~ 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: J})’V‘- N {? \JC/ /‘;

Month Day Year

" 3 Name of medical practice or facﬁity at which RU-486 was provided:
Noytheae T Ohyy Ui/h) MLP*G (DE'M-E/;,

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

ot % Jhan W ¥923

4, Date post RU ication began: ik
21/l Le
5. Event{s} (Please check all that apply):
X MEDICAL BOARD
Incomplete abortion ____Adverse reaction to RU-486 ___ Patient hcspitaiiﬁx
R 172016
. Patient received a transfusion ___ Severe bleeding

. Other serious event (specify)

6. Duration of event: Hours __/ [/ Days

(k JJ © WWV’LQ/M/‘Q,&W@" f”ﬁj’

"

s b hed ﬁmeﬂfqm > olondeild H

--H(M; MY

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

8. b. Physician’s signature

Date ) / d/;

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 EventEDiCALBOARD

(Required pursuant to R.C. 2919.123) MAR 8 2016

To be completed by the physiclan who provided RU-486

1. Date RU-486 was provided: '7/ Q,p \40

- Day Year
2. Name of medtcal practice or facili @ at wh:ca RU-4 awas provided:

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

115¢ € Mainst, Columdaug O Y2217

4. Date post RU-486 complication began:

5. Event(s) (Please check all that apply): .
- e w
Incomplete abortion ___Adverse reaction to RU-486  ___ Patient hospitalized
___ Patient received a transfusion ___ Severe bleeding

___Other serious event (specify)

6. Duration of event: l\’l BL( Hours Days

. | 7. Remarks: .r%”,ld mi*rd Cnon viable H-U)) e to
FDA f:egiw»an

8. a. Name of physician who provided RU-486 - Cotheaninl ‘&ON\QJ\OS
8. b. Physician’s signature - (1 F_Q mi Do
- e o
Date _..?) / 5!
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 t0 R.C. 2919.123)

To be completed by the physician who provided RU-486

1. Date RU-486 was provided: R be | Eo SV

Maonth Day Year

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

N
+ A

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

1oz Slalber ;6\\;&{- @;\cu‘tlo»mL J L 2o

4. Date post RU-486 complication began:

033/l

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

_A}mple’ce abortion ___ Adverse reaction to RU-486 ___ Patient hospitalized
e patient received a transfusion ___Severe bleeding

___ Other serious event [specify)

6. Duration of event: ; Hours Days

7. Remarks:

Hoorbien Ab’h—,ﬂlofwf fwaiwééy :

18. a. Name of physician who provided RU-486 ,/%Mméd @&L&

8. b. Physician’s signature W @aﬂ_
Date ¢/ df é

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: ZR (5‘7 & /e é’
1 §
Day

Month Year

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

p’?fw

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

Rovo Shaler Olvd.  Clevelensl 4120

4. Date post RU-486 complication began:

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

_\/_ﬁmmpiete 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: .
/fé/r/m torpleled 57: e%

8. a. N'ame of physician who provided RU-486 J/%éﬂ/wv/wgé{ /&724’&6_

8. b. Physician’s signature A 2 Qﬁ/{ Pt Yt @ Q
Date v 4 5’/ ,Q»
Send completed forms to: State Medical Board of Ohio

Legal Department

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

APR 11 208

Prescribed: 5/—/2041, 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-485

1. Date RU-486 was provided: 3 2z M

onth Day Year

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

Plann ¢4 barcnthosd Southuat- Ohio Pegp 0N

patient received a transfusion { Severe bleeding

___ Other serious avent (specify)

3. Address of medical practice or facility at which RU-486 was provided: 1
& 32
231y Auban  fots  Cindanehs, OH ¥ 7
4. Date post RU-486 complication began:
3/23 i

