R State Medical Board of Ohio
.- Report of RU-486 Event

& 3. (Required pursuant to R.C. 2919.123)
To be completed by the physician who provided RU-486

1. Date RU-486 was provided: ﬁmw ‘77 : ’LO { {
Day

Month , Year

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

PYH

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

3195 Ay i St (umbw Dt 451 D

4, Date post RU-486 complication began: \ ‘20 n%

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

\_m_/mmmplete abortion __ Adverse reaction to RU-486 ____ Patient hospitalized
___ Patient received a transfusion ___ Severe bleeding

____ Dther serious event {specify}

6. Duration of event:MI p\- Hours Days

7. Remarks: ?
{ailed eadawny o DR pretocol
8. a. Name of physician who provided RU-486 ) (\Q\H’\Lﬂ L liu"/\ oS
. .
8. b. Physician’s signature ( e -. @ DO
o 3 / i
Date 255 /f’\
Send completed forms to: State Medical Board of Ohio
Legal Department '
30 E. Broad St., 3" Floor |
[ = A
Columbus, OH 43215-6127 | MEDICAL % RD

FEB 9206

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

=T

Maonth Day Year

1. Date RU-486 was provided: o/ ,Q / /?/9]4/

2. Name of medical practice or facil“ity at which RU-486 was provided:

_ rﬁi{rm

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

lagz> Shaller ,{5’[\:4 W LML dqiRRo

4. Date post RU-486 complication began:

oz/obl15”

5. Event(s) (Pielase d‘[eck all that apply):

_Amptete abortion ___Adverse reaction to RU-486 ___ Patient hospitalized
Patient received a transfusion ___ Severe bleeding

____ Other serious event (specify)

6. Duration of event: 8 Hours Days

7- Remarks:

Hooehion b@v—p\t‘k&( 5 lmﬂ?/‘

8. a. Name of physician who provideqm /’{fﬁl—dgg /6’ f;ﬁfef‘
i
8. b. Physician’s signature \\) m Do

N Z(J@ i e

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

MEDICAL BOARD
FEB20205 -

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: O 259 / 5’

Month Day Year

2. Name of medical practice or facﬂity at which RU-486 was provided:
(et rvin

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

Vi Shaller Glid:  Plescdawdd  ~ Hitian

4, Date post RU-486 complication began:

2/13]/5

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

_i~Incomplete 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:

bf"-L-aﬂm ( ‘v-tfn‘ol = @ﬁé .

y J'!n U
8. a. Name of physician who provided gu-486 Lise rJe,rth
8. b. Physician’s signature ek m DO
L®

Date *ﬂ“} 2o ,l/ll:.

Send completed forms to: State Medical Board of Ohio
Legal Department
30 E. Broad 5t., 3 Floor

Columbus, OH 43215-6127 MEDICAL BOARD

MAR 2 2015

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 physidan who provided RU-485

1. Date RU-486 was provided: o | F “Tals

Month Day Year

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

P‘ﬁnn{j Fﬁf{n”{'/’LOd ‘Sa-—»‘st weet _Ohlo ﬁ(’Q{O’\

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

A3 Y Avbura /I‘L)“'(

4. Date post RU-486 [omphcauon began:
//\ MERMCAL BOARL
5. Event(s) (Please check all that apply):
AUG 3 2015
Incomplete abortion _._ Adverse reaction to RU-486 ___ Patient hospitalized
___Patient received a transfusion ____Severe bleeding
____ Other serious event {specify)
6. Duration of event: Hours _/ ‘7/ Days 73//? 2 ;?("“':é?i & ’L%f( m&é :

7. Remarks:

Pt ‘,Laf wetd o de:am(‘ Aoy of mruz"m&ﬁt"f

8. a. Name of physician who provided RU-486 \D*" /(‘- /-5"'?’

8. b. Physician’s signature _“W“/} MD /DO
Date '

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




= - 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: 0'} W« /5/
Month Day Ye‘;

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

| ‘a‘f’“\ff 4%

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

\2ooe  Guler »61%’(' Ble vl dfra.o

4. Date post RU-486 complication began: 7
04/ 03//5
5. Event(s) (Please check all that apply): / !

A)mplete abortion ___Adverse reaction to RU-486 ___ Patient hospitalized
___ Patient received a transfusion ___ Severe bleeding

____ Other serious event (specify)

6. Duration of event: 3 Hours Days
7. Remarks:
8. a. Name of physician who provided RU-486 /% Ad’ mm’/ /Q 208
8. b. Physician’s signature ’_7/74, AV eze Noce ekl &n)no
Date At 1
—
Send completed forms to: State Medical Board of Ohio

