g g, S A b 88 B

R A naron] [ e—Tor S Ragairer Goy]
Buresu of Vital Statistica - 40937
State Beard of Health

iIuc. 3;?““ of.. .ﬁ.}(. e (Foruleort
Clty l)f sessenrscereberoninsssns (N°o ......-..............-.....stq '..-.‘.-'-“"“'N,'—

! % (If birth occurs in a hospital or other Institution, give name of saie instead of street and numbar,)

(2) Full Name of Child_____.____ e ——— 1;{,;};_*;3,;;;;*&3“,5;, 4 make-

(1) DATE OF
. 8 Twin (5) Newmber i
@ 5%??4 { { or Triglet? l arder of bisth Parvats S Tl Pty S
To be aniwersd ealy in event of Twins or Trilets (Namsof Moath) (Day) (Yeae)

FATHER, MOTHER.
® ke MJ N/w,c/a R osr, Probes

%) PRESENT W PRESENT OVLB__“ <
POSTOFFICE FOSTOFFICE
v OF MOTHER

OF FATHER
(o) coLoR ’ co . (D AGEATLAST
RACE

(12) BIATHPLACE
{)D’(L*‘M-QMA/( (10

(13) OCCUPATION

(200 Mamber of chiidren bem %o (21) Number of children of this mether {
tanther, inchuling present birth ow living, lnslading present birth

CERTIFICATE OF AITENDIN G PHXSICIAN O WIFE®

(22) Ihembycertifythauuwndedmeblrthorthhchnd,whowu..... ............ut.,..')’...
oii the date above stated. (Bomtﬂm tillborn) , (Hour AL M. of P.

(28) (Signature)
(24) State whether Physician or Midwvife I(‘-‘S) Add

'Gilven name added from - unlc-el- T
tal repert

- 28) WIBOBS c.ooiciorsvisarsancos
‘ (Slxnuturo ‘of "Witness necessary only
; when question 23 lu signed by m:rk)

BsesessssaesetEtiacnutesssRRRIEOeRRS

O R T N s Y SRR e S R R R s R 1d

%x‘ma.---.-t-u&d-.o..ya;ondu--‘una 1’ -soo : ‘m m 4 MQ...”‘LL (’8’ % Loca'l“"e-"l:tm

#When there was nt sttending ph llcun or mldwﬂc n the father, houssholder, eic., should make this retura.
e a onila Dreathos even once. it mMust ROt be reported ss stillborn. No report i deaird of stillbirths :
tefors the Afth month ot pregnancy.

o

When thare was 1o tandlng phyalolan OF mMIAWLE " T TR T :
4 chnd‘ braathen avs )1 it must nat be: u:)orted u nunborm No report
ekt TONTHOR SYAR QISR X Thefore the AftN month of pregashor.

Registration District No..lfal o...../. ...:..

RN R

&