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

___incomplete abortion ___Adverse reaction to RU-486 ___ Patient hospitalized MEDIC~
APR 12 .

6. Duration of event: Hours 2— Days

016

7. Remarks:

Dowey wad  § O

8. a. Name of physician who provided RU-486 g //%4 i A

2. b. Physician’s signature L{% {’ —— ﬁw_a__
Date Lf{/ 7/ / 4 =

Send completed forms to: State Medical Board of Ohio

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

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

RD



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: /23 3O Dt

Month Day Year

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

l‘{‘s(j_erw\

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

2o Aler é[wj G‘fW\M dq(2o

4. Date post RU-486 complication began:

DY/ 1o

5. Event(s) (Péase dheck all that apply):

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

___Other serious event {specify)

6. Duration of event: % § Hours Days

7. Remarks:

Hhoorbiow  wonplekd &azﬁ%,

8. a. Name of physician who provided RU{A86 r 7 d /df/é»‘— ) //fb 2

8. b. Physician’s signature MD /DO
Y27/

Send completed forms to: State Medica\HJoard of Ohio

Legal Department

30E. B g
el St 3 Fmor MEDICAL BOARD

Columbus, OH 43215-6127
MAY 2 2016

Prescribed: 5/--/20%1, 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: Hﬂ?ﬂ ‘ l Z.Dl b

L4 :
Month . Day Year

2. Name of medical practice or facﬂrty at which RU-486 was prov:ded .

e d Taxeatoed

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

2155 £ Man sk, Ulumbus ot 215

4. Date post RU-486 complication began:
[25]lL

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

A

fmtomplete 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: ‘?{de f\!‘u{:U(Z{bﬁ(\ wﬁhm' CU\\'\\'\M\"{\) P{ ‘7(31'\0&" é

8. a. Name of physician who provided RU~4BQ %MMS

|8. b. Physician’s signature ' ( i ’m_,,_h SH ; *
T

..a—-"‘"‘_""‘T‘—‘—'—"'-""—) =l
Date L'i =) 1 ‘L.ﬂ
Send completed forms to: State Medical Board of Ohio :
Legal Department MEDICAL BO ARD
30 E. Broad St., 3™ Floor
Columbus, OH 43215-6127 APR 3 6 zmﬁ

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-286

1. Date RU-486 was provided: APﬂl 7] 7011
Mont - Da I i

y Year

.8 Nameﬁedical practice or facility at which RU-486 was provided:

W Voot

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

1,155 €. Main Sk Chumbas oM A3

4. Date post RU-486 complication began:
4w

s

g

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

?_élﬁcomplete abortion -%' \\6
Qe

\/Severe bleeding

___ Adverse reaction to RU-486  _ Patient hospitalized

___ Patient received a transfusion

___Other serious event {specify)

6. Duration of event: Hours Days

: 7 Remarks: -DC G‘f \d}id}f\s

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

8. b. Physician’s signature /) s A2 joo

el M u\I}‘Ii’cgp

Send completed forms to: State Medical Board of Ohio
Legal Department
30 E. Broad St., 3" Floor
Columbus, OH 43215-6127 MEDICAL BOARD
MAY 2 2016

Prescribed: 5/—/2011, Rev. 12/13/12




State Medical Board of Ohio
Report of RU-486 Event

{Required pursuant to R.C. 2919.123)

- e

To be completed by the physician who provided RU-486

1. Date RU-486 was provided: 0(/ f?q»’ /@
g

[ §
Month Day Year

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

Pralerm

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

v olaker Ohd- Clevela N 44122

4. Date post RU-486 complication began:

5713/l

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

ﬁcomplete abortion ___ Adverse reaction to RU-486  _ Patient hospitalized

_ Patient received a transfusion Severe bleeding

___ Other serious event {specify)

6. Duration of event: Hours Days M b

7. Remarks:

%M[w_,_ {M/M J?umw?/ Sa s,

8. a. Name of physician who provided Rf& __M /ﬂfﬂ[’f - M b -

8. b. Physician’s signature

Date (e (\l {\( J

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

Prescribed: 5/—/2041, Rev. 12/13/12 JUN 6 20 16




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-485

1. Date RU-486 was provided: AN Yz A V
' - Day

Month l Year

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

R(Zo=

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

255 s MNawn St [DUWiius, ik 48U
4. Date post RU-486 complication began:

A VAYLY,

im/ex(s) (Please check all that apply):
i 1§
_¥ Incomplete abortion ___ Adverse reaction to RU-486  ___ Patient hospitalized

