Fupt #i

State Medical Board of Ohio

Report of RU-486 Event

{Regquired pursuant to R.C. 2119.123)
To be completed by the physician who provided RU-486

1. Date RU-486 was provided: o avu \2 Zeni g
Month Day Yenr

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

LCendial  Onio Womeas Cender

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

2295 Enst Maa 5% Columboes, oW 42213
4. Date post RU-486 event began:

2/i0/12
5. Event(s} (Please check all that apply):
___ Incompiete abortion ____ Adverse reaction to RU-488 ___ Patient hospitalized
____ Patient received a transfusion ___Severe bieeding

_X Other serious event (specify) WM W%

8. Duration of event: ___2._* Hours ______ Days
7.Remarks: D zndC dme dép— molieshd, hay Bl 6 Juna )
asvbwe  folloedp-
8. a. Name of physician who provided RU-486 Kgdm{
8. b. Physician's signature Vil . M.D./D.O
C - o il

Send completed forms to: State Medical Board of Ohio

Legal Department M EB'G A
W8 HY |2 AVH 2102 30 E. Broad St., 3" Floor L BQARD

Columbus, OH 43215-6127 MAY 21 2012

0IHO 4o
Q¥v08 Y2103 alvis

Prescribed: 5/--/2011




(Required pursuant to R.C. 2119.123)

A State Medical Board of Ohio
m - Report of RU-486 Event

It To be completed by the physiclan who provided RU-486

1. Date RU-486 was provided: o 19

2012

Month Day

Year

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

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

19550 fowsidbe #£D. LeDi
4 Date post RU-486 event began:
2\3+/12
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: {___ Hours )1 Days

7. Remarks:

%
?

o nS
8. b. Physician’'s signature i (ED.// D.O
DL?( // / / / 7.
Send completed forms to: State Medical Boérd of Ohio
&1 Legal Department
2 Nd 62 AVN 30 E. Broad St., 3" Floor
2i0z i "
a¥vo 0IHD 40 Columbus, OH 43215-6127 MEDICAL BOARD
08 Twaighy, lvis MAY 39 2012

Prescribed: 5/--/2011




State Medical Board of Ohio
Report of RU-486 Event

. ! ,,.& :?ZL (Required pursuant to R.C. 2119.123)
W S
AT ; To be completed by the physiclan who provided RU-486

1. Date RU-486 m{as provided: g (o iy e A
]

é Month Day Year

2. Name of med‘zc@al practice or facility at which RU-486 was prbvided:

Planned arevpuesd 06 Noviad s+ Ohio

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

96350 Wockindt R oglod Hes OFF UG

4, Date post RU- 486 event began

2[00l 12~

5. Event(s) (P|easé check all that apply):

_V:Ineomplete abortk:m ___ Adverse reaction to RU-486 ___ Patient hospitalized

. ___ Patient received ajtransfusion ___ Severe bleeding

. Other serious avejnt {specify)
|

I
t

6. Duration of event: / Hours Days

7. Remarks:

8. a. Name of phys?man who prowdw (76 Saron £ Sputhh MDD

8. b. Physician’s sngnature M.D./D.O
| e . o
Send completed forms to: State Medical Board of Ohio
- Legal Department MEDICA AAD
| 30 E. Broad St., 3™ Floor APE -y 201
. Columbus, OH 43215-6127

Prescribed: 5/-/2011




W #45 State Medical Board of Ohio
Report of RU-486 Event

(Required pursuant to R.C. 2119.123)
To be completed by the physician who provided RU-486

1. Date RU-486 was provided: Ky = Pl P

Month Day Year

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

Plenned Parenth il A Novineas v Oluo

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

26360 Yotwinde Cd  Bedlod s OF W14

4. Date post RU-486 event began:

5l (2~

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

__f:,/lnoomplete abortion ____Adverse reaction to RU-486 ____ Patient hospitalized

__Paitient received a transfusion ____Severe bleeding

____ Other serious event (specify)

6. Duration of event: 2 Hours Days

7. Remarks: 5

8. a. Name of physician th RU<486 oy Buvhone M D
e
(P, 1D.0

8. b. Physician’s signature - 4 ~ /
Date 3//2 Cé//—\'/

Send completed forms to: State Medical Bolard of Ohio
Legal Department
30 E. Broad St., 3" Floor APR -5 2017
Columbus, OH 43215-6127

