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-486

1. Date RU-486 was provided: (]

‘Month Day

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

Viewned  Paunct hrost of Fpresdor- Tha

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

2255 €. Moaun &b, Clumdang &8 Yza 3

4, Date post RU-486 complication began:

O 1o e A

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

/

¥ Incomplete abortion ___ Patient hospitalized

___ Adverse reaction to RU-486

___Patient received a transfusion ___ Severe bleeding

___Other serious event (specify)

6, Duration of event: \ Hours Days

7. Remarks: [/}, (7 (”t\/«“(l M t( [ Y z:”)‘mi("\. Fici s O

4L P Clied Cnscadl o (\, lec djy (ormplicoion Sx
Flas ot o e EEC el oarwd] ;ﬂw/-w%‘w@&f«;; {“ﬂ‘f;i' noloec e e
8. a. Name of physician who provided RU 1{86 :' P ,/f/ Cre ol

8. b, Physician’s signhature A ( n\/ 00

47/&/24

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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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: ' () [ () (‘)

Month Day Year

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

Vigwied  Panunct ot of Gredde Tho

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

225K €. MMV\ s Clwndong 04 Y2n 3

4, Date post RU-486 complication began:

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

__\Ztncomp!ete 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: ,

Fadled MAE procedur e saaguead AB pro viced

y

8. a. Name of physician who provided/&lﬁl?ﬁ (v Anpe. Mege ‘.\’\l‘i\\\)

o T
8. b. Physician’s signature , PN _ Mn\l D.O
\/ "/r“"\) /D/ \//l
Date OZ‘, G N[O /l
Send completed forms to: State Medical Board of Ohio

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

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: Q\Bﬁ\\)w O(_‘ 70T Y

Month Day Year

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

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

3255 E Main Street 43213 Columbus, OH

4. Date post RU-486 complication began:

2ANONTOTH

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

_ncomplete abartion _ 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: VOINETN QEe2eReds Sl $radieod et eDoiNon Talend D O
o5 )\O(\\“CC’ A &QQ/ Moy I e :) jﬁg, N6 r\t.%?f\\\\\(()(ﬂ“\i?) (‘\%,\-\j:‘jc) G
VEPERmeL \reash \erdet 5y R 20550 0Xx £ SOh conSamrrod,

R Qc;{cm\ QEEGNEDCA DX o u‘uf‘ I Qe _ethse @'_\;QSW (N

O A LOReeD R o CD“*N)\RT OUA |

8.a. Name of physician who provided Rl:l,—f?SG ( (JJ\ ’*’(‘\Q }\)\ \/<Q) X\'E‘,C")

8. b. Physician’s signature

4 gy - >
/. preid, f o (ol n)/no
vd

KD'I;te ”}\\Q \\\\ {C)(/\’\

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-486

1. Date RU-486 was provided: \jP\DW%\ (4@ (67

Month S Day Year

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

Planned Parenthood of Greater Ohio - East Columbus Surgical Center

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

3255 E Main Street 43213 Columbus, OH

4. Date post RU-486 complication began:
OP\ONZ O

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

~Zincomplete 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: Ve @50\ Qqcf:‘;@y:{\&é; wr KOO OX T oo TY
CoNOun w OO GTREANNZOTA . 00 XD Qele i Cos. RespeoX
aj\‘*am@cs\gﬁ\ (;C:vf{%fﬁgé\ Coxled. \\S‘i\gg TeXOA WG  coreR o
OO SXESXOL PO Y I Le ON : M%mx{mf

w (‘}‘Z/ S . 3» \O\:i)

Prodeda _ GYeo00s V) oy 02N OGN 2

S . =
8. a, Name of physitian who provided RU-486,7) \)((3\5 QK\\'»\"\\ 1;‘)(“'\\-.:‘\@\(&
g = e
8. b. Physician’s signature ) ) (\@ £D.0

pate — OPNONTO7U

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: February 28

Month Day Year

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

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

3255 E Main 8{, Columbus, OH 43213

4. Date post RU-486 complication began:
3/6/24

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) hematometra

6. Duration of event: 1 Hours Days

7. Remarks:

Patient came in with severe abdominal pain. Ultrasound was performed. Patient was seen to have blood
in uterus. Uterine aspiration performed.

