

































































State Medical Board of Ohio
Report of RU-486 Event

{Required pursuant to ORC 2919.123)
To be completed by the physician who provided RU-486

1. Date RU~4§6 was provided: 5 \ ZD,}‘
5[ Cé/ ZZ_ Month Day Yea;

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 complication began:

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

;_ Incomplete abortion __..Adverse reaction to RU-486 ____Patient hospitalized
— Patient received a transfusion  ___ Severe bleeding

. Other serlous event {specify)

6. Duration of event: l Hours Days

7. Remarks: m{—}B DrTtedore : kd—hcu{{o\'m(" or \'\Qq.mf\ Y ‘\ZZ,

PO Ladi g TN oniA LU DI Rperting tl \D\cccuwx
Q\fm\\f\),ny\~ VS veveglecr Cont r\ut\f’g PIW) NLones | b\)‘(c]-.‘ Cod OSPiratisn Db

L

278!

8. a. Name of physician who provided RU-486 @G %{Zi Vg

8. b. Physician’s signature y ( \/(( 3 M.DAD.O@D
Date_~|2]2Z

B,

Send completed forms to: State Medical Board of Ohio

Legal Department
30 E. 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 physician who provided RU-486

1. Date RU-486 was provided: 1 25 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:

25350 Rockside Rd. Bedford Hts., Oh 44146

4, Date post RU-486 complication began:
1/31/2022

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 serious event (specify) Intrauterine Debris

6. Duration of event; | Hours Days

7.Remarks:  MAB procedure was initiated per FDA regimen on 1/25/22. Pt. called on 1/31/22 c/o
pelvic pain and bleeding. US on 2/1/22 revealed intrauterine debris. Surgical aspiration was

performed on 2/3/22; pt. did well post op.

8. a. Name of physician who proviged RUﬁSG Dy. Brant

8. b. Physician’s signature vovo‘v MD /DO
Date (Q ~ \5 - 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. 2919.123)

To be completed by the physician who provided RU-486

1. Date RU-486 was provided: 1 8 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:

25350 Rockside Rd. Bedford Hts.  Ohio 44146

4. Date post RU-486 complication began:
2/7/2022

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

X _ Incomplete abortion __ Adversereaction to RU-486 ___ Patient hospitalized

___Patient received a transfusion ____ Severe bleeding

____Other serious event (specify)

6. Duration of event: | Hours Days

7. Remarks: MAB procedure was initiated per FDA regimen on 1/8/2022. Pt. called with + PTU on 2/7/22.

Ultrasound on 2/10/22 revealed continuing pregnancy; surgical aspiration was performed 2/10/22
Pt. did well post op.

Dr. Wilcox

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

8. b. Physician’s signature \,/M//L- Z-/‘/// @/ D.O
Date L/ﬂ./z”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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