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State Medical Board of Ohio
Report of RU-486 Event

{Required pursuant to R.C. 2919.123)
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Report of RU-486 Event
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Report of RU-486 Event

{Required pursuant to R.C, 2819.123)

To be completed by the physician whao provided RU-a86 () T
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3. Address of medical practice or facility at which RU-486 was provided:
1401 E Stroop Rd

Dayton, Ohio 45429
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State Medical Board of Ohio
Report of RU-486 Event
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To be completed by the physician who provided RU-488
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