8. a. Name of physician who provided RU-486 Dr. Kale Turner
//’?/,/f;‘z . ‘wa—-'*’“-««.v
8. b. Physician’s signature L L e I/lj\,,//) 7D 2D0
o 1Y L/,/ RS-
Date ('/'/ /7 e {
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 ORC 2919.123)
To be completed by the physiclan who provided RU-486

1. Date RU-486 was provided: (/j‘) \ 7( V2
())’ ?) { ({ (_l Month Day “ear

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

Planned Parenthood Of Greater Ohio

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

4. Date post RU-486 comnlication began:

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

;‘ Incomplete abortion —Adverse reaction to RU-486  ___ Patient hospitalized
_... Patient recelved a transfusion ___Severe bleeding

.. Dther serlous event {specify)

6. Duration of event; l Hours Days

7. Remarks: e ‘Drtcecdores (O Medee Ter FoR horpreiy iy 21022,

\‘)(\\ \(\’\Aﬂ \, (\k‘\:\i« (\ (\"‘\"5\‘”;1\(\(% ('/'\ Q\» \‘& \\ Y Z: \4 \Z(‘ \/)J(:sz‘i \ ’ 'ﬁ\ﬁ\ \'\Q L\;\-"w\ \') \ﬁi‘ﬁ'd,{ ‘(\D'\ ﬁ;

(..\\’"(\Y‘(\ri‘)l\"\”x \)K, Ve \/G(\LQ(‘&’ (v I"'\\;?ur\“_@/& {,)\'LO_(,‘ fucipied ) Q\}\{CSH Il (1% Plf”(:i.‘\xtli’ﬂ VPVL"-'T ((}i(‘

8. a Name of physician who provided RU-486 kD7 ;@;— o L

. A
H Vv N
8. b, Physician’s signattire (, “\’7 { AL M.D/fD.Oj_\_\D
Date_ | ¢ Je

Send completed forms to: State Medical Board of Ohio

Legal Department
30 E, Broad St:, 3 Floor

Columbus, OH 43215-6127 iy d e




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: ‘ {\\) o .' ‘ {;>w ’i) f’l(\\} 2 o
1 lDay

Month Year

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

Viwned  Canunt ot of Greete Thio

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

2255 €. Man S, Colwpdang ol Yz 3

4, Date post RU-486 complication began:

Mo, %, 0 A

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

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

___Patient received a transfusion ____ Severe bleeding

____Dther serious event {specify)

6, Duration of event: l Hours () Days

7. Remarks: |
Podiond \f'\(fx oA v Taaine (’}\ P ()FO ccts j bs bset Stes ey {1 GQ(L (}.9

OV Erbba & (j&v(;ﬁf?\ o ot M ‘?ﬁps L5ho o

/

2. a. Name of physician who provided joﬂ'% \/;) f ( c"”Ji‘ e M ( ,\ \/k/\JJ/&v

8. b. Physician’s signature WL it : ' /b .o
/’ 4 / N ( _ / ) / . N
s Date ™ 4/ ( 3] ¢ 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




o 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: May 20, 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:

3255 E. Main St Columbus, OH 43213

4, Date post RU-486 complication began: May 20, 2024

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

_Z(__ Incomplete abortion ___Adverse reaction to RU-486 ___ Patient hospitalized

____Ppatient recelved a transfusion ___ Severe bleeding

___ Other serious event (specify)

6. Duration of event: 1 Hours Days

7. Remarks:

8. a. Name of physician who provided RU~4§6;/; fclin McCluney MD

8. b. Physician’s signature /// = / ‘ ~w / _— @/ 00
) pate 7 2’7,/ ki ”,/

Send completed forms to: State Medical Board of Chio

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 ba completed by the physician who provided RU-486

1. Date RU-486 was provided: ' M [h W) 9\() D\ ) J

Month J Day " Year

2. Name of medical prac‘nce or facnhty at which RU-486 was prowded

Ywred  Pant hrot of WW

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

51B5 €. MC‘MV\ U, Cslpdans o b{g}B

4, Date post RU-486 complication began; .
. S
S T 200

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)

