fzf!}f':- i1
RIRARE ' B

State Medical Board of Ohio i,

Report of RU-486 Event

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

To be completed hy the physician who provided RU-488

1. Date RU-486 was provided: ) /0 jt/
Month Day Year

2. Name of medical practice or facility at which RU-486 was provided:
P‘é‘nm(&g lpﬂf{mﬂ\Qoﬁ

3. Address of medical practice or facility at which RU-486 was provided:
R Auburn Aue. (ne | o 4219

4. Date post RU-486 complication began:

k7
5. Event(s} {Please check all that apply):

Z Incomplete abortion — Adversereaction to RU-486 ___ Patient hospitalized

Patient received & transfusion Severe bleeding

. Other serious event {specify)

6. Duration of event: Z Hours Days

7. Remarks:

./) T /(/:/ //J I

8. a. Name of physician who provided RU

-48
Ve
8. b. Physician’s signature %/ZZZ( /6;3\ /D0
SN
Date ‘ ! x } 1‘1
Send completed forms to: State Medical Roard of Ohio

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

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



State Medical Board of Ohio Ay,
n '{,J’;"f
Report of RU-486 Event ™., ,

{Required pursuant to R.C. 2919.123)

i {}53

‘}féffj

To be completed by the physician who provided RU-486

1. Date RU-486 was provided: 7. 22 24
Month Day Yeer

2. Name of medical practice or facility at which RU-486 was provided:
P’ ann 1% FQ/»CV)HWO&

3. Address of medical practice or facility at which RU-486 was provided:
B Auburn Auc. (ne | of 42T

4. Date post RU- 487 com/xcahon began:

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

_Y Incomplete abortion ___Adverse reaction to RU-486  ___ Patient hospitalized

patient received a transfusion Severe bleeding

. Othersericus event (specify)

6. Duration of event: Z Hours Days

7. Remarks:

8. a. Name of physician who provided RU—486{- , ,_/) 7. /v o~ ’
8. b. Physician’s signature _ e~ M.D /DO
7 _
Date lgj// & //52?5//

Send completed forms to: State Medical Board of Ohio
Legal Department
30 E. Broad St., 3" Floor
Columbus, OH 43215-8127

Preseribed: 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: ,,l Lg ?J/
Month Day Vear

2. Name of medical practice or facility at which R1J-486 was provided:
ﬂ/éﬂ/l{/ I/%/m#‘ADU/ ¢ %w“f/’) Mf’é?L @A;O

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

DI gl At é‘nc,\/ of7 v (/9
4. Date post RU-486 complication began:

3/ 2oy

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: “ZHours Days

- :
7. Remarks:

8. a. Name of physician who provided RU-486 kDr”. /7 1«\, -

z‘—‘\ M.D_LD.O

8. b. Physician’s signature <
Date L//L g’//),‘j'

Send completed forms to: State Medical Board of Ohio
Legal Department
rd .
30 E. Broad St., 3™ Floor ‘ MAY 06 917
Columbus, OH 43215-6127

HTATE MEDICAL BUARD 6 tifin

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: 3 JY Y. 5/’
Month Day Yeaz:

2. Name of medical pra .ice or facility at which RU-486 was provided:
plé‘ﬂﬂ(&% fﬂ/«&mﬁimacﬁ

3. Address of medical practice or facility at which RU-486 was provided:
2814 Auburn Aue. (o O %\C'Z/?

4. Date post RU-486 complication began:

2/2¢ /2y

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

Z Incomplete abortion . Adverse reaction to RU-486 ___ Patient hospitalized

_ Patient received 2 transfusion ___ Severe bleeding

. Other sefious event (specify)

6. Duration of event: 2 Hours Days

7. Remarks:

8. a. Name of physician who provided RU-486 (/> -~ @z/(fc 4 artle

8. b. Physician’s signature ﬂzfd//%. MO /DO
- / (NI

Send completed forms to: State Medical Board of Ohio

Legal Department
30 E. Broad St., 3" Floor LRV T E e
? © MAY UG 2074

Columbus, OH 43215-6127
HTATE MERICAL BOARD OF GHIG

Prescribed: 3/--/2011, Rev. 12/13/12




State Medical Board of Ohioc
Report of RU-486 Event

(Required pursuant to R.C, 2919.123)