___ Patient received a transfusion __ Severe bleeding

___ Other serious event (specify)

6. Duration of event: Hours F_\_é Days

(7 Rematks:  fumprey Medutat gt promage sorge

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

-

8. b. Physician’s signature [«’ f%‘%fw\,\ )
Date &/a5]te -

Mn!ﬂﬂ

Send completed forms to: State Medical Board of Ohio

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

. MAY 2 7 2016

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




£

~ State Medical Boﬁrd .e*:f Ohio
Report of RU-486 Event

{Requlret! -pursuanttoR.C. 2919. 123)

To'be completed &v-m;{hﬁs{ﬁlﬂ-mﬁw R85

4 O iﬁa&fﬁuﬂsﬁwaspmvided: ANDM P > 20\ kp
' ' Monrth S Dy © ear

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

'?\afmer\ PMM'W\OQ:L S Creskes o,

3. Adéressaf mechcat practice or facility at- w’mch RU-486 was-provided:
25250 Re cese Roprd

Rederd Peighs O u«qmgﬁ

4, Date post RU-48$ ccmplk:atmn began:.

Lohy;h_

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

k. ¥

_\ﬂreombl&efabum'bn T riacﬁanfr;zﬁzﬁss __Pafﬁm-l;o%ﬁtati‘z;d
,_;_.Paﬁer.n:ﬁl-'rééeived alttaﬁSfﬁs:Ebn.-l ___;S‘%fére;blée&hg

M;thet?.;é;fcius-ewént.(épeéify}l 7o

GDuranunafevent _. Hours LA Days

. 17.Remarks:

P@ée.r)-‘c'to-'\ -C9f ety alom—g p-r-ecgrwav’\u,(
-goK\ow'mq w»e,é leadtom }(oo('—hcr\‘

8. 5. Name c?whvswcsan who; provrded RU-486 - M_S__}éﬁzéi;&e&.__

8.'_1:. Physician’ s‘=‘s;‘gnatute M S {’&/wv‘ﬂmum_.

Date GH\‘S" \Km

VR ot

"iS"‘e'nd'ccnjm‘eted; forms.to: : State Fited'ica!..Boarﬂ of Qhio

Legal Department.

- "7'-{'30 E.‘Broad T Fﬁor g MEDIC ALBO AR.D:‘ -
Columbis, OH 43215-6127 o
Sl i 'SEP 19 2016

Prescrined: 5/~2011, Revi 12A13/17




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

{Required pursuant to R.C. 2915.123)

To be completed by the physician who provided RU-486

1. Date RU-486 was provided: giﬂ ny l 2 @/ é
: th Day Year
2. Name of medigal prac ice or facility at which RU-486 was provided:
!j v 6 / Wil WW’VI IO/&/
3, Address of medical practice or faci;téa;?/hich RU-486 was provided:
- ALy, Jl /4223
4, Date post R/ l do !ication began.
5. Event(s) (Please check all that apply): M.EDICAL BY
] 2 Slncompiete abortion ___ Adverse reaction to RU-486 ____ Pm&t%ossp t[alligeé
_ Patient received a transfusion ___ Severe bleeding
___ Other serious event (specify)
6. Duration of event: Hours Days
thme [ el M %
] d__ A_A LY AY ) = ’41144
8. a. Name of phys:c;an who provig "mm :
8. b. Physician’s signature M nj DO
Dam\"?‘ﬁ_rf///
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

L. Date RU-486 was provided: ﬂ/\/h?/ 49 10l o

Month Year

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

Panned, Twnlnad st WWQ

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

2155 £ MacnSt (pgprc 1 75242

4. Date post RU-486 complication began:
|1 16

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

__Aomplete abortion ___Adverse reaction to RU-486 ___ Patient hospitalized
___Patient received a transfusion __ Severe bleeding MEDIC Al BO ARD
JUN 13 2016

___ Other serious event (specify)

6. Duration of event: l | Hours Days

.| 7. Remarks: ,nggmpld-( {\cpulé-lm ot POc duw to
Severe -(-\.bf\\d wleana .

