POC. Suction procedure performed by A Potier. MD.

7. Remarks:  Original MAB ABZ on 3)11/2024 with E Freeman DO. Patient returned to clinic on 414)2024 for sucti

8. a. Name of physician who provided RU-486 Emily Freeman, DO
8. b. Physician’s signature Diﬂ—’"‘ M.D /DO
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 o

c pERicAl BUARD OF OHE




| Srate Medical Board ‘.o_ “
Report.of RU-486 Event
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State Medical Board of Ohio
Report of RU-486 Event .,

(Required pursuant to R.C. 2919.123) HE R,

To be completed by the physician who provided RU-486

4 29 2024

1. Date RU-486 was provided:
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:

25350 Rockside Road, Bedford Heights, Ohio, 44146

4. Date post RU-486 complication began:
6/6/24

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

___Adverse reaction to RU-486  ___ patient hospitalized

___Incomplete abortion
___ Patient received a transfusion ____Severe bleeding

hematometra

X_ Other serious event (specify)

Hours Days

6. Duration of event: 1

—

d hematometra. Pt opted for

7. Remarks:

MAB initiated per FDA regimen-on 4/
second dose of misoprostol

29/24. Follow up ultrasound-on 6/6/24 reveale

3. a. Name of physician who provwma”
8. b. Physician’s signature Q\JL/\___,.. MD_ /DO
Date ( >

Send completed forms to: State Medical Board of Ohio

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

Prescribeds 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 physiclan who provided RU-486

1. Date RU-486 was provided:! 4130124

Month

bay Year

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

Planned Parenthood of Greater Ohio

25350 Rockside Road, Bedford Heights, Ohio, 44146

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

4, Date post RU-486 complication began: 54424

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

___ Incomplete abortion ___ Adverse reaction to RU-486

patient received 3 transfusion ___ Severe bleeding

failed MAB

___Patient hospitalized

__X Other serious event {specify}

6. Duration of event: 1 Hours Days

Ultrasound showed continued p

7. Remarks: MAB initiated per FDA regimen on 4/30/24. Patient experienced light bleeding, On 5/11/24 Follow-up

regnancy & Suction procedure performed same day. Patient did well post op.

g a. Name of physician who provided RU-486

Ashley Brant

i %‘%MX

8, b. Physician’s signature
5/14/24

o iED—

L Date

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

Ve o {Required pursuant to R.C. 2919.123)

To be completed by the physician who provided RU-486

1. Date RU-486 was provided: 05 03 2024

Month ¢ Day Yesar

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;

25350 Rockside Road, Bedford Heights, Ohio, 44146

2. Date post RU-486 complication began: /3124

5. Event(s) (Please checkall that apply):

____Incomplete abortion ____Adverse reaction to RU-486  ___ patient hospitalized
____Patient received 8 transfusion ___ Severe bleeding,
_}_Other\erious event (specify) retained POC
\
6. Duration oﬁ\eVent: 1 Hours Days
7. Remarks:
Patient had appointment for medication abortion on 05/03/2024. Follow-up appointment with tiltrasound on

5/13/2024. Retained POC found on ultrasound: Patient opted suction procedure after being counseled on options
by physician. Procedure uncomplicated.

8. a. Name of physician who provided RU-486 Amy Potter MD
fn . /—\\/
8. b. Physician’s signature (A AT X @P/ D0
Dge (o [ Lg ( 1004
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



JRCEREIN State Medical Board of Ohio
"~ Reportof RU-486 Event

{Required pursuant to R.C. 2919.123)

To be completed by the physician who provided RU-488

1. Date RU-486 was provided: 5 16 24

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:

25350 Rockside Road, Bedford Heights, Ohio, 44146

4. Date post RU-486 complication began:
71124

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

_>,(__ Incomplete abortion ___ Adverse reaction to RU-486 ___Patient hospitalized

___Ppatient received a transfusion ___ Severe bleeding

___ Other serious event (specify)

6. Duration of event: 1 Hours Days

7. Remarks:

MAB initiated per FDA regimen on 5/16/24.
Pt opted for suction procedure for 7/1/24

Eollow up utrasound on 714124 revealed possible retained POC.