To be tompleted by the physidian who provided RU-486

1. Date RU-486 was provided: Y U 7/'“‘

Maonth Day Year

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

CP]/AVH’V;.A /lféi rewt }/?000(

|

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

2 214 /Af‘/bu'/‘/] Wve . éi;/)f/;nm»&f)' oH ‘7%2}4

4, Date post RU-486 complication began:

IR

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

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

__Patient received a transfusion ___ Severe bleeding

___ Other serious event (specify}

2/ Hours Days

6. Duration of event:

7. Remarks:

3. 3. Name of physician who provided RU-486 @{\ )?W\g;\,l,c/

“Y
3. b. Physician’s signature M m /DO
Y ‘ -

AL |

Date

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

DEC Y 1 2024

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



S
State Medical Board of Ohio r‘”'é“ﬂfg

Report of RU-486 Event

(Required pursuant to R.C. 2519,123}

To ba completed by the physidan who provided RU-485

1. Date RU-486 was provided:

5 /Y 2¢

Month Day Year

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

/7/&,//74/ /A’/{,«’%Wﬂ ﬁa% P‘/J% QA/O &,ﬁm

o

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

23214 Aubur~ /4%'(

b5/ 24

4. Date post RU-486 complication began:

ﬁélncomplete abortion

Patient received a transfusion

. Other serious avent (specify}

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

.. Adverse reaction to RU-486 ____ Patient hospitalized

. Severe bleeding

6. Duration of event:

Hours Days

7. Rernarks:

B oy

8. b. Physician’s signature

8. a. Name of physician who provided RU-486 @r‘ /@/JV%

MDJD(‘\

Date T/ij QJ/,

Send completed forms to:

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

State Medical Board of Qhio
Legal Department
30 E. Broad St., 3" Floor
Columbus, OH 43215-61:7_7




State Medical Board of Ohio RN By
~y
Report of RU-486 Event Dar,,
0
{Required pursuant to R.C, 2919,123)
To be completed by the physitian who provided RU-485
1. Date RU-486 was provided: S | f— Zl{
Month Day Year
2. Name of medical practice or facility at which RU-486 was provided:
ﬂ(«‘nmoﬂ ;pa/\w?f"}wucg Lgoxﬁaww{" Ohlo
3. Address of medical practice or facility at which RU-486 was provided:
2304 Aubira A
4. Date post RU-486 complication began:
Hal 2y
5. Event(s} {Please check all that apply):
Mncomp!ete abortion ___Adverse reaciion to RU-486 ____ Patient hospitalized
. Patient received a transfusion ___ Severe bleeding ’
____ Dther serious event (specify)
6. Duration of event: Hours Days
7. Remarks: _
8. a. Name of physician who provided RU-486 O /@/5 %
8. b. Physician’s signature V//Zé//g‘n ﬁ/ .o
Date 742/ }‘lf/
Send completed forms to: State Medical Board of Chio

Legal Department
30 E. Broad St., 3™ Floor
Columbus, OH 43215-5127

Presctibed: 8/--f2011, Rev. 12/13/12




State Medical Board of Ohig 6""~4.wmz
Report of RU-486 Event &

{Required pursuant to R.C, 2919.123)

To be completed by the physidan wha provided RU-48§

1.

Date RU-486 was provided:

b 7

Month

Day

2. Name of medical practice or facj

//dnr\(/ %f«‘/f/r‘f/""/

lity at which RU-486 was provided:

el Lot ohso

Year

e

2319 ik e

EAddress of medical préc:fice or facility”at which RU-486 was provid

ed: -~

N,

I

4. Date post RU-486 complication began:

%

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

JQ Incomplete abortion

—_ Patient received a transfusion —..Severe bleeding

. Other serious event {specify)

- Adverse reaction to RU-486

—.. Patient hospitalized

6. Duration of event: Hours

Days

[TRemarks:

8. a. Name of physiclan who provided RU-485

8. b. Physician’s signature

L

bate

D Si—

D~ St J%/C

@dna

Send completed forms to:

Legal Department

State Medical Board of Ohio

30 E. Broad St., 3" Floor

Columbus, OH 43215-6127

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



4. Date post RU-486 complication began:
i SN A

13

State Medical Board of Ohio ™ -

{Reguired pursuant to R.C. 2919.123)