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

APR 20 2015

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




s 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: 0 3 / 2 /:7

Month Day Year

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

15 i\eJe YA

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

s el Glid - Clevdowal - HHigns

4. Date post RU-486 complication began: " : e
0yR% /15
7 S

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

ﬁemplete abortion ___ Adverse reaction to RU-486 ___ Patient hospitalized

Patient received a transfusion ___ Severe bleeding

___ Other serious event (specify)

6. Duration of event: _8 Hours Days

FRemarks: i

P(""\

s

8. a. Name of physician who pr;i)@;u-ﬁ,ss ’m oG )Q' M el

8. b. Physician’s signature 404/ DO

\.__)/

Date ’,7/ /’?A (
!/ r/

Send completed forms to: State Medical Board of Ohio

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

Columbus, OH 43215-6127 APR 20 2015

Prescriped: 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: @ f 0é 0? 0O/ ﬁ,

Month Day Year

2. Name of medical practice or faciiity at which RU-486 was provided:
| QS Yedelwn

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

12oee olaber Bl Cleveland  HYI2D

4. Date post RU-486 complication began:

¢/2 /5

peey
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: g Hours Days

7. Remarks:
%}Jdm ggwflu-m( bwa_fc‘% ‘
8. a. Name of physician who provided RU-486 < 0.
8. b. Physician’s signature g" D)oo
o sl
7 7
Send completed forms to: State Medical Board of Ohio

Legal Department

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

JUN 5 2015

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



State Medical Board of Ohio
Report of RU-486 Event

{Required pursuant to R.C. 2819.123)

To be completed by the physician who provided RU-486

1. Date RU-486 was provided: I . ;1

Month Day T

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

plﬁ’)r)(ﬂ’” p.ﬁf(n*/u()/ k_gp‘,n% war S 0/";0

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

LN Audoirs At Cintiprats, OF ¥S2/7

4. Date post RU-486 complication began:

L118)ic

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

‘gncompiete abortion ____Adverse reaction to RU-486 ___ Patient hospitalized

____Patient received a transfusion ___ Severe bieeding

____ Dther serious event {specify}

6. Duration of event: Honis oL Days }:9//;‘,9 g Ip/t‘?'cva( a'/‘/?f' é\.;

A LD pNtSfV/ ) }-1:6/ DL . s —?’/z,//{" Y ?ﬁoufﬂdék\-

8. a. Name of physician who provided RU-486 f% LSO, h/u Lol

8. b. Physician’s signature ,%-—f A éz_uﬁ_
Date ?’ﬂzz‘fé £

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

. £ 7 {Required pursuant to R.C. 2519.123)

To be completed by the physician who provided RU-48%

1. Date RU-486 was provided: @5, 1D

y-

Month ‘ Day

Year

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

I A

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

12000 kel GOl Clevelavd — Hiz0

4. Date post RU-486 complication began: ,

7315~

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

Aomp[ete 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:

Hoorkion w\ctao( 60-16[@1[{/-

8. b. Physician’s signature

8. a. Name of physician who providemsfs\ //f';é/é_,///fé é\:f[fef*

Aﬁ‘i}mn
Aan/,

5

W e
\ Date f// é}// 4.
7 T
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

JuL 20 2019




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-286

1. Date RU-486 was provided: ; % // !{/

T -

Month Day Year

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

re\_rc’_m

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

aawn. . hallos ,6[.;&(.‘ Clevelord 94130

4. Date post RU-486 complication began:
275"
A g

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

_I{_W/m:cmpiete abortion ___Adverse reaction to RU-486 __ Patient hospitalized
___Patient received a transfusion ___ Severe bleeding

___ Other serious event (specify)

6. Duration of event: 8 Hours Days

7. Remarks: Yoo ,,L'o". mjo/’!f”( 5.46“%

8. a. Name of physician who proﬁﬁ U-486 /VZJe:lgéz? ﬁd"f
@/ Do
.~

8. b. Physician’s signature

Date ;7,//4}// (

Send completed forms to: State Medical Board of Ohio
Legal Department
30 E. Broad St., 3" Floor
Columbus, OH 43215-6127 VIED
UL 20 2015

Prescribed: 5/--/2011, 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: Ok /& ol

Month Day Year

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

R

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

laove ke ABld- Aewlevd Yo

4. Date post RU-486 complication began: '

7 /o//§ '

