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

{Required pursuant to R.C. 2919.123)

To be completed by the physldan who provided RU-486
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Send completed formsto: State Medical Board of Ohio .
Legal Department MEICM} OARD
30 E. Broad St., 3" Floor - NOV 1@ 2016

Columbus, OH 43215-6127

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