To be complated by the physician whe providad RU.485

Report of RU-486 Fvent “~

1. Date RU-486 was provided: A

Year

I
Month Day

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

/e /4’/%///»/ (ﬁ&@{m}’y QA/‘O

————— ]

mddress of medical brac‘dce orfacility at which RU~486 was provided:

RN Abacn e gy o 2/

]
]

—

——

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

__@)ncomplete abortion

— Patient received a transfusion ——Severe bleeding

— Adverse reaction tg RU-486 __ Ppatient hosphtatized

<

. Other serious event {specify)

6. Duration of event: Z_ Hours

Days
7. Remarks: RV A
8.a. Name of physician who provided RU-486 Lre  GD i .
8. b. Physician’s signature
Date ARG

Send completed forms to: State Medical Board of Chio

Legal Department
30 E. Broad St,, 3" Floor
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, 2518,123)

To be completed by the physician who pravided RU-488

EDate RU-486 was provided: .?.

/5 2y
7

Month Day Year

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

/ﬂ/t £ 427K ,:’/ / i K,V//L’ “a,/// ',,_\gﬁ”//}] .»u,//// 5‘34) \"'} ‘J

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

; s / o ' e e 3 ’f‘
NG b AN pp ol sy

4. Date post RU-486 romphcahon began:

7’/ 23 ,z,z

Nl
"2 Incomplete abortion

Patient received = teansfusion

—Othersatious event {specify)

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

e AdVETSE TRACTON to RU-485 —.. Patienit hospitalizeg

— Severe'bleeding

&. Duration of event:

Hours Days

7. Remarks:

8.b. Physician’s signature

S

8.3, Name of physiclan who provided RU-486 2 o

o2 I'-'Jd-u- .‘//' VL

M’WV} N MDD /po

Send completed forms to:

Prestibed: $/--/2011 Rev, 12/13/12

Pate :@rﬂ%&‘

State Medical Board of Ohio
Legal Department
30 E. Broad St., 3 floor
Columnbus, OH 43215-612'17




State Medical Board of Ohio
Report of RU-486 Event

(Required pursuant to R.C. 2919.123)

To be completed by the physician whe provided RU-485

1. Date RU-486 was provided:

09 ) 1M \L\\ Month Day

Year

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

frP5wWC

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

L3N o YNe  (inh gi usLIg

4. Date post RU-486 complication began:

X ARV

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

%, Incomplete abortion __Adversereaction to RU-486  __ Patient hospitalized

Patient received 2 transfusion Severe bleading

____ Other serious event (specify)

2~

6. Duration of event: Hours Days

7. Remarks:

a

T
8. a. Name of physician who provided RU-486 )/")' : D)Uf/ Sa by en—

1%
8. b. Physician's signature | MD_ /DO
@yl 224
Send completed forms to: State Medical Board of Ohio

Legal Department
30 E. Broad St., 3 Floor
Columbus, OH 43215-61.27

SIATE MEOICAL Boppy op

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

SEP 24 s

D




,
&
™y

)

2D

{Required pursuant to R.C. 2919.123)

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

State Medical Board of Ohio o,
Report of RU-486 Event g

1. Date RU-486 was provided: DY 2L 2024

Manth Day Year

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

Planed _ /féifévvf" }/Ic’a&'{

T N p

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

2 3)4 Avbura Bye . 6:;40;14;4/#)' ot LKZM

4. Date post RU-486 complication began:

% Ly | v

S. Event(s) (Piease check all that apply):

l incomplete abortion ... Adverse reaction to RU-486 ____ Patient hospitalized

____Patientreceived a transfusion ___ Severe bleeding

____Other serious event (specify}

6. Duration of event: s Hours Days

7 Remarks

e e N PR gt et g e e — T
—————— = - e i — -

8. a. Name of physician who provided RU-486/ ﬂf\ W
8. b. Physician’s signature ////Zf ml n.O
y g u v

oste &[4 o4

Send completed forms to: State Medical Board of Ohio
Legal Department
30 E. Broad St., 3 Floor
Columbus, OH 43215-61'27