Prescribed: 5/--/2011



o L
State Medical Board of Ohio
Report of RU-486 Event

X (Required pursuant to R.C. 2118.123)
" S To be completed by the physician who provided RU-485

1. Date RU-486 was provided: 3 15 p oLty
Month Day Year

2. Name of medical practice or facility at which RU-486 was provided:
Planne § Paronthost A NoVWhedsA (o

3. Address of medical practice or facility at which RU-486 was provided:
2R3 focirde €4
Beafov) oW I

4, Date post RU-486 event began:

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

_‘illncomptete 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:

8 a. Name of physician who prowdfwa Q( v L QWuW MDD

8. b. Physician’s signature M.D./D.O
Vav s @ xl/i5

Send completed forms to: State Medical Board of Ohio
Legal Department aIGAL 20 pRE
30 E. Broad St., 3" Floor MeBte .
Columbus, OH 43215-6127 way 0420

Prescribed: &/-/2011




Regy

State Medical Board of Ohio
Report of RU-486 Event

{Required pursuant to R.C. 2119.123)
To be completed by the physician who provided RU-488

1. Date RU-486 was provided: Mavch 19 20Y1

Month Day Year

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

Contval  ©nioc Women's Centeu

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

3L 895 Eas* N\a-’a S 4 Cn. Iumbus‘ OH

4. Date post RU-486 event began:

' ,,;,/_.{complete abortion

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

_ Patient received a transiusion ____Severe bleeding

____ Other serious event (specify)

___ Adverse reaction to RU-488 ___ Patient hospitalized

6. Duration of event:

Hours _____ Days

7. Remarks:

8. b. Physician’s signature

8. a. Name of physician who provided RU-486 ({11 rue  (AVKInD

M.D./D.O

g \4/17=

Date

Send completed forms to:

Prascdbed: 5/-/2011

State Medical Board of Ohio
Legal Department

30 E. Broad St., 3™ Floor
Columbus, OH 43215-6127 May 242012

MEDILAL s i




State Medical Board of Ohio
Report of RU-486 Event

(Required pursuant to R.C. 2119.123)
To be completed by the physiclan who provided RU-486

1, Date RU-486 was provided: 2 - 1 B0 I

Mo-nth Day Year

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

Plowpg | Parentnord ) Novteavr Ohuo

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

V625D Rodken de €L
E’M Loty OH 4440

4. Date post HU-486 event began:
Yhul 12—

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

ﬁnoomplate abortion ____Adverse reaction to RU-486 ____Patient hospitalized

____ Patient received a transfusion ___Severe bleeding

____ Other serious event (specify)

6. Duration of event: Z Hours Days

7. Remarks:

il M.D)/ D.O
Date q/’)ﬁ //’)/

8. a. Name of physician whm /j\u-486 _Sm_g Sk MD

8. b. Physician’s signature

L i

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

30 E. Broad St., 3" Floor MEDIGAL BOARD

Columbus, OH 43215-6127
way O 4 2012

Prescribed; 5/-/2011




State Medical Board of Ohio
Report of RU-486 Event

(Required pursuant to R.C. 2119.123)
To be completed by the physician who provided RU-486

1. Date RU-486 was provided: e ) £ b

r

Montti Day Year

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

Vv d Poremeinpnsd fﬁf‘l\\p\/{’uw% Onmo

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

19950 Qodunde Cd Budfpl tts OB wdldl

4. Date post RU-486 event bfgan:

Uy 1~

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. Duraﬁon of event: l Hours Days

7. Remarks:

8. a. Name of physician (WW 6 Damd M EGuntons MD
re

8. b. Physician’s signatu M.D./D.O
Send completed forms to: State Medical Board of Ohio
Legal Department . ubRE
T biﬁhh
30 E. Broad St., 3" Floor %‘ﬁhg%bhh
Columbus, OH 43215-6127 way 04 201

Prescribed: 8/--f2011




Bept # /2.