0

6. Duration of eventy ) Hours - Days

7. Remarks: ,T)
(\ ) UY\) \,\ A \ r'Q”\‘gj\ .,/\.QCI{ (P 7 0(9 LC 75 . VD)’/
it ste s, per Cormed Geectd, | By

7
8. a. Name of physician who provided RU«48§//‘ v ﬂ(C\//W

8. b, Physician’s signature

T l/r/ 7 . @/} 0
o=/

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

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: 5 23 2022
Month Day Year

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

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

3255 E. Main St. Columbus, Oh 43213
4. Date post RU-486 complication began:

5/31/22
5. Event(s) (Please check all that apply):

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

. Patient received a transfusion ___Severe bleeding

_Z_ Other serious event (specify) Failed AB/Ectopic pregnancy

6. Duration of event; | Hours Days

7. Remarks: MAB procedure was initiated per FDA regimen on 5/23/22. Pt. called 5/27/22 to repott little to no
bleeding. US performed 5/31/22 revealed definite ectopic pregnancy. Pt. referred to hospital for treatment.

7
8. a. Name of physician who provided RU<486, Dr. MoCluney
S d M0/ D0
8. b. Physician’s signature 00 / /4// 5/@ [
’ COHR_2
Date \y/ T l/

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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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

about:blank

1. Date RU-486 was provided: 5 39

2022

Month Day

Year

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

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

3255 E Main St. Columbus, Oh 43213

4, Date post RU-486 complication began:
71812022

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

incomplete abortion Adverse reaction to RU-A86 Patient hospitalized

___ Patient received a transfusion  __ Severe bleeding

_\L/ Other serious event (specify) Intrauterine Debris

6. Duration of event: | Hours Days

returned on 7/15/22; US revealed empty uterus.

7. Remarks:  MAB procedure was initiated per FDA regimen on 5/31/2022. Pt. called on 7/8/22 with
c/o of +PTU. US performed on 7/8/22 revealed intrauterine debris. Misoprostol was provided. Pt

)} Dr, Rivlin

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

[ M.D_/D.0

8. b, Physician’s signature

Date /)/ 1 /ZU 2

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

8/8/2022, 1:17 PM
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State Medical Board of Ohio
Report of RU-486 Event

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

To be completed by the physician who provided RU-486

| 1. Date RU-486 was provided: ‘ O f] O(ﬂ\ <)(¥:) 4

Month Day Year

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

?Wd Papunct hroet of Wm

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

2255 €. Maun st Crlwdans o¥ L/{g;,fg

4., Date post RU-486 complication began: <8 LN 14‘

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

.3./.« 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:

P hod POC venun on Flo wicir, adorbionod e
NG g Wen

8. a, Name of physician who provided RU-486 {\h (\C\ LOL\\) \"\’\QX

8, b. Physician’s signature {j ‘ K@ /DO

Date (6{/&(///9\%

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, 2919123}

To be completed by the physician who provided RU-486

1. Date RU-486 was provided: ‘ (A 75 V'Z:O (4

Qb\ Z/‘:S 7 (J C/\"S{ MO'{th 'D;;" O vear

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

Viewned Panent ot of Gnreete Thss

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

2255 €. Moun &b, Cilmdang e Yz (3

4, Date post RU-486 complication began: , I o
CENOB\ oY

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

Z_<lpcomptete abortion ___Adverse reaction to RU-486 ____ Patient hospitalized
___ Patientreceived a transfusion ___Severe bleeding

___ Dther serious event (specify)

6. Duration of event: & Hours Days

7.Remarks: MANGy o OONZONCH, Lelowd \Q UNEOS GuntL. Oy
C@\? INCN c_'gx\\\;w\gb C OOV ~~kﬁ*\cj\ e u%\mﬁ( o Vlus 34,
"’—\)\O}w & CoVs NI ST ST N QR \Q 0T @ % )\z’_ﬁ\z 4
o0, CO S0 2 N0 3eSCS IO,

8. a, Name of physicianw who provided RUA86 P ;\L»(\SN\\ Louadnes.
8. b. Physician’s signature 7 - ' (D /D.0

C ome R[22

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 physiclan who provided RU-486

1. Date RU-486 was provided: 8 9 2022
Month Day Year

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

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

3255 E Main St. Columbus Ohio 43215
4. Date post RU-486 complication began:

8/13/2022
5. Event(s) (Please check all that apply):

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

__ Patient received a transfusion __ Severe bleeding

v Other serious event (specify) ©Ctopic pregnancy

6. Duration of event; 1 Hours Days

7.Remarks:  Mab procedure was initiated per FDA regimen on 8/9/2022. Hcg values were followed

due to inconclusive US.Pt. was seen in ER on 8/13/2022 and ectopic pregnancy was confirmed.
Patient was treated at Emergency room for resolution of ectopic pregnancy.