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




State Medical Board of Ohio, Sty
Report of RU-486 Event®. oj”?#

o Ui
{Required pursuant to R.C. 2919.123) Ty, o
S To be completed by the physidian who provided RU-485
1. Date RU-486 was provided: 0% 0| 2004

%“ Month Day Year

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

;DMVH’M,A fﬂ*’"@vﬁ’ Neood.
I ;
3. Address of medical pracfice or facility at which RU-486 Was provided:

22011 AoV Bve Liacmash o#F 4524

4, Date post RU-486 complication began:
0% | W\ 1014
5. Event(s) {Please check all that apply):

=

_X_‘Incomplete abortion ____Adverse reaction to RU-486 L Patient hospitalized

Patient received a transfusion Severe bleeding

___ Other serious event {specify)

6. Duration of event: Hours 2 Days

7. Remarks:

8. 3. Name of physician who provided RU-486_ @V\\/L\vu/‘

. b. Physician’s signature - . @ /DO
Date ‘f/&%ff

Send completed forms to: State Medical Board of Ohilo

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

Prescribed: 5/--f2011, Rev. 12/13/12




State Medical Board of Ohio
Report of RU-486 Event

(Required pursuant to R.C. 2912.123)

To be completed by the physician who provided RU-A86

&

b
—
-

1, Date RU-486 was provided:

24

Month Day

Yesr

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

17 ')W;V){,;{ /f aYewt Neo ﬂ(
I

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

Z;}’—} A’t)b\/fx_f) )9\/(!_ é,ﬂa;VJMA.h, g}"#— ‘7L<‘2}4’l

A.Date post RU-486 complication began:

Al

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

"Z\mcomo!e‘ze abortion __ hdverse reaction o RU-486  ___ Patient hospitalized

___patient received 2 transfusion __ Severe bleeding

____Othéer serious event (specify} _

&, Duration of event: Y, Hotirs __Days

7. Remarks:

S, a, Name of physician who provided RU-4856 w\h Y 4’\/\,%‘3})/

8. b. Physician’s signature MO /DO
Date

Send completad forms to: State Medical Board of Ohio

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

Prascilbed: 5/--/2011, Rev. 32/13/12




State Medical Board of Ohio
Report of RU-486 Event

{Required pursuant to R.C. 2918,123)

To be.completed by the physician Wha provided RU-486

1. Date RU-486 was provided: 9 % ”Z;L/(

iorith Day Yesi

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

?léﬂ/}}f){ é’( /JOJT réwmt }’7009(

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

Z%/u} A«ub'\/ﬂ/) }9\/@ é;/;c,_;mmxtf)‘ o l’ng’Z[p(

4. Date past RU-486 complication began:

A3 124

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

llncomplete abortion ____Adverse reaction to RU-486  ___ Patient hospitalized

___ Patient received 2 transfusion ___ Severe bleeding

___ Otherserious event {specify)

6. Duration of event: ’ ___Hours Days

7. Remarks:

8.3, Name of physician who provided RU-486 ‘D{ &"V‘f’[”\’

8. b. Physician’s signature 6;7 @‘§ DD
Date lD] lj\ \ LL/\

Send completed forms to: State Medical Board of Ohio

Lepal Department
30 E. Broad St., 3" Floor
Columbus, OH 43215-61.27

Bresceibed: 3/4/2011, Rev. 12/13/12



State Medical Board of Ohio &, ¢

)

w / “o9
n,_f:d <'0'7/
Report of RU-486 Event ™,
: v a4y .
{Required pursuant to R.C. 2919.123) e o 0
To be completed by the physician who provided RU-486
1. Date RU-486 was provided: %) 09 20 '2},\
Month Day Year
2. Name of medical practice or facility at which RU-486 was provided:
P)avined ’f&i rent hoool
‘ e
3, Address of medical practice or facility at which RU-486 was provided:
’ 5310 AV Wve.  Cincmnah o i IG
4. Date post RU-486 complication began:
09 |1 | 2024 \
5. Event(s) (Please check all that apply}:
X Incomplete 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 (D(\, (’/WL—/

8. b. Physician's signature - ADY DO
Date 0?17 |0y

Send completed forms to: State Medical Board of Ohio

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

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




State Medical Board of Ohig
Report of RU-486 Eveng

(Required pursuant to R.C. 2919.123)