State Medical Board of Ohio
Report of RU-486 Event

(Required pursuant to R.C. 211 9.123)
Toucmnﬂcbdmﬂaphwﬁmmm RU-488

1. Date RU-486 was provided: 51 6‘/ D@ﬂx

2. Name of medical practice or facility at which RU-486 w rovxded
(oplrel Jhd [ Uopter

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

Jiss & Pan Shet Bl dus Do 49443
4. Date post RU-486 event began: 4/ '%Z 7 02/

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

Xnmplate abortion _ Adverse reaction to RU-486 ____ Patient hospitalized

___ Patient received a transfusion ____Severe bleeding

___ Other serious event (specify)

6. Duration of event: Hours / ;f Days
7. Remarks:
8. a. Name of physician who provided RU-488 (e

8. b. Physician’s signature i } FC(; e % uh M.D./D.O

Date / { \’géiy/ i

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

Columbus, OH 43215-6127 MEDIGAL BOARD
MAY 31 2017

Prescribed: 5/~-/2011




Rpe 11

State Medical Board of Ohio
Report of RU-486 Event

(Required pursuant to R.C. 2119.123)
To be completed by the physician who provided RU-486

1. Date RU-486 was provided: f; % e N G
Month Day Year

2. Name of medical practice or facility at which RU-486 was provided:
Rloned facenchord A NI ot 2
3. Address of medical practice or facility at which RU-486 was provided:

626D lockade 04 Bekfovd HE oH Y41

4. Date post RU-486 event befan

| IC |~

ffvent(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: ‘ Hours Days
' /4
7. Remarks: /
/
8. a. Name of physician owde nd Burkens MO
8. b. Physician's Signature // M.D./D.O
Date

Send completed forms to: State Medical Board of Ohio M k

Legal Department EQ’GAL BQARD

30 E. Broad St., 3" Floor JUN 38 2012

Columbus, OH 43215-6127

Prascribed: 5/--/2011




Rupt# 15

State Medical Board of Ohio
Report of RU-486 Event

(Required pursuant to R.C. 2119.123)
To be completed by the physician who provided RU-486

P

1. Date RU-486 was provided: & 5 / 17 &%/ Z_

Month i Day Yeoar

2. Nameofm jjical practice or facility at which RU-486 was provided:
[Taris. o wmads (e

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

=5 £ pap ster Colundus Ho HI4D
4. Date post RU-486 event began:

04O L

P

Syﬁ[(s) (Please check all that apply):
#_Incomplete abortion Adverss reaction to RU-486 ___Patient hospitalized
_Patient received a transfusion ___Severe bleeding

____Other serious event (specify)

6. Durationofevent: ______ Hours _ Days

‘?. Remarks:
SRR S 1 - "
8. a. Name of physician who provided RU-486 Ut Calls 1o LMJ/
8. b. Physician’s signature ‘_,4 M.D./D.O
Date (—{ﬁ [\ /l 22—
Send compieted forms to: State Medical Board of Ohio
Legal Department ’: ik

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

Prescribed: 5/-/2011




State Medical Board of Ohio
Report of RU-486 Event

(Required pursuant to R.C. 2119.123)
To be completed by the physician who provided RU-486

1. Date RU-486 was provided: o5 13- 2012
Month Day Year
2. Name of medical practice or facility at which RU-486 was provided:
PYNETD

3, Address of medical practice or facility at which RU-486 was provided:
25350 Nowside D
beppond HelaHTS, o 4d4ife

4, Date post RU-486 event began:
-6 12

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

__‘(lncomplete abortion ____ Adverse reaction to RU-486 ___ Patient hospitalized
___ Patient received a transfusion ____ Severe bleeding
____ Other serious avent (specify)