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

i/ Incomplete abortion ___Adverse reactionto RU-486 ___ Patient hospitalized

Patient received a transfusion ___ Severe bleeding

___ Other serious event {specify}

6. Duration of event: 2 { Hours Days

7. Remarks:

%&‘—‘f;m\ MM 6018_:%

8. a. Name of physician who provided RU-486 _Mﬁmw/ /G) ZLee

M(,(M @nn

8. b. Physician’s signature

‘£ oy -
Date 7/#&;
e &
Send completed forms to: State Medical Board of Ohio

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

JuL 20 2015

Prescribed: 5/—/2011, Rev, 12/13/12




i S 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: 2 f' 0 /5,

Month Day Year

2 Narr;B of medical practice or faciiity at which RU-486 was provided:

bete P

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

12000 Shaller Oivd.- mevc\mi ] D

4. Date post RU-486 complication began: s
/ 5’#/ F o

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

_Amplete 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:
R k %éb,., b W 5413 1(%

8. a. Name of physician who prowdefi W /{AM [d cél‘k /4 \
o

8. b. Physician’s signature
\./

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

OCT 15 2015

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




B : State Medical Board of Ohio
' Report of RU-486 Event

g s {Required pursuant to R.C. 2519.123)

To be completed by the physician who provided RU-486

1. Date RU-486 was provided: & f ap 4/ /5.__»

L4
Month Y Year

2. r;lﬂn;e of medical practice or facility at which RU-486 was provided:

zs}(!‘w\

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

lqoe2 Heosller Ofwﬂ( Uﬁ#{ﬂmi qd 12D

4, Date post RU-486 complication began: i
12/0/15~
7 1 Y

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

_Acomp}ete abortion ___ Adverse reaction to RU-486 ___ Patient hospitalized
___Patient received a transfusion ___ Severe bleeding

___ Other serious event {specify)

6. Duration of event: 5 Hours Days

7. Remarks:

Nirchoe copidtid :«5&%

8. a. Name of physician who provided RUﬁBW fﬁ /6, wéx\ //[ b

8. b. Physician’s signature

ate /ﬁ/ 4«/ 5

Send completed forms to: State Medical Board of Oh;o
Legal Department

30 E. Broad St., 3™ Floor

Columbus, OH 43215-6127 MEDICAL T 0~RD
0CT 19 201%

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: 0(‘;{"{) lﬂ@{\ Ié 7/0 ;

Month 7 Year

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

4l

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

noH Ead M S Cllumbons 4 43242

4. Date post RU-486 complication began:

|10 ] 29|05

S. Event(s) (P!ease check all that apply):

-
V 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: Jﬂcf’mal‘t Mic‘aﬁm' alwHen ‘Fbilaujlizj be\- a.ppﬂN(O(
Ppatocol.

8. a. Name of physician who provided RU-486 - CoXrensnL \lm\omoﬁ

8. b. Physician’s signature : Q 2 MD_JDO
Date [0 Q 6’ \

Send completed forms to: State Medical Board of Ohio

Legal Department

30 E. Broad St., 3 Floor MEDICAL BOARD
Columbus, OH 43215-6127
: : NOV 2 2015

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




State Medical Board of Ohio
Report of RU-486 Event

{Required pursuant to R.C. 29198.123)

To be completed by the physician who provided RU-488

1. Date RU-486 was provided: | l oM 251 E'

Meonth Day Year

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

Cloancd FPorothood Su> Obio éﬁm

o

3. Address 6f medical practice or facility at which RU-486 was provided:

A3 1 A ]‘{'uﬁ-(" &hu\nna{ﬂ“ OTH 4<24 9

'| 4. Date post RU-486 complication began:

LS

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

_Acomplete abortion ____Adverse reaction to RU-486 ___ Patient hospitalized
|____Patient received a transfusion ___ Severe bleeding

___ Other serious avent {specify)

(1)
6. Duration of event: L j 7/ Hours Days

7. Remarks:

3. a. Name of physician who provided RU-48 %s Aﬁ.-w/_

2. b. Physician’s signature —= Z \_@; a¥a)
Send completed forms to: State Medical Board of Chio
Legal Department
30 E. Broad St., 3" Floor MEDICAL BOARD
Columbus, OH 43215-6127

Prescribad: 5/~/2011, Rev. 12/13/12




(Required pursuant to R.C. 2119.125

3)