To be completed by the physician who peovidad RU-485

[ S

09

1. Date RU-486 was provided: 0%
Month

2. Name of medical practice or facility at which RU-486 was provided:
p' @nn(éﬁ lpﬁfimﬁwooa

3. Address of medical practice or facility at which RU-486 was provided:
M Auburn  Aue. Ohne of  HE2/9

4. Date post RU-486 complication began:

00| 1l |2074

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

2 ;xncompfete 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:

A e

8.a. Name of physician who provided RU-486 D ( ’:p ‘
- — Gipdoo

8. b. Physician’s signature
oae__00l2¥
g
Send completed forms to: State Medical Board of Ohio
s SEP 2 b 2024
rd : ’
. Broad St.,, 3" Floor
s STATE MEDICAL BOARD OF OHIO

Columbus, OH 43215-6127

Praseribed; $/--/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 wha provided RU.488

1. Date RU-486 was provided: O 0

2024

Month Day

Year

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

Planned Aarenr hooo

|

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

Z%,L., A—ub\/hfl j‘}\/@ é;y’)g;yaym,ﬁ 0"/% L/‘c

214

4. Date post RU-486 complication began:

o)W

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

Mncompleze abortion ___Adverse reaciion to RU-486  ____ Patient hospitalized

___ Patient received a transfugion __ Severe hleeding

____ Other serious event (specify)

6. Duration of event: Hours \ Days

7. Remarks:

8. a. Name of physician who provided RU-486 0. \{’)"’“SM”

-1

8. b. Physician’s signature 1;*7 QL Lo
Date Lo ]\"\l LV‘
Send completed forms to: State Medical Bosrd of Ohio

Legal Department
30 E. Broad St., 3" Floor
Columbus, OH 43215-61.27

Srescribod, 572011, Rev. 12/13/17




State Medical Board of Ohio
Report of RU-486 Event

(Required pursuant to R,C. 2919.123)

To be completad by the physician who provided RU-486

1. Date RU-486 was provided: 3 | '2*1‘1

hMonth Day Yesr

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

?MWH{V( '/fﬁft?’vlf hoap(

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

2 24 frobura P Liicmnah O 4624

4. Date post RU-486 complication began:

4

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

2§ Incomplete abortion ___Adversereaction to RU-486  ___ Pabient hospitalized
__ Patientreceived 2 transfusion ___ Seévere bleading

____ Dther serious event (specify)

o

6, Duration of event: _Hours Days

7. Remarks:

8. a. Narne of physician who provided RU-486 ’ \_,(v r%"%“:‘(*{!’

, 2 T
8.'b. Physician’s signature ’Z///,‘.* : M/SU DO
/ 7

~ Date lo [Y [ LA

{ ¥

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

Priserthed: 5/-/2011, Rev. 32/13/12




State Medical Board of Ohio
Report of RU-486 Event

{Required pursuant to R.C, 2818.123)

To be completed by the physidan who pravided RU-485

1. Date RU-486 was provided: ”] S_ '7,,\/1

Month Day Year

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

Plavined fﬂpﬁ ot Voool

i

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

25/“‘ /Df“/buf‘” e . éi;/)o;nm»‘/‘)' o4 LH'ZI&I

4. Date post RU-486 complication began:

o) ]

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

x Incomplete abortion __ Adverse reaction to RU-486  ____ Patient hospitalized

___Patient received 2 transfusion ___Severe bleeding

___ Dther serious event {specify)

i

6. Duration of event: Hours Days

7.Remarks;

8. 3. Name of physician who provided RU-4‘86 _ O{ LAY/

//%//‘" _MD/DO

3. b. Physician’s sighature

Date /0 / Ziz‘/,‘%/

Send completed forms to: State Medical Board of Chio
Legal Department
30 E. Broad St., 3" Floor
Columbus, CH 43215-61;?7

DECT | 2024

breseribac: §/-/2001, Rev. 12/13/12 STATE MEDICAL BOARD OF O#iv




State Medical Board of Ohio

{Required pursuant to R.C. 2919,123)

To be completed by the physician who provided RU-488

1. Date RiJ-486 was provided: 0\ ¥ LL/]

Report of RU-486 Event.