8. a. Name of physician who provided mse e e T C.o‘fhm‘ M iZm\anu 3
8. b. Physician’s signature f-'—"‘>< @LD.O._
\__/ : X /
A _ Date — w/aficp
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: j\k\re... (@) 'Lo\&p

Month - Day . Year

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

Panned Yaumtrad cast SuataQ Ceonktr

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

5995 & WAp 4 Mumbas & 422032

4, Date post RU-486 complication began: (j ‘ \ g ‘ Lb
Ll | ]

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

T
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 Days

. 1 7. Remarks: ‘Fﬁi\ﬂi "‘ﬂgﬁj(‘a_{:\m o,'.v:ﬁha’)

gp DC
8. a. Name of physician who provided RU-486 . LOMENIS
: e g :
8. b. Physician’s signature C_l, ras e \3 MDD/ DO
4 " = o
Date U’! 15 ,[“-
Send completed forms to: State Medical Board of Ohio
Legal Department
R MEDICAL BOARD
30 E. Broad St., 3" Floor
Columbus, OH 43215-6127 - JUN 17 2016

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




State Medical Board of Ohio
Report of RU-486 Event

(Required pursuant to R.C. 2918.123)

. U
by

To be completed by the physician who provided RU-486

TDate RU-486 was provided: 049 / 7 !/{’
Day

Month Year

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

r{-chvv\

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

/200D flﬁ/@r,ﬁ[m( C‘fdM ) ro

4. Date post RU-486 complication began: '
0 7/&5/@
7 7-

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

incomplete abortion ___Adverse reaction to RU-486  __ Patient hospitalized

___ Patient received 2 transfusion ___ Severe bleeding

Other serious event (specify]

6. Duration of event: 2 Hours Days

7. Remarks:

Hordome favﬁlééﬂ{ 57%%

5

8. 2. Name of physician who provided RU—486‘ W '/d:},’é/\,. ,/( .b.
‘ Ao )no
=

8. b. Physician’s signature
o gl

A

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

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

JUL 12 2016

Prescribed: 5/--/2034, 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: ot 2 < i(ﬂ
Mﬂnﬂ\ Day Year

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

onnd  Farzrthosd Southw<ee Ohid Krgon

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

2214 Auburn Ave
Owdhnot. ot~ 438219

4. Date post RU-486 complication began:

_7/5/1¢
5. Event(s) {Please check all that apply):
MEDICAL BOA]

AUG 12 2016

___Incomplete abortion ___Adverse reaction to RU-486 ___ Patient hospitalized

___ Patient received a transfusion ___ Severe bleeding

Jéther se}@'é event (specify) ;ﬂf/ff( % ; C«Omﬁ/'ff-(/ L3 !P'@\ \(’f’—f f?'

RD

6. Duration of event: [ Hours Days

7. Remarks:

8. 3. Name of physician who provided RU-486 g qﬁ Grow e f

. b. Physician’s signature /;’/_ MD /DO
Date ?.72:/:/ 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




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-436

1. Date RU-486 was provided: | M N Uﬁﬁ [ 10\
D3y o

Month / Gk

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

Y¥a0- :

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

s Cpe i St Clumipn B 45U

4. Date post RU-486 complication began:

N4

5 Evekt(s) (P'Iease check all that apply):

o 1
-

& Incomplete 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:  Fz/td Wﬂ]dmém"gw lfed fﬂdf?[ m?[f’

8. a. Name of physician who provided RU-486 {Zom&mﬁ

8. h. Physician’s signature f"%f? - ; _MD /DO
Bt /sl ¢

Send completed forms to: State Medical Board of Ohio
Legal Department
30 E. Broad St., 3" Floor
Columbus, OH 43215-6127 ~ JUL 18 206

MEDICAL BOARD

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: o1 D& 4[@

Month Day Year

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

Prpline

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

e Ehallae. bilat.. Closducd .. 4IRS

4. Date post RU-486 complication began:

o8/l

5. Event(s) (Please check alf thaf apply):

__\Ammp!ete abortion ___ Adverse reaction to RU-486 ___ Patient hospitalized
___Patient received a transfusion ___ Severe bleeding

