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: R s 2o U

Month Day Year

2. Name of medical practice or facility at which RU-486 was provided:
Now  Clase  HMechthenne ULC i

3. Address of medical practice or facility at which RU-486 was provided:
bl Uawl ok Colmawws Ok W22z

4. Date post RU-486 complication began:
p p B Sl 2L 2o

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

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

___ Patient received a transfusion ___Severebleeding

___Other serious event {specify)

6. Duration of event: { Hours ©  Days

7. Remarks: \/Lb(/wu\ ‘va\)M T (9 D

8. a. Name of physician who provided RU-486 Wiuihn,  lopiiit— )
8. b, Physician’s signature .02/ D.0
Date T2

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

Presceibed: 5/--/2011, Rev. 12/13/12
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Report of RU-486 Event
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8. b. Physician’s signature ;/)v/’g"\ L@/ D.0O
Date 28 Wy

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
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LI e A4 Colurkwt  O0 Y7225
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Send completed forms to:  State Medical Board of Ohio
' Legal Department
30 E. Broad St., 3" Floor Columbus,

OH 43215-6127

Prescribed: §/--/2011, Rey, 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 S TE

1. Date RU-486 was provided: F{h 3 Jo7y

Month Day Year

2. Name of medical practice or facility at which RU-486 was provided:
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3. Address of medical practice or facility at which RU-486 was provided:
b1 Cadl  feal Colwnns O Udzeg

4. Date post RU-486 complication began:
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____Patient received a transfusion __Severe bleeding
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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: Fef, [t Zo 2
Month Day Year

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

Vovs Cloie Hlerltrooe Ll ¢

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

bt Yol ) Colhy  OW  Uld1ng

4, Date post RU-486 complication began:

Z¢ - tm
5. Event(s) (Please check all that apply):
i 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: . <
| Pr € el Tume s New  apncnndes peqening.
pef's L Dec

8. a. Name of physician who provided RU-486 WiterAgrn, Qo oditte. WD
8. b. Physician’s signature /2 @LDO——— |
Date §.202¢

Send completed formsto:  State Medical Board of Ohio

Legal Department N
" APR 19 2024
30 E. Broad St., 3" Floor Columbus,

OH 43215-6127

STATE MEDIGAL BOARD OF ORI

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




State Medical Board of Ohio
Report of RU-48¢ Event

(Required pursuant to R.C. 2919.123)

To be completed by the physician who provided RU-486

1. Date RU-486 was provided: A (o Do

Month Day Year

2. Name of medical Practice or facility at which RU-486 was provided;
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4. Date post RU-486 complication began:

M/z&/é»;

5. Event(s) (Please check all that apply):
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—. Patient received 5 transfusion —__Severe bleeding
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6. Duration of event: { Hours _ O  pays ,

7. Remarks: Fa(Ade kg, pT aC/\/ W A

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

8. b. Physician’s signature

Send completed formsto:  State Medical Board of Ohio
Legal Department
30 E. Broad St., 3" Flgor 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: Aﬁ/)f 2% 2oz

4
Month Day Year

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

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

6l e W Condu, OF 6{6’6’1/7

4. Date post RU-486 complication began:
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5. Event(s) (Please check all that apply):
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Send completed forms to:  State Medical Board of Ohio
Legal Depariment
30 E. Broad St., 3" Floor Columbus, L e e
JUN 0% 2026
OH 43215-6127

BTATE MEBIGAL BOARD oF pine

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



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

SEATE BBHIAL Bl O {Required pursuant to R.C, 2919.123}

To be completed by the physician who provided RU-486

1. Date RU-486 was provided: Tl (S
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é?&l (o h@ Lo linkns  JE (/3@7,7
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bl b gy
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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: /~}-v$ 23 Zozy
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2. Name of medical practice or facility at which RU-486 was provided:
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3. Address of medical practice or facility at which RU-486 was provided:
7N ACTUNER =N SRS Colhny  OH Y2224

4. Date post RU-486 complication began:
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5. Event(s) (Please check all that apply):

,j,_¢_ 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:

Pc T &4:(“,0 mabefmigo  xl. Ceb'A sltewdae bo swbj«./ AG.

8. a. Name of physician who provided RU-486 VIt feddaths, W

M.D./D.O

8. b. Physician’s signature y/\\w//
Date Ty

Send completed forms to;  State Medical Board of Ohio
Legal Department
30 E. Broad St.;, 3™ Floor Columbus,
OH 43215-6127 QeTo4

STATE MEDIGAL BOARD OF Okin

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
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1. Date RU-486 was provided: 0¢t ¥ oYy
Month Day Year '
2. Name of medical practice or facility at which RU-486 was provided:
3. Address of medical practice or facility at which RU-486 was provided:
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[0 2y
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____Patient received a transfusion ____Severe bleeding
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8. a. Name of physician who provided RU-486 Indy (1A W{Woé/\ “y
8. b. Physician’s signature T @/ D.0

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