Maonth Day Year

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

Plaaned  AFarent hoodl

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

) 2, )"} Ax/ })\/M )L}\/() é, ;/; C,;P?V' ,-J‘;' f# 57’“(’270{

4. Date post RU-486 complication began:

A0 M

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

Xmomplete 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:

2. a. Name of physician who provided RU-486 D {, ")u/SA '/'W’w"\ .

8. b. Physician’s signature ) /O/\VV‘"A o TN /@ /0.0
Date \ DI 4 l 2034

Send completed forms to: State Medical Board of Ohio

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

Brescribed: §/--/2011, Rev. 32/12/12




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: ) p[ 0 "Z,D'?/'U\

Month Day Yoar

2. Name of medical practice or facility a;c which RU-486 was provided:

Plavned farent hood

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

2 204 Avbura e él;/)o;mmm' ot L?%Z]”l

4. Date post RU-486 combligaﬁon began:

11 VM

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

‘X Incomplete abortion ____Adverse reaction to RU-486 ____Patient hospitalized

___Patient received 2 transfusion ___ Severe bleeding

___ Other serious event {specity)

6. Duration of event: % Hours Days

7.Remarks:

r »
3. 3. Name of physician who provided RU-486 W )'ec/\/\Sv\Jﬁ/

3. b. Physician’s sighature V 6 /0.0

PV
Date } O\| M\Q/(i
Send completed forms to: State Medical Board of Ohio

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

DEC 1 1 2024

Prescribed: 5/-/2011, Rev. 12/13/12 STATE MEDICAL BOARD G ussic




State Medical Board of Ohio

{Required pursuant to R.C. 2919.123)

Report of RU-486 Event

To be complated by the physician who provided RU-A26

1, Date RU-486 was provided: fT

l Q) fz/bf

Morith

Day Year

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

'?)MV?V){*A /ﬁfi réewt 1’700&(
i

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

7 214 Avbura Pue Cincinmah’

s

I

. Date post RU-486 complication began:

125 1]

5. Event(s) (Please check all that apply):
_}!Ccomplete 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 D (. {95"&5&"{"’

8.b. Physician’s signature ~* CM,D”) 0o
Date )UM ‘ 2’1’/\

Send completed forms to: State Medical Board of Ohio

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

Frescribed: 5/-f2011, Rev. 12/13/12




State Medical Board of Ohio
Report of RU-486 Event

(Reguired pursuant to R.C, 2819.123)

To be compieted by tha physician who provided RU-485

ry\

1. Date RU-486 was provided: 5?‘ | 2),
Month Dey

Year

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

CF )‘l”"?”’é"i /‘ﬁfi Vewm+ )/)Dz?ﬂ(_
f

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

L

Z?)/L' A—\)b\jr"ﬂ )/)Ve é,;/)g,;wz/mhl le’L L/Q’ZI‘;(

4. Date post RU-486 complication began:

s

1

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

2 Incornplete aboriion __ Adverse reaction tp RU-486  ____ Patient hospitalized
___ Patient recejved = transfuslon ___ Sevete bleeding

___ Dther serious event {specify)

6. Duration of event: Hours \ Days

7. Remarks:

2. a. Name of physician who provided RU-486 E‘)\f ' €C”V\'5J’j’

_—d”"‘// \’*
8. b. Physician’s signature L @nﬁl DO

Date ',0 !U1}7M

send completed formsto! state Medical Board of Ohio
Legal Department
30 E. Broad St., 3" Floor
Columbus, OH 43215-6127

Fregeribed: /72011, Rev. 12/13/12




State Medical Board of Ohio
Report of RU-486 Event

{Reguired pursuant to R,C. 2919.123)

To be completed by the physician who provided RU-486

1. Date RU-486 was provided: q 20 2/@‘

Month Dey Year

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

Y ]annedd farcont Mool

i

. Address of medical practice or facility 2t which RU-486 was provided:

Z;}L’ A—\/b\/ﬂ/) )‘;\/6 é,})g;mmfu‘?' 57[/' L%CZ)Q

i

4, Date post RU-486 complication began:

4 |vy A

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

2(_ Incomplete abortion __Adverse reaction to RU-486  ___ Patient hospitalized

___ Patient received 2 transfusion Severe bleeding

___ Other serious event (specify)

6. Duration of event: Q—’ Hours Days

7. Remarks:

8. 3. Name of physician who provided RU-486 j_/ D,\( I\\ O‘\ﬁw‘\

8.b. Physician’s signature Z// — M.D DO
Date !k‘;f'(“/:)(}
Send completed forms to: State Medical Board of Ohio

