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-486 was provided: O q Ol 201 le
Month Day Year
2. Name of medical practice or facility at which RU-486 was provided:

The Founders Womens Health @il

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

1142 € Bkoad 5T (ol ©n 43205
4. Date post RU-486 complication began: '

4-15-1(,

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

X Incomplete abortion ____Adverse reaction to RU-486  ____ Patient hospitalized
____ Patient received a transfusion  ___ Severe bleeding
___ Other serious event (specify)

6. Duration of event: £ Hours Z Days

7. Remarks:

Pr egunonty St iﬁ‘tﬁld‘

2 Y . P
8. a. Name of physician who provided RU-486 Yar Seinoe ffe, MO

8. b. Physician’s signature KML KCQ-MM -9 ID o_

Date \b- %

Sexd completed farmsito: State Medical Board of Ohio

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

Columbus, OH 43215-6127
MEDICAL BOARD

NOV 0 3 2017

R What didn't they tell you?
‘ ThisClinicHurtsWomen.com




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-486 was provided: 03 Oq a-o l b
Month

Day Year

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

The Founder's Women's Health Center
1243 East Broad Street
Columbus, Ohio 43205

{R14) 251-1800

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

4, Date post RU-486 complication began:

08 ~Ue o

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

i_ Incomplete abortion ___ Adverse reaction to RU-486 ____Patient hospitalized
____ Patient received a transfusion ~ ___ Severe bleeding

___ Dther serious event {specify)

6. Duration of event: ‘-l Hours Q Days

7. Remarks:

Di-C proceavfe , POC Sent Yo “htho loo‘;;s\'-
Masgresis . neceotic slirdacidaa Congdante nonoiable Proprancy
8. a. Name of physician who provided RU-486 %ﬂ SCkﬂe—"ﬁGC ( Ho

8. b. Physician’s signature L(Q-L.Q J CIQ\U{#’-—\ @D.D__
Date Q‘ZI\?

Send completed forms to: State Medical Board of Ohio

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

Columbus, OH 43215-6127 b
MEDIC 2! 2N ARD

NCY § 3 2017

What didn't they tell you?
ThisClinicHurtsWomen.com




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-486 was provided: 08 18 20l
Manth Day Year
2. Name of medical practice or facility at which RU-486 was provided:
e Fowoees Womens Heatth Centor—

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

(D € BROODST (COL DH 43209
4. Date post RU-486 complication began:

q-0l-itp

5. Eveni(s) (Please ch_eck ail that apply):
___Incomplete abaortion ____Adverse reaction to RU-486  ____ Patient hospitalized
____ Patient received a transfusion ~ ____ Severe bleeding
___ Other serious event {specify) M\E’ N UTaa‘us
6. Duration of event: <l <! Hours & Days
7. Remarks: Ddarine. (pokents  saciened DHC

St fatholay \ab D%ms5o MNeerenic i -HUW‘*“C- Decidve

tonsiS Tant = nonuiable png,rﬂnz/
8. a. Name of physician who provided RU-486 quﬂ ! dﬂi&( mp
8. b. Plffysician’s signature K g‘ C—(-k .D/DO___
Date 10-8\-\

Send completed forms to: State Medical Board of Ohio

Legal Department

30 E. Broad St., 3™ Floor

Columbus, OH 43215-6127

MEDIC A BOARD

NOV 0 3 2017

What didn't they tell you?
ThisClinicHurtsWomen.com




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-486 was provided: 1 \C 201

Manth Day Year

2. Name of medical practice or facility at which RU-486 was b{ovided:

“he Founder's Womens Healthh lopten,

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

143 £ BRoad sk Celoh 43205

4. Date post RU-486 complication began: )
F V192010

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

_" Incomplete abortion ___Adverse reaction to RU-486  ___ Patient hospitalized
___ Patient received a transfusion  ___ Severe bleeding
___ Dther serious event (specify) RQ’(Q'L%QA PG C D+C,

6. Durationof event: <! Hours 2~ Days

7. Remarks:

8. a. Name of physician who provided RU-486 Karl Schaebler mD

Date_ 10-30" 117

8. b. Physician’s signature K&J-L J- L’&’uﬁ“" wD @/D-O_

Send completed forms to: State Medical Board of Ohio

Legal Department
30 E. Broad St., 3" Floor MEDICAL BOARD
Columbus, OH 43215-6127 NOV 0 8 2017

What didn't they tell you?
ThisClinicHurtsWomen.com