6. Duration of event: | __Hours & Days

7. Remarks: MED ,CAL BOAR D
N 13 2012

bAVie Lunirns, MO

A s
8. a. Name of physician who frevides HU-4

M.D./D.O

8. b. Physician’s signature i y /
o d
(%ate él / U/! j

Send completed forms to: State Medical Boérd ofthio
Legal Department
30 E. Broad St., 3" Fioor
Columbus, OH 43215-6127

Prescribed: 5/~-/2011




State Medical Board of Ohio
Report of RU-486 Event

{Required pursuant to R.C. 2119.123)
To be completed by the physiclan who provided RU-486

1. Date RU-486 was provided: g5 249 ]2
Month Day Year
2. Name of medical practice or facility at which RU-486 was provided:
P PNED

3. Address of medical practice or facility at which RU-486 was provided:
5350 RoulSidbeE 1P

pedFors HTS, oH  REide

4, Date post RU-486 event began:
b-?-12

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

ﬁncompteta abortion . Adversa reaction to RU-486 __ Patient hospitalized
. Patient received a transfusion ___ Severe bleeding

__ Other serious event (specify)

6. Duration of event: ' Hours & Days

7. Remarks:

8. a. Name of physician whW(/ﬁ é&dlb (NS
8. b. Physician’s signature M.D./D.O

dgira /,Zg//

Send completed forms to: State Medical Bcard of Ohlo

Legal Department MED ,CAL BOARD

30 E. Broad St., 3" Floor JUN 13 2012
Columbus, OH 43215-6127

Prescribed: 5/-/2011




State Medical Board of Ohio
Report of RU-486 Event

{Required pursuant to R.C. 2119.123)
To be completed by the physician who provided RU-486

1. Date RU-486 was provided: 66 o} 292
Month Day Year :
2. Name of medical practice or facility at which RU-486 was provided:
PPl eD

3. Address of medical practice or facility at which RU-486 was provided:
A535v Roulsipe AD

bedrld Hera HTS, od ¥4id b

4. Date post RU-486 event began:
l-21-12

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

__\éncompiete abortion ___ Adverse reaction to RU-486 ___ Patient hospitalized
____ Patlent received a transfusion —_ Severe bleeding

. Other serious event (specify)

6. Duration of event: P Hours / Days

7. Remarks:

8, a, Name of physician w

8. b. Physician’s signature . M.D./D.O
SR I -
e
Send completed forms to; State Medical Board of Ohio
Legal Department
30 E. Broad St., 3" Fioor MEUIGAL BOARD
Columbus, OH 43215-6127 LY

Prascribed: 5/-/2011



/Yyt #47 |
State Medical Board of Ohio
Report of RU-486 EventMEDICAL suaRD

(Required pursuant to R.C. 2119.123) SEP 10 2012
To be completed by the physician who provided RU-486

1. Date RU-486 was provided: () WAL $ 2012—

Month Day Year

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

Canvninord J}}( Novkees - o

3. Address of medlcai practlce or fagility at which RU-486 was provided:

% i D/’f”

4. Date post H(0-486 event
hal 11

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

<3

complete abortion ____ Adverse reaction to RU-486 ____Patient hospitalized
___ Patient received a transfusion ____Severe bleeding
____Other serious event (specify)
6. Duration of event: z Hours Days
7. Remarks:
8. a. Name of physician who pm/wp MMAM
8. b. Physician’s signature —ASECAA M.D / D.O
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




,5.:”3%‘ State Medical Board of Ohio
f&ce' Report of RU-486 Event

; -; If, {Required pursuant to R.C. 2119.123)

&
= i 3 o
e To be completed by the physician who provided RU-486
1. Date RU-486 was provided: ' Toly 2 s b
Month Day Year

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

3. Address of medical practice or facility at which RU-486 was provided:
25350 Rockside 24

Bedford Has, o Y414y,

4. Date post RU-486 event began:
714 |2ot2

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

Vv _ incomplete abortion ___ Adverse reaction to RU-486 ____ Patlent hospitalized
__ Patient received a transfusion ___ Severe bleeding
— Other serious a\}ent (specify)