Legal Department
30 E. Broad St., 3 Floor

Columbus, OH 43215-6127 TEC 9 5 7!
Vel 4 b 2004

BTATE MEDICAL BOARD: 6% oy,

Frescribed: 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 physidan who provided RU-48§

1. Date RU-486 was provided: 16 (< LL‘

Month Day Year

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

:P)MV[}’?{/\ ﬂgﬁ rewt )/)&00(,

I

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

220 AVOUa B Liacinnah oI 4214

4. Date post RU-486 complication began:
W oY

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

s Slncompie:e abortion ___ Adverse reaction to RU-486  ____ Patient hospitalized

patient received & transfusion Severe bleeding

___ Other serious event (specify)

6. Duration of event: cD\ Hours Days
]
7. Remarks:
.{ > v {/C"UV)‘LE/

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

8. b. Physician’s signature z (2.0)/D.0
Date n’i 5 )L‘/\
Send completed forms to: State Medical Board of Ohio
Legal Department
30 E. Broad St., 3 Floor
Columbus, OH 43215-6127 DEC 2 6 2024

STATE MEDICAL BOARD 0F 0%

Fresribed: 5/--/2011, Rev, 12/12/12




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. Date RU-486 was provided: [e, 2.1 fz/l_{

Month Day Year

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

Plavined. farent hoood.

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

220 AoV Bve. Lincmnah OH 4524

4. Date post RU-486 complication began:

W o M

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: CQ_/ Hours Days

7. Remarks:

2. a. Name of physician who provided RU-486 ]
i — (ine

Date //.//4!/"9"‘7/

3. b. Physician’s sighature

Send completed forms to: State Meaical Board of Ohio
Lega! Department
30 E. Broad St., 3™ Floor
Columbus, OH 43215061'27

DEC 1 1 2024

Srescribed: 6/-/2011, Rev, 12/13/12 STATE MED'CAL BOARL L B



State Medical Board of Ohio
Report of RU-486 Event

(Required pursuant to R.C, 29198.123)

To be tompleted by the physician who provided RU-4826

1. Date RU-486 was provided: 10 2.1 'Z/V\

Month Day Year

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

P)uvined /fﬁ et Noood.

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

e Aﬂb\/'/” Wve . éiho;mmm‘ I L7L§‘2}Q

4. Date post RU-486 complication began:

/1]

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

é Incomplete abortion ____Adverse reaction to RU-486 ____ Patient hospitalized

Patient received a transfusion Severe bleeding

___ Other serious event {specify}

6. Duration of event: 9:: Hours Days

7. Remarks:
.
8. a. Name of physician who provided RU-486 (()\( LW\Q/V/
8. b. Physician’s signature @: /DO
' Date b ualu
Send completed forms to: State Medical Board of Ohlo
Legal Department
30 E. Broad St., 3" Floor
Columbus, OH 43215-6127
DEC T 1 2024

Srestribec; 5/--/2011, Rev. 12/13/12 STATE MEDICAL BOARD OF OHIO




State Medical Board of Ohio
Report of RU-486 Evert

(Required pursuant to R.C. 2919.123)

Ta be completed by the physidan who provided RU-485

1. Date RU-486 was provided: i 1> @/L[

Month Day Year

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

?}5’”/1)’){.«;1 104 rewt )400&{

f

w

. hddress of medical practice or faciity at which RU-486 was provided:

2211 OV e Lincinnah ol 4504

. Date post RU-486 complication began:

W) 1M

I

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 Days
7. Remarks:
3. 2. Name of physician who provided RU-486 D\(‘, U}U’f% ald uy\eja,,/
8. b. Physician's signature @\ﬁ DO
ot \ 12lulzzg
\ ]
Send completed forims to; State Medical Board of Chio

Legal Department

30 E. Broad St., 3" Floor e B A
? NDEC Y 6 2028

Columbus, OH 43215-6127

ATATE MEDICAL BOARD OF 1

Presuibed. 5/--/2031, Rev, 12/13/12

edEg

[EA]