{

Ti“ be completed by the physiclan who provided {RU-488
1. Date RU-486 was provided: ‘ Mau, 28 2014
Month Day Year
2. Name of medical practice or faﬂ‘bility at which RU-486 was provided:
f Lann ED Panenivtood ©OF Gfleret @Hho
3. Address of medical practice or facility at which RU-486 was provided:
!
25350 foaswE Ao, LEDFOLD HTs, odl Y4146
4, Date post RU-486 event began
0117/ 2014
5. Event(s) (Please check all that appiy)
_%mmplete abortion i Adverse reactton to RU-486 ____ Patient hospitalized
___ Patient received a transfusion l,__ Severe bleeding
___Other serious event (specify) |
6. Duration of event: }g—iours f Days

7. Remarks: p+ underweri+ FDA approved Pﬂfffvwl B med
pregnancy test @ week S la*-iwtr blecdwark conficnas incon
with m\seprog*!ui 800 mc.g ‘without complication.

‘cation abortion with &
hplete. akortion. Treated

8. a. Name of physician who proviéged RU-488 _Timothu Krdec, M
8. b. Physician’s signature _£M.D)D.0
Send completed forms to: S;tate Medical Board of Ohio

' I%gal Department MEDICAL BOARD

Prescribed: 5/-/2011

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

|
i
|
{

|e
1

SEP 2 6 2014




- 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: = é)@ ;}5 /4/

Month Day Year

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

| w-lerw\

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

120z Al Aud  Ploveland - H412p

4, Date post RU-486 complication began:

ot/20/14

f
5. Event(s) (Please check all tha( aple):

_o_/lncomp!ete 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:

ﬂbﬁ"l—;m (,&wp\et?ﬂ{ -‘3:.46\1 c:.fﬁ/

8. a. Name of physician who provided RU-486 ;fzfg&;;mm@i f’@ 2or€ 4 A b
ici Y i _;r’f/flg\—,,(/kv @I n n
8. b. Physician’s s;gnature;x@w L £ e

Date ?/ ‘?//f }f/

Send completed forms to: State Medical Board of Chio

Legal Department

30 E. Broad St., 3" Floor MEDICAL BOARD
Columbus, OH 43215-6127
JUL 14 2014

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: A7 O3 /%
Manth Day Ye:fr

2. Na\me of medical practice or faciiritv at which RU-486 was provided:

fb i‘r—-LF § o

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

22 Aaaber Alud.
4. Date post RU-486 complication began:
5/2/1¢

5. Event(s) (F/ieage check all that apply):

Aﬁmpiete 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:
Hportien. t"mmidt[fcé 3«13, mé%x
8. a. Name of physician who provided RU/486 S5a )(LN‘:cm / \_)

8. b. Physician’s signature D}/ DO
{/ // o

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

A
Columbus, OH 43215-6127 w D
&
Q &
KRN

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




(Required pursuant to R.C. 2119.123)

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

To be completed by the physician who provided [RU-486

1. Date RU-486 was provided: Auanct 20 2014

Morifh

Day Year

Planned Pﬂrw‘\ﬂood of Greater Ohio

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

3. Address of medical practice or fac:lety at which RU-486 was prow?ed-
25250 Rockside P-d Bedford Hegwts, ot Y414

4. Date post RU-486 event beganﬁ

0ef2014
5. Event(s) (Please check all that apply):
_‘4noomplate abortion ____Adverse reaction to RU-486 ___ Patient hospitalized
. Patient received a transfusion ____Severs bleeding
____ Other serious event (specify)
6. Duration of event: __ <! Hours Days

aspiration which was perforped without compt

7. Remarks: P+ underwent FDA qppmved protocel Lor medication aloction

with c,onhnumaj viable pregnaicy a+ «Fouwu‘o Pt elected euro_,fc,ﬁ,l
wation .-

8. a. Name of physician who provided RU-486 __Timothhuy K«

essS, MD

8. b. Physician’s signature m %/V\'V"i? (/f\rdl_._D/.[)D.O
Date C\\(.a\ (%
Send completed forms to: State Medical Board of Ohio
Legal Department
30 E. Broad St., 3" Fioor MEDICAL BOARD
Columbus, OH 43215-6127
‘ SEP 2 6 2014

Prescribed: 5/-f2011




Re;?ort of RU-486

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

State Medical Board of |Ohio

vent

RU-488

[1. Date RU-486 was provided: | Muaist

20 201 4

Month

Day Year

franNed  Paeniood  oF GpetTen ¢

2. Name of medical practice or fa‘crltty a’t which RU-486 was provided:

Hho

3. Address of medical practice or facility at which RU-486 was provié:l
1

25250 LockSE /é,or LoD Foad HTS, o

ed:
Y414 ¢

4. Date post RU-486 event began

afiof14 ]