. a. Name of physician who provk}%’dﬂl% Bhavik Kumar

8. b. Physician’s signatute ) MD_/DO

= il

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

Prescribed: 5/--/2013, 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: 05 17 2024
Month Day Year

2. Name of medical practice oF 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:

26350 Rockside Road, Bedford Heights, Ohio, 44148

4, Date post RU-486 complication began:  g/26/2024

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

,___‘lncomplete abortion ____Adverse yeaction to RU-486  ___ patient hospitalized
___Patient received a transfusion ___ severe bleeding
_x_Other serious event {specify) hematometra

6. Duration of event: 1 Hours Days

|

7. Remarks:

MAB 5/17/24 wi B Kumar, MD, Pt RTC 6/26/2024 for follow-up-visit due to moderate pelvic pain/cramping. Ultrasound
performed. Re-suctioned performed at follow-up visit by B Kurnar, MD.

4 a. Name of physician who provided RU- 486 O Bhavik Kumar, MD
M.D /DO

8. b. Physician’s signature

Date ,LJ ,ZL

send completed forms to: State Medical Board of Chio
Legal Department
30 E. Broad St., 3" Floor
Columbus, OH 432156127

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: 05/22/2024

tMonth Day Year

2. Name of medical practice or facllity at which RU-486 was provided:
Plarined Parenthood of Greater Ohlo

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

256350 Rockside Road, Bedford Heights, Ohlo, 44146

4. Date post RU-486 complication began:  yg/2024

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

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

Fallad Abortion

__X Other serious event (specify)

6, Duration of event: i Hours Days

7. Remarks:

MAB 5/22/2024, RTC 7/18/2024 for follow-up. Suction procedure performed 7/18/2024 for falled abortion.

Kale Tuner, MD

8, a. Name of physician who provided RU-4

/7 ;
3. b, Physician’s signature P _ 2 DZ/{Mm[ DD
e Ll
send completed forms to: State Medical Board of Ohio

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

proseribed: 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: 8/10/2024

Month Day Year

2. Name of medical practice of 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:

25350 Rockside Road, Bedford Heights, Ohio, 44146

4. Date post RU-486 complication began:  7/1g/2024

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

X _Incomplete abortion ___ Adverse reaction to RU-486 ___Patient hospitalized

___Patient received a transfusion ___ Severe bleeding

___Other serious event (specify)

6. Duration of event: 1 Hours Days

7. Remarks:
MAB 6/10/2024. PLRTC 7/1 8/2024 for follow-up. Incomplete AB determined, PtRTC 711912024 for suciion procedure.

8. a. Name of physician who provided R%SG EmjlyfFreeman, DO

o — wafeo)

8, b. Physician’s signature ,
Date ( \ 7/ 7/7 // 7/(4,
i 1

[  —

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

prascribed: 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: 6 11 2024

‘ Month Day Year

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

3. Address of medicai practicé or facility at whith RU-486 was provided:

25350 Rockside Road, Bedford Heights, Ohio, 44146

4, Date post RU-486 complication began:

/25124
5, Event(s) (Please check all that apply):

X ‘ .
_" incomplete abortion ___Adverse reaction to RU-486 ___Patient hospitalized

patient received a transfusion ___ Severe bleeding

___Dther serious event (specify)

6. Duration of event: 1 Hours Days

L

7. Remarks:

MABR initiated 6/11/24 per EDA regimen. Follow up ultrasound 6/25/24 noted an incomplete abortion. Pt opted for

suction procedure 6/25/24.