6. Duration of event: Hours l Days

7. Remarks:
8. a. Name of physician who provid 436 Jfwid Buckons, MD ik
8. b. Physician’s signature /,)/ Ll 7 S M.D./D.O
24
a
| ¥4 [}

Send completed forms to: State Medical Board of Ohio

Legal Department

30 E. Broad St., 3" Floor MEDICAL BOARD

Columbus, OH 43215-6127 JAN 2 4 2013

Prescribed: 5/--/2011




Report of RU-486 |

(Required pursuant to R.C. 2119.123)

i
L

State Medical Board of |Ohio

vent

To be completed by the physiclan who provided |RU-486

|1. Date RU-486 was provided: | 3 [F i
Month Day Year
2. Name of medical practice or fagility at which RU-486 was provided:
fLanled  laneniood oF  GledTen @Ho
3. Address of medical practice or facility at which RU-486 was provided:
25350 fowswe Ao, LEDFons HTS, of Y414
4. Date post RU-486 event began:
5. Event(s) (Please check all that iapply): 7
| o
~_ Incomplete abortion :____Adverse reaction to RU-486 L Patient hospitalized
. Patient received a transfusion ___ Severe bleeding
E
__ Other serious event (specify)
6. Duration of event: = I@iours r Days
' e F o
; ;?’ 11.6‘7&‘ \ 2
7. Remarks: ? 4 iy .
i / Y 8 ‘\\
| F
5 P 4}0{? O“lRD

e

8. a. Name of physician who provicéied 486 DL SaaAH

8. b. Physician’s signature

I
w1

f
Sitate Medical Board of Ohio

Legal Department

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

Send completed forms to:

i
|
{
!
|
4
I
i

Prescribed; 5/-/2011

|




Aept 1

State Medical Board of Ohio
Report of RU-486 Event

(Reguired pursuant to R.C. 2119.123)
To be completed by the physician who provided RU-486

1. Date RU-486 was provided: Oq 145~ 12

Month Day Year

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

" !‘{jr{’ v

3. Address of medical practice or facility at which RU-486 was provided:
pooo Sluker Bhd:  Cleve. OH HU2D

4. Date post RU-486 event began:
0?/ o8//z
5. Event(s) (Please check all that apply):

_\_A:omplete abortion ___Adverse reaction to RU-486 ____ Patient hospitalized
____Patient received a transfusion ____ Severe bleeding

____ Other serious event {specify)

6. Duration of event: Z- Hours Days

7. Remarks:

Aoion (o pleted 5&&9,},_%, ‘?/‘8’/1&, po Suetlor M[méw

8. a. Name of physician who pro/vir;ed RU-486 ﬁé‘-ﬂ'a Z_oumk«qmg ; M b

£ M.DE D.O

8. b. Physician’s signature / (
e g N " Mo

o £ ol
pate I

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

30 E. Broad St., 3" Floor MEDICAL BOARD

Columbus, OH 43215-6127
SEP 24 2012

Prescribed: 5/--/2011



State Medical Board of Ohio
Report of RU-486 Event

(Required pursuant to R.C, 2119.123)
To be completed by the physician who provided RU-486

1. Date RU-486 was provided:  Auqust ac 21
Month T)ay Year

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

3. Address of medical practice or facility at which RU-486 was provided:
25250 Rockside R4, Bedfod Hts, OW Y4idl

4. Date post RU-486 event began:
9]1s] 2012

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

_Ancomplete abortion ____ Adverse reaction to RU-486 T Patleﬁt hospitalized
___ Patient received a transfusion Sy Se§8m bleeding

___ Other serious event (specify)

6. Duration of event: Hours . ! ;Z wﬂﬂl;ys

7. Remarks:

8. a. Name of physician who proéideﬂﬁ.l-tta / (auid Burkens , MD /7
8. b. Physician’s signature W D.O
2
Date { / /. 7,

7 T £

Send completed forms to: State Medical Board of Othio
Legal Department MED'C A
30 E. Broad St., 3" Floor . . - BOARD
Columbus, OH 43215-6127 JAN 2 4 2013

Prascribed: 5/--72011



= State Medical Board of Ohio
Report of RU-486 Event
(Required pursuant to R.C. 2119.123)
To be completed by the physician who provided RU-486
1. Date RU-486 was provided: 24 30 20/2.