8. a. Name of physician who provided RU-486 Dr. Rivlin
Yy
¢ 21 I FIE ] & Iﬁ,gca@, S M.D./D.O

8. b, Physician’s signature

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

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




State Medical Board of Ohio
Report of RU-486 Event

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

To be completed by the physiclan who provided RU-486

1. Date RU-486 was provided: ' O% 74 v Q’C&/]
Month “Day ' Year

2, Name of medical practxce or facuhty at which RU-486 was provlded

Viwwied  Panenct et of Gprecde The

T
'

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

2257 €. Mouun &b, Crlmdang o4 %5343

4. Date post RU-486 complication began: \O\
ONIOW

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

_\jlélncomplete abortion ____Adverse reaction to RU-486 __ Patient hospitalized

___Patient received a transfuslon ___ Severe bleeding

___ Other serious event {specify)

6. Duration of event: \ Hours Days

7, Remarks: MG R O‘}Z\Z}}\ oty " FO\\QJ\) \SQ mﬁ@m o
\O\ ONZ0TH Srowed. et Wl ERRCRCRINNS o

BN \()\( IO\ C o YO \\X\L\J\ \\5\%

ox w5, Voo 'Qm)&@{“\ Qxﬂ,e,()w\‘ﬁ Qa@mw@\i)

8. a, Name of physician who proviged RU-486 \chwu\ \,LC)@\)\(\QX

8. b. Physician’s signature M.D. /DO
Date

Send completed forms to: State Medlcal Board of Ohio

~ Legal Department
30 €. Broad St,, 3" Floor
Columbus, OH 43215-6127 TR Y

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: l ﬁ\; m) \ﬁ” fl}@‘a« "lm

k) .
Month Day Year

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

Visned  Oaunct ot of Zredo~ Tha

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

2255 €. Maun &b, Glumdmg o0 UYz43

4, Date post RU-486 complication began: N N
\O\NeNgot

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

:Y_Z;Incomplete abortion ___ Adverse reaction to RU-486 ___ Patient hospitalized

___Patient received a transfusion ___ Severe bleeding

. Other serfous event (specify)

6. Duration of event: & Hours Days

7. Remarks: AR oy CNTN 1o, Follow & Umsme on
\Q\OWN 70T | Ao w‘\%\a&\\m e\s 2] \\‘:‘j’\ﬁ\\%\@%\t&, regppme
o Vo5 Vorcuuss DO UL edxe Q@f%«wé\
e AGINTOL o C ey e O\, W8,

oo\ LosoVees
N AN AT

.3 T

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

8. b. Physician’s signature

Date ‘O/.‘S(/;Zb/

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

a

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~487 was provided: . O ? 7 6;] | ?,l/

g‘ / 7 ‘1 'L'-\ . Month Day " Year

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

Vlwined  Caunt ot of Wm

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

5255 €. Maun 4, Colwdang ohd %5‘1{3

4, Date post RU-486 complication beganz] \

b 4|2y

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

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

___ Patient received a transfusion ___ Severe bleeding

____ Other serious event (specify)

6. Duration of event: \ Hours O Days

7.Remarks: INAD o Bl 4]1‘1 follow-wf Lk mSarnd o lb/o‘f 2
Shaws Lo FU Ooortion | Bedre  Suetion (’@Ct&m‘rc ()Ur

" “’20”‘1” by Courtey ¥etestes, mo.

e =y

nhed

8, a. Name of physmlan who énov;ded RU-486 Anne. - N\()\,ﬁ(’./ >lf\aJ~/ (, ME}‘)

8. b, Physician’s signature ' M.D./D.O

Date

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

Prascribeds 5/-/2011, Rev. 12/13/12