Other serious event (specify)

6. Duration of event: é, Hours Days

7. Remarks:

8. a. Name of physician who provided RU-486 éé_[ﬁ&z&w/ / :«.’thl, A b :

8. b. Physician's signature Mﬂ,/] P O v m DO
7 14 g "7 j ey
Date (;} L r/ C’
Send completed forms to: State Medical Board of Ohio

Legal Department
30 E. Broad St., 3 Floor

Columbus, OH 43215-6127
MEDICAL BOARD

Prescribed: 5/--/20%1, Rev. 12/13/12 SEP 6 Zmﬁ




19.123)

{Required pursuantto RiC. 29]

To'bé completed by the:physician whoprg

.,

wWas provided:

725350 Rec Rord
Bedferd peignts oW

- ! 2o\
; Month 5. Year
2 -Na_'me of medical practice crfacﬂity at which RU-486 was prowde ,
% -\fé\r.w e(\ ?MM%OQ& of Ciexkel OV\'\e.o .
3 Adﬂresf of me: :lu;a& prachce o facility at: whlr:h RU-486:Was: pnr:mr ded: :

=

s ‘-\c-\\w

i

4, D‘ati&jp bst RU-486 complication began: I
s %’\\\\‘\\g L
15, Event{s){Plea uheﬁk.ali-_ﬂwat,applvﬁ_: Ay
___v_/lnmmpteteraha fon ___Adverse reaction to-RU-486 L patient hospitalized
(‘jﬁ, _ . _patientreceived a transfusion . __ Severe bleeding
_;,Ot't{er.. é‘{iﬂb’i}s ey ént:(ﬁpeﬁiiﬂ_ ; :
& "'.6"}'Di~1'ﬁaftt nof e\fent . Hours A0 Days ‘

7. Remarks:

Ko -(o( non- uiable | ees
-&-\on 'L‘:Jbr’“ﬁ?

F\s
Fo\\owcn% nedt

tation

: '8 B Nan‘ie ofgh\

R le 8 Phys{lcian sqignature '

ysician. who prov:ded RU-486 - L AN O

A

w

e

<

: Date slishie
Send comipleted forms to: State Medical Board of Ohio ||
' 71 -7 Legal Depertment
. . g F MEDI
- “30€.,Broad St., 3 Floor - | CAL BOARD -
s | -"cU%umbus, OFf 43215- 5127 SEp 19 23,5
| prescribed: 5/L73011, Rey. 1243717 | 1
' | ‘ {!
Rt




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: D 7 20D /A
Month i Day Y:;r

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

L febore.

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

lpose Gaker OBlud Cjc#:(aw( 44 12o

4. Date post RU-486 complication began:

os/i3/ 1
5. Event(s) {Please cl{eckéll that apply):

Acomplete 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:

8. a. Name of physician who provided (6; /%Mﬂ /GZ/ﬂ'f M -D-
8. b. Physician's signature U/\ m DO

‘ 3
e U0\

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

Columbus, OH 43215-6127
MEDICAL BOARD

Prescribed: 5/--/2041, Rev. 12/13/12 SEP 8 ;
2016



 [Required-pursoant to.R.C. 2918.

Toba completed by the:physiclan whopr

1. Date -IJU#B'Gwas-;provided: . g = 29\ |-
: Month i _Eav X ' Year
2. Na‘me of medical pratfice- br facﬂitv at which RU-486 was provided:
' .'?\'é.(w e/& Pgm-khmck of Cepkell Snio.

13, Address of me

25250 Weckside Rord

iICa} practice or facility at- whic‘h RU-486 was provided:

.'Beéﬁsra Heighis oW =_a;\q.\q4

=

|4. Date ppst RU-486 complication began: s
Sl R S g oy
5, Event{s)(Please check.all that apply): gl
G g A 8 8y M : R i L S
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State Medical Board of Ohio
Report of RU-486 Event

{Required pursuant to R.C. 2913.123)

To be completed by the physician who provided RU-485

1. Date RU-486 was provided: ? } l ,(p
Month Day Year

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