2. a. Name of physician who provi d RU-486 Ashley Brant

O/M MD /DO

8. b. Physician’s signature . i
l\/
Te_lo]25 [24

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-386

1. Date RU-486 was provided: 7

16 2024

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:

25350 Rockside Road, Bedford Heights, Ohio, 44146

7/22/24

4, Date post RU-486 complication began:

___Incomplete abortion

__Z(_ Other serious event {specify)

___patientreceived a transfusion

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

____ Adverse reaction to RU-486 ___Patient hospitalized
___Severe bleeding

Failed abortion

6. Duration of event: 1

Hours Days

7. Remarks:

MAB initiated per FDA regimen on 7/16/24, Ultrasound at follow up appt 7122124 revealed a failed medication
abortion. Pt opted for suction procedure 7/22/24.

8. a. Name of physician who provided RU-486 Ashley Brant
2. b, Physician’s signature 0\/}%{{/’/ %7776{(’_ M.D_LDO

" L

oate 123124

Send completed forms to:

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

State Medical Board of Ohio
Legal Department
30 £, Broad St., 3% Floor
Columbus, OH 43215-6127 e




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: 7 25 0024

Month Day Year

2. Name of medical practice of facility at which RU-486 was provided:
Planned Parenthood of Greater Ohlo

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

25350 Rockside Road, Bedford Heights, Ohio, 44146

4, Date post RU-486 complication began:  g/47/23

5. Event(s) (Please checkall that apply}):

_x_ Incomplete abortion ___Adverserea ction to RU-486 ___ Patient hospitalized

patient received a transfusion ___ Severe bleeding

___Other serfous event (specify)

6. Duration of event: 1 Hours Days

7. Remarks:

Pt presented for initial MAB on 7/25/2024, Pt RTC on 8/17/2024 for follow-up appt. Retained products determined. Suction

procedure performed 9/17/2024 without complications.

Catherine Harmer, DO

3. a, Name of physician who provided RU-436

m/nn
fang

8. b, Physician’s signature

w2y

Date Tt

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



el state Medical Board of Ohio
" Report of RU-486 Event

(Retuired pursuant to R.C. 2919.123)

To be completed by the physician who provided RU-486

1. Date RU-486 was provided: 7 26 2024
Month Day Year

9. Name of medical practice of 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:

25350 Rockside Road, Bedford Heights, Ohlo, 44146

4. Date post RU-486 complication began:  gy2/2024

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

_%_incomplete abortion ___Adverse reaction to RU-486 __ Patient hospitalized
___Patient received a transfusion ___Severe bleeding

___ Otherserious event (specify)

6. Duration of event: 1 Hours Days

]

pt presented for initial MAB on 07/26/2024 at 7w2d. RTC 9/12/2024 for follow up, Ulirasound completed and showed
retained products. Suction procedure completed 09/12/24 with no complications,

7. Remarks:

. a. Name of physician who provided RU-486 Catherine Harmer, MD

¢ /,\
8. b. Physician’s signature C/G‘(\"\/w" M.D [DO

Date 9/12(2024

Send completed forms to: State Medical Board of Ohio
Legal Department
30 E. Broad St., 3" Floor
Columbus, OH 43215-6127 ’
SEP 20 2024

STATE MEDICAL ROARD OF DHID

prescribed: 5/~/2011, Rev. 12/13/12



State Medical Board of Ohio
Report of RU-486 Event

{Requiired pursuant to R.C.2919.123)

To be completed by the physician who provided RU-186

1. Date RU-486 was provided: July 31 2024

Morith 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:

25350 Rockside Road, Bedford Heights, Ohio, 44146

4, Date post RU-486 complication began:  gy10/2024

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

_ X Incomplete abortion ___Adverse reaction to RU-486 ___ Patient hospitalized

__ Patfent raceived a transfusion severe bleeding

___ Other serious event {specify)

6. Duration of event: 6 Hours Days

ERemarks:

Pt presented for initial MAB on 07/31/2024 at 8wdd. Came in on 09/10/2024 for follow up due to positive
pregnancy test. Ultrasound completed and showed continuing pregnancy. Suction procedure completed
09/10/2024 with no complications.