5. Event(s) (Please check all that ?pply):

? %

JZ!/ncompiete abortion ___ Adverse reaction to RU-486

i
i

!,__ Severe bleeding

____ Patient received a transfusion

MED

i
___ Other serious svent (specify) )

| Patient hospitalized

ICAL BOARD
EP 2 9 2014

£

6. Duration of event:

NI I%!ours _J_':f_ Days

7. Remarks: pt received medication abortion per FDA approy
debris on viHrasovnd at 14 dwg followwp visit withouty

with 2. courses M'LSI)P\"US"D\ u,Hv:oqu tomplicatien. Comp
by vitrasound .

ed protoco(. intravtenne
fable pregrancy- T

lete abortion confirmed

8. a. Name of physician who provnded RU-486 _Timothy Kre

=S, MD

.‘-‘___—-*-:'f

8. b. Physician’s signature N\ AT o

AL~

&D0.0

Date

Az \ LS

4

State Medical Board of Ohio
Legal Department

31{3 E. Broad St., 3" Floor
Columbus, OH 43215-6127

Send completed forms to:

|
Prescribed: 5/-/2011 }

i E
I




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-286

1. Date RU-486 was provided: Z;}%/ rg 7-;/ / ?/
Day k

Month Year

Z. Narg§ of medical practice or facility at which RU-486 was provided:

|
A (A JréFW\

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

\aooD  ShaKer (f){\j&{ C\Mfa}ma( dyqiao

4, Date post RU-486 complication began:
09/ 13/04
£ Fa

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

Aomplete abortion ___Adverse reaction to RU-486 ___ Patient hospitalized
___Patient received a transfusion ___ Severe bleeding

___Other serious event (specify)

6. Duration of event: i Hours Days

7. Remarks:
’ "
Hyordiom Wfdwl svgkccd% :
8. a. Name of physician who provided RU-486 Zf S /Kz.f*h!erﬁ\

mnn
N

8. b. Physician’s signature

Y Date (;{q ‘GH ‘V\

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

SEP 222014

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



s State Medical Board of Ohio
-~ Report of RU-486 Event

é 200 {Required pursuant to R.C. 2919.123)

To be completed by the physician who provided RU-486

1. Date RU-486 was provided: w “S\’ Zﬁ ’T/T) IL\'

Mofith Year

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

YYOH

3. Address of medacal p;a ;‘e or facility at which RU-486 was provided:

ez

co\ummf Ol-L Peia

4. Date post RU-486 complication began:

ooy |2, 204

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

\__/_/lncompiete abortion ____Adverse reaction to RU-486 ____ Patient hospitalized

____ Patient received a transfusion ___ Severe bleeding

____ Dther serious event {specify)

6. Duration of event: I'VZ Q. Hours Days

7. Remarks:

FD A ptocel msutbed i WNeomplife pracuag

8. a. Name of physician who provided I?LA?G }&m T KWDU MD 5
8. b. Physician’s signature {uplino

e ANt

Date
Send completed forms to: State Medical Board of Chio |
Legal Department
30 E. Broad St., 3" Floor MEDICAL BOARD
Columbus, OH 43215-6127
_ SEP 192014

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 physidan who provided RU-486

1. Date RU-486 was provided: VY 0?’

&

Month Day

¥
Year

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

i \3 t’*ir’ s

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

3om2_ Shokier Al Clevelere!  4iao

4. Date post RU-486 complication began:

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

_A:ompiete abortion ___ Adverse reaction to RU-486 ___ Patient hospitalized
__ Patient received a transfusion ___Severe bleeding

____ Other serious event {specify)

6. Duration of event: cz Hours Days

7. Remarks: % f .
i corilebrd Suryicalliy .
o o) {
8. a. Name of physician who provided RU-48§7 /% Aaiuwd; ,4 r 0%
8. b. Physician’s signature / // m DO
E Sy
Date /{;/; ‘8;/ / L/
Send completed forms to: State Medical Board of Ohio

Legal Department
30 E. Broad St., 3" Floor

Columbus, -6
olumbus, OH 43215-6127 MEDICAL BOARD

Prescribed: 5/--/2011, Rev, 12/13/12 NOV 2 0 2014




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:

/2 2.3 (¥
Month Day Yeafr
2: Narrz_e of medical practice or facility at which RU-486 was provided:
"pi“{“ﬁ"{. A
3. Address of medical practice or facility at which RU-486 was provided:
= A (v -
Aero Doy O, Cleve.  OH yqizeo

4. Date post RU-486 complication began:

1/¢/1

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

_lég;mplete abortion

___ Adverse reaction to RU-486 ___ Patient hospitalized

___ Patient received a transfusion ___ Severe bleeding

____Other serious event (specify)
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6. Duration of event: fg Hours Days

7. Remarks:

Hhor-tion @wf/%leaf 5%.5 7 j

8. a. Name of physician who provided RU-486 Lisg Jde i efa
8. b. Physician’s signature v[im mf DO
i\‘! k____/
Date AY Rkl l\ 4
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




(Required pursuant to R.C. 2119.123)

S(;ate Medical Board of |Ohio
Report of RU-486 Event

To be completed by the physician who provided {RU-486

1. Date RU-486 was provided: | e, 29 201y
‘ Month Day Year

2. Name of medical practice or faic:lity at which RU-486 was provided:
pL/ﬁ'hif\lk_b pﬁ'fuﬂiﬂfﬂo.ﬁ OF é)ﬂ,a‘}'raq, QO

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

25350 Aoeswe Ao, Ledrons HTS, ol Y4y
4. Date post RU-486 event l;:egan|
i 2]201y
5. Eventi(s) (Please check all that appty)
‘/Incomplate abortion __ Adverse reaction to RU-486 | Patient hospitalized
___ Patient received a transfusion __ Severe bleeding
_ Other serious event (specify) '
6. Duration of event: _ l ﬁlours Days
: |
| 7. Remarks:

8. a. Name of physician who provicéied RU-486 _TIMoiHY KA

eSS, MB

- 445>/ D.O

8. b. Physician's signature et LAANITIA 4 “’f’é’\f\ﬂ—

1 Date 2l |y

Send completed forms to: $tate Medical Board of Ohio
Legal Department
3b E. Broad St., 3™ Floor
'coiumbus OH 43215-6127
[

Prescribed: 5/-/2011

MEDICAL BOARD
DEC 17 20




T State Medical Board of Ohio

'Y ) L

~-==_ Report of RU-486 Event
: é 1“, 'I (Required pursuant to R.C. 2919.123)

To be completed by the physlciap who provided RU-486

1. Date RU-486 was provided: \\ /\ ﬁjw‘l—}-

Month

Year

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

- Pron

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

H1% B iein 3. (plamins DH 45242

4. Date post RU-486 complication began:

| Z)09[20) 0

\Ancompfete abortion

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

___ Patient received a transfusion ___ Severe bleeding

. Other serious event {specify)

___ Adverse reaction to RU-486 ___ Patient hospitalized

6. Duration of event: m___

Hours Days

pMn co|

7.Remarks:_Pai|£d mdi cal Kb (_AM{ Sl O—{ FoA

8. b. Physician’s signature

8. a. Name of physician who provided RU-486 KWVW\()O& MW

. Gk
ko™

Date i / Z.:]‘QJ’/ =

Send completed forms to:

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

State Medical Board of Ohio

Legal Department ?33)

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




State Medical Board of Ohio
Report of RU-486 Event

(Reguired pursuant to R.C. 2919.123)

To ba completed by the physician who provided RU-485

1. Date RU-486 was provided: 13 ] 7 2oiY
Month Day Year
2. Name of medical practice or facility at which RU-486 was provided:
{5/‘? ﬂ’%{ f{.&,fg,’;;‘ﬁo Jﬂ( gvﬁ? b‘*&f}é d‘afu'a
3. Address of medical practice or facility at which RU-486 was provided:
R2H Avbvrn '
Gnctnnap ort 4529
4. Date post RU-486 complication began: P / 30 /, y
5. Event(s} {Please check all that apply):
Vel
__ffincomplete abortion . Adverse reaction to RU-486 ____ Patient hospitalized
. Patient received a transfusion ___ Severe bieeding
___ Other serious event {specify)
6. Duration of event: Z Hours Days
7. Remarks:
8. 8. Name of physician who provided RU-486 L{Zéfﬁﬂh A Hne”
8. b. Physician’s signature = i LMD /DO
t/[)ate J//%EAS_
Send completed forms to: State Medical Board of Ohio
Legal Department h[EDIC AL BO ARD
30 E. Broad St., 3™ Floor .
Columbus, OH 43215-6127 FEB 23 2015

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