Month Day Year

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

T “"15-{’ WAL

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

| & 00O 56«:’41&" 6[\;&( Cleve . ot ddlao

4. Date post RU-486 event began: g/:z/,z

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

'_l/_:ﬁcomplete abortion ___ Adverse reaction to RU-486 ___Patient hospitalized

Patient received a transfusion Severe bleeding

____Other serious event (specify)

6. Duration of event: A Hours Days

7. Remarks:

Mpﬁéﬁw (}u?&’lafa/ 5«»3{&[?. “?/’2 f2 ) v forller t&w—;d[/'cmé'f:m,

8. a. Name of physician who proqidez RU-486 Lise  fhiiors ) AN
8. b. Physician’s signature A1.0.)D.0

DB
| Date ;’/5;%2»
Send completed forms to: State Medical Board of Ohio
Legal Department
30 E. Broad St., 3™ Floor vicUIUAL 5OARD
Columbus, OH 43215-6127 SEP 94 2012

Prescribed: 5/--/2011



KUpic# 28

R State Medical Board of Ohio e 041 B0
I ARD
Report of RU-486 Event

(Required pursuant to R.C. 2119.123)

NOV 802012

To be completed by the physicisn who provided RU-4886

1. Date RU-486 was provided: q . / L / aZ,

Mor{!h Day
2. Name of medical practice or facility at which RU-486 was provided:

[Yeuman Ol [maw's (o

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

1455 & P g Bals, Db 4343

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

Year

_¥ Incomplate abortion ____ Adverse reaction to RU-486 ___ Patient hospitalized

Patient received a transfusion ____ Severs bleeding

___ Other serious event (specify)

6. Duration of event: 2/‘_'1( __Hours _ E Days

7. Remarks: 'P\‘ N DsC /‘ny WA G e A
= 3
8. a. Name of physician who provided RU-486 Q‘f ; ;K/ ¥ d 5[ % Z:‘
< i
8. b. Physician’s signature mfb M.D. @ogg
ol wli2l (L - =P
: —
Send completed forms to: State Medical Board of Ohio ™ g
Legal Department g =

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

Prescribed: 5/-2011




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

{Required pursuant to R.C. 2119.123)
To be completed by the physiclen who provided RU-488

1. Date RU~436 was provided: ? / oZ Z AZ »
rf

Day Year

2. Nam of medacat practice or fac:my[at which RU-486 as provided:

el R m&t

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

9/{ 55 & iy Sty lwupdys e 9 24/3
4. Date post RU-486 event began: 71 f{g 71/

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

%ﬂmpiate aborion = __ _ Adverse reaction to RU-4868 ___ Patient hospitalized
: Pat_ient recelved a transfusion ___Severe bleeding

___ Other serious event {specify)

6. Durationofevent: _________ Hours e Days

7. Remarks: /Ud /qu,} Liced 3/{6:!:1 Dend € for (‘n.rkﬁh
50 10 lodd bC tusul

8. a. Name of physician who provided RU-488 _J/L -/ .7d4f

8. b. Physician's signature m v ’i- . M.D.YD.O
Da{e ufafir
Send completed forms to: State Medical Board of Chio

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

Haa

‘Prascribed: 5/-/2011




/éf/]%’mﬁﬁﬁ

(Required pursuant to R.C. 2119.123)