Amy Burkett, MD

8. a. Name of physician who provid;g‘d RU-486

. b. Physician’s signature } M.D_LDO

Date \‘9 \"9«\‘ a(",/

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

prescribed: 5/--12011, Rev. 12/13/12



State Medical Board of Ohio
Report of RU-436 Event

(Required pursuantto R.C. 2919.123)

Yo be completed by the physician who provided RU-486

1. Date RU-486 was provided: August 5 2024
Month Day Year

2. Name of medical practice of 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:

25350 Rockside Road, Bedford Heights, Ohio, 44146

4. Date post RU-486 complication began:  4o/30/24

5, Event(s) (Please check all that apply): O
_— Incomplete abortion ___Adverse reaction to RU-486 patient hospitalized

___Patient recelved a transfusion ___ Severe bleeding

X_ Other serious_ event (specify) -”_Ffailed abortion | _—l
’6‘ Duration of event: 1 Hours Days

7. Remarks:

MAB 8/05/2024, PLRTC 10/30/2024 for follow-up. Failed MAB determined via uls showing a continuing pregnancy of 20w 2d EGD.
Reforred out to another clinic to recelve care.

iy Freeman, DO

T&:a. Name of physician who provided RU-486

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. 12/43/12



State Medical Board of Ohio
Report of RU-486 Event

(Required pursuant to R.C. 2019,123)

"o be completed by the physician who provided RU-486

1, Date RU-486 was provided: 8 29 2024

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:

25350 Rockside Road, Bedford Heights, Ohio, 44146

4. Date post RU-486 complication began:  g47/2024

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

X__Incomplete abortion ___ Adverse reaction to RU-486 ___Patient hospitalized

___Patientreceived a transfusion ___ Severe bleeding

___ Other serious event (specify)

6. Duration of event: 1 Hours Days

7. Remarks:

9/19/2024 for suction procedure w/o complication.

Pt presented to clinic for MAR on 8/22/2024. PtRTC 9/17/2024 for follow-up appt. Retained products noted on ufs. PtRTC

8. a. Name of physician who provided RU 486 Amy Potter

8. b. Physician’s signature /\—\ A f\%{\ MDD L0O

210 2007

Date

i

send completed forms to: State Medical Board of Ohio
Legal Department
30 £, 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-486

28 2024

Year

August

Month Day

1. Date RU-486 was provided:

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

Planned Parenthood of Greater Ohio

\g‘ Address of medical practice or facility at which RU-486 was provided:

25350 Rockside Road, Bedford Heights, Ohlo, 441 46

4, Date post RU-486 complication began: 40728724

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

___Adverse reaction to RU-486  ___ patient hospitalized

___Incomplete abortion

___Patent received a transfusion __ Severe bleeding

Failed Abortion

_X_Other serious event {specify)

Days

6. Duration of event 1 Hours

—

ERema rks:
MAR preformed on 8/27/2024, PLRTC 10/28/2024 for follow-up. Failed MAB determined via ufs. Pt received PAB on 10/28/24 for

continuing pregnancy.

Ashley 8rant, DO

3. a, Name of physician who provided RW-486

Date /D Ziﬁf/

State Medical Board of Ohio

8. b. Physician’s signature

send completed forms to:
Legal Department

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

prescribed: 572011, 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:

9 10 2024
Month Day Year

2. Name of medical practi
Planned Pa

ce or facility at which RU-486 was provided:
renthood of Greater Ohio

26350

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

Rockside Road, Bedford Heights, Ohio, 44146

4, Date post RU-486 complication begant  4p47

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: 1 Hours Days

7. Remarks:

it had MAB on 8/10/2024, RTC

{hcomplete AB determined. Suction procedure performed per Chen MD.

10/17/2024 for follow-up, Incomplete MAB determined. Ptgiven miso. Pt RTC 10/25/2024 for follow-up.