-l

Séate Medical Board of |Ohio
Report of RU-486 Event

o be completed by the physiclan who provided |RU-486

1. Date RU-486 was provided: oy ot |2 PHIT.

; Month Day Year

Plavned Parenthedd of Greater Onio

2. Name of medical practice or f | ility at which RU-486 was provided:
:

}

295250 RPockside Rd!

3. Address of medical practice or ’acility at which RU-486 was provigled:
Bedford His;, O HY Y[,

4. Date post RU-486 event began
lo]2 [ le-

B E

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

_Jncompiete abortion | Adverse reaction to RU-486

1

. Patient received a transfusion ___Severe bleeding

. Other serious event (specify)

___ Patient hospitalized

6. Duration of event: Hours ___{___ Days
7. Remarks: !
|
i
8. a. Name of physician wh idhd RU-486 Eamh Sm an  Mh
8. b. Physician’s signatur _M.D./D.O
> 9; /15 1%
Send completed forms to: State 4/ dical Board of Ohio
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E. Broad St., 3" Floor MEDICAL BOARD
Columbus, OH 43215-6127 JAN 3 4 2013
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(Required pursuant to R.C, 2119.123)

|

Stﬁate Medical Board of |Ohio
Rep:ort of RU-486 Event

Tp bercompleted by the phya[cl-n who provided {RU-486

1. Date RU-486 was provided: I 10

17 RO A

Month Day Year

P A 5B FA-M?NWM oF GAPATEL

2. Name of medical practice or fa"cility at which RU-486 was provided:

oH O

25350 1O ULSDE | 1o
Pedcab  HTL, oM HU 4l

3. Address of medical practice or jaci!ity at which RU-486 was provigied:

4. Date post RU-486 event began
H=F =12

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

_ Incomplete abortion = ____ Adverse reaction to RU-4868 : ____ Patient hospitalized
___ Patient recelved a transfusion ‘/ Severs bleeding
__ Other serious event (spscify)

8. Duratlon of event: | Hours ___© Days

7. Remarks: |
//\ /

8. a, Name of physician who provufi RU-48 A DaJis "ﬁ; wticods MO
8. b. Physician’s signature " M.D./D.O
%aw 177% ,g/ 7
Send completed forms to: tate Medical Board of bmo
' ljegal Department
E. Broad St., 3¢ Floor MED'CAL BOARD
JAN 2 4 2013
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Ciolumbus, OH 43215-6127
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St%;ate Medical Board of |Ohio

Regort of RU-486 Event
. (Required pursuant to R.C. 2119.123)
T;p be completed by the physician who pfovldod RU-486
1. Date RU-486 was provided: i jo | F SLO12
: Month Day Year

fLaides Padenmiood |

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

of QileArel oo

3. Address of medical practice or {acility at which RU-486 was provigled:
25350 RowiSibe B
LEDFAD H1s, 04 YHIYE

4. Date post RU-486 event began
19/23/(2a

m\d\compiete abortion

___ Patient received a transfusion

_ Other serious event (specify)

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

____ Adverse reaction to RU-486

___ Severe bleeding

____ Patient hospitalized

6. Duration of evént: ¥ Hours A ___Days

7. Remarks:

reeB )
8. a. Name of physician who prowjﬁled RU-486 5 /"" /(.m\{)m 4,
8. b. Physician’s signature bl ” 2 M.D./D.O
Date Lﬁ bfu[/ //e:(//%
G = FAL ¥ L e
Send completed forms to: State Medical Bbard of Ohio, '
| Legal Department MED|CAL BGARD
30 E. Broad St., 3" Floor JAN 2 4 2013

Prescribed: 5/-/2011
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olumbus, OH 43215-6127
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(Required pursuant to R.C. 2119.123
be completed by the physician who provided

State Medical Board of (Ohio
~ Report of RU-186

vent
)

RU-486

1, Date RU-486 was provided:

P

[©

2

HO{R

Month

Day Year

fradd 88 Parentioo

2. Name of medical practice or fﬁhin&y at which RU-486 was provided:

A OF Qﬂ-ew 6 !

fow)

3. Address of medical practice or
K5350 foulside 1L
Lepronp w13, o4

o
Y b

acility at which RU-486 was provi

: ?ed:

4. Date post RU-486 event began

”/!l)/f:l

|
—_ Incomplete abortion

___ Patient recelved a transfusion

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

|
|
|

____Adverse reaction to RU-#BS

___ Severe bleeding

___ Patient hospitalized

__\{ Other serious event (specity) _ [ %2‘61“1 o

6. Duration of event: B

10&:’3 |4 Days

7. Remarks: TrhenteEd WITH

Y

ik

fo mingioncd x

OAY S

8. a. Name of physician who provﬁ(ed W wiicd S, M8 .
8. b. Physician’s signature S I D.0

)/ /Re

L

S

L

Send completed forms io:

C
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Rep?Ort of RU-486

(Required pursuant to R.C. 2119.123)

State Medical Board of |Ohio

vent

T;: be completed by the physician who provided {RU-486
1. Date RU-486 was provided: 1 I q 20}2
i ! Month Day Year

2. Name of medical practice or f#iiity at which RU-486 was provided:

fumiNed Pafentiioon ©F GredTeny Ohe
3. Address of medical practice or ﬁaci!ity at which RU-486 was provided:

25350 RruLs,bg Lo, bDdAEs R, OH 4HIYL
4. Date post RU-486 event began!

1 / 27 E:.\

5. Event(s) (Please check all that %apﬁ!y):
_%mmplete 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:

i T

7 P ™

8. a. Name of physician who pro (lﬂed 486 Wil .

Bctdons, ™MD

; }
8. b. Physician’s signature * : / Lty ﬂ.[} D.O
¥
Date !}\ :’/ f/ g/ f/
Send completed forms to: tate Medical Board of Ohiof ¢ L
| Jegal Department MEDICAL BOARD
30 E. Broad St., 3" Floor JAN 34 2013

Columbus, OH 43215-6127

Prescribed: §/-/2011




State Medical Board of |Ohio

Repprt of RU-486 Event
| (Required pursuant to R.C. 2119.123)
To be completed by the physiclan who provided jRU-486
1. Date RU-486 was provided: | I 1Y 202
| Month Day Year

Pmided Pateitiood OF GrBATEL OO

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

252350 foceSide o
HEDFOND HT3, 0 HY(4l

3. Address of medical practice or {acility at which RU-486 was proviged:

4. Date post RU-486 event began:
Haef |2

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

] .
___ Incomplete abortion |____ Adverse reaction to RU-486

___ Patient received a transfusion ____Severe bleeding

| Patient hospitalized

_‘-__/Omer serious event (specify) H'g‘\-n ATOMETLA  TILeRTED WiTH EerSl AATion

|
6. Duration of event: &4 l]‘-lours & Days
7. Remarks: E :
i :
8. a. Name of physician who provi(%l ] f DAV D | Luditods L
ician’ PR e
8. b. Physician’s signature ~7 gl = /,/ = /,7 7{ = @ D.O
- é m riiwy
Send completed forms to: tate Medical Bdard of Ohio
' : gal Department
30 E. Broad St., 3" Floor MEDICAL BOARD
Golumbus, OH 43215-6127 )
JAN 14 2013

Prescribed: 5/-/2011




‘ fg&(;w\yt:tp 57 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} 11 D2

Month Day Year

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

Frclrr’ TinA

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

1nose  HaaKer Glvd.  Cleebord OH  4qi2e

4. Date post RU-486 complication began:
i / - / 13

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)

eNe?
6. Duration of event: “% Hours 7 Days

7. Remarks:

flrken gl Suipeliy = [ ‘?;ﬁ?fi

8. a. Name of physician who provided RU-486 /’4( [)Aawp{ /Q{ 2o
8. b. Physician’s signature ‘ '\f {’ L : }/5" T /. / C@_D_D_
Send completed forms to: State Medical Board of Ohio

Legal Department

30 E. Broad St., 3" Floor MEDICAL BOARD

Columbus, OH 43215-6127 JAN 28 2013

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