8. a, Name of physician w

8. b, Physician’s signature

ﬁshley Brant, DOJ

IV Z Yo Y

G
Date /D//?Q/ 2¢

ho provided RU-48

Send completed forms to:

prescribed: 5/--/2011, Rev, 12/13/12

State Medical Board of Ohio
Legal Department
30 £, 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 phystcian who provided RU-186

1, Date RU-486 was provided: g

10 2024

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:

25350 Rackside Road, Bedford Heights, Ohio, 44146

4, Date post RU-486 complication began:  gs012024

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

_X_Incomplete abortion ___Adverse reaction to RU-486 ___Patient hospitalized

___ Patient recelved a transfusion ___ Severe bleeding

___Other serlous event (specify)

6. Duration of event: 1 Hours Days

7, Remarks:

MAB 9/10/2024, PYRTC 10/47/2024 for follow-up. Incomplete MAB determined via
misoprostol. '

uls. Pt send home with additional dose of

8. 2. Name of physician who provided RU-486 Ashley Brant, DO
§

ML DO

8. b, Physician’s signature

L

Date / 0T7 :

22

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

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



N 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: September

12 2024

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:

25350 Rockside Road, Bedford Heights, Ohlo, 44146

4, Date post RU-486 complication began:  4o/30/24

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

___Incomplete abortion ___Adverse reaction to RU-486  ___ Patient hospitalized

___Patient recelved a transfusion ___ Severe bleeding

X _ Other serious event {specify)

Failed aborlion

6. Duration of event: 1 Hours Days
L y

—

7. Remarks:

MAB 9/12/2024. Pt RTC 10/30/2024 for follow-up. Failed MAB determined via ufs showing a conlinuing pregnancy of 16w 1d EGR.
Received PAB.

L

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

8. b, Physician’s signature QM\/—\ : M.D£DO

Catherine Harmer, MD

Date g 124

\ 1]

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 physiclan who provided RU-486

1. Date RU-486 was provided: 10 29 2024

Month Day Year

2. Name of medical practice of 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:

25350 Rackside Road, Bedford Heights, Ohio, 44146

4, Date post RU-486 complication began:  pyyisited ED 11/04/2024

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

___Incomplete abortion ___ Adverse reaction to RU-486 ___ Patient hospitalized
__Patient received a transfusion ___ Severe bleeding
X other serlous event {specify) Failed AB

6. Duration of event: 1 Hours Days

7. Remarks:

provider for faited MAB.

PUL MAR 10/20/2024, HCG quant levels continued lo rise, Pt wentto ED for olo ectopic on 11/04/2024. Pt treated in ED w/
methotrexate for presumed ectopic pregnancy. No further follow-up visible in shared EMR. Upcoming D&C scheduled with outside

]

8. a. Name of physician who provided wz/ _ABrant DO
/]’Q%W%' M.D. DO

8. b. Physician’s signature
_ lhalzd
Date \\ﬁ t L {
L
Send completed forms to: state Medical Board of Ohio

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

DECH 2 2098

ATATE MEDIGAL toakln o

prescribed: 5/—/2011, Rev, 12/13/12



State Medical Board of Ohio
Report of RU-486 Event

(Required pursuant to R.C. 2919.123)

R To be completed by the physiclan who provided RU-486
1. Date RU-486 was provided: 11 12 2024
Month Day Year

planned Parenthood of Greater Ohio

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

25350 Rockside Road, Bedford Helghts, Ohio, 44146

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

4, Date post RU-486 complication began: 763

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

X__Incomplete abortion ____Adverse reaction to RU-486

___Patient received a transfusion ___Severe bleeding

___ Other serious event (specify)

____Patient hospitalized

6. Duration of event: 1 Hours Days

7. Remarks:

misoprostol.

MAB on 11/12/24. PLRTC 11/19/24. U/S performed. RPOC visualized per physician. Pt counseled on
procedural and medical options. Pt decided to take additional medication and sent home with

8.a. Name of physician who pro\?jﬁﬂ% Ashley Brant, DO
s sgnatur M Pociade— g

Nn.o

8. b. Physician’s signature

U7C/

Date ( \

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
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