STATE OF SOUTH CAROLINA DELAYED

DEPARTMENT OF HEALTH AND ENVIRONMENTAL CONTROL 15516 005341
CERTIFICATE OF LIVE BIRTH BIRTH NUMBER
1. CHILD'S NAME (First, Middie, Last, Suffix) 2. TIME OF BIRTH 3. SEX 4. DATE OF BIRTH (MofDay/Yr)
CHILD i  guinyard ‘ com | Female  |June 03,1916
5 FACILTTY NAME (If not instition, give street and rumber) B. CITY, TOWN, OR LOCATION OF BIRTH 7. COUNTY OF BIRIH
Calhoun . Cameron Calhoun
a MOTHER'S CURRENT LEGAL NAME (Fast, Middie, Last, Suffix) 8. MOTHER'S DATE OF BIRTH (MofDay/Yr)
MOTHER anna guinyard b +
B0 MOTHER'S NAME PRIOR TO FIRST MARRIAGE (Fwst, Middle, Last, Suffix) B BIRTHPLACE (State, Tertory, or Foreign Gountry)
anna butler ’ South Carolina
{82 RESIDENCE OF MOTHER- STATE 96, COUNTY 9. CHY, TOWN, OR LOCATION
Sd. STREET AND NUMBER . Ge. APT. NO. of ZIP CODE 99, INSIDE CITY LOWTS?
: ‘ QYes Ono
103 FATHER'S CURRENT LEGAL NAME (Fwst, Middie, Last, Suffix) 100, DATE OF BIRTH (Mo, Day, Y1) |10c. BIRTHPLACE (State, Teritory, or Foreign Country)
FATHER  |4avid guinyard South Carolina
11, CERTIFIER'S NAME 12 DATE CERTIFIED - 13. DATE FILED BY REGISTRAR
M Anita Parrish 09 [/ 15 | 2008 06 [ 20 | 2007
CERTIFIER | me ([uo TIGo  LJHOSPIAL ADMIN CTcRaci LI GTHER MOWFE m— i / oo [ Y
B3 OTHER (Sp Registrar &
INFORMATION FOR ADMINISTRATIVE USE
14 MOTHER'S MAILING ADDRESS  LJ Same as residence, or: State: City, Town, or Location:
MOTHER Street & Number: Apartment No.: Zip Code: N
15. MOTHER MARRIED? (At bwth, concephion, of any tme betwaen) 16. SOCIAL SECURITY NUMBER 17, FACILITY . (NP))
& Yes [ No . REQUESTED FOR CHitD? .
IF NO, HAS PATERNITY ACKNOWLEDGMENT BEEN SIGNED IN THE HOSPITAL? ] Yes O .
Oves [ONo
18. MOTHER'S SOCIAL SECURITY NUMBER 19. FATHER'S SOCIAL SECURITY NUMBER
INFORMATION FOR MEDICAL AND HEALTH PURPOSES ONLY ~
20. MOTHER'S EDUCATION (Check 21. MOTHER OF HISPANIC ORIGIN? (Check the 22. MOTHER'S RACE (Check one or more races to indicate what the
MOTHER | the box that best describes the highest | box that best describes whether the mother is mother considers hersslf to be)
dagree or fevel of school complete at SpanistyHispanic/fLatina. Check the "No™ box i
the time of defivery) mother is not SpanistVHispanic/Latina) O white '
Black or African American
11 8th grade or tess Mo, nat s 0 American Indian or Alaska Native
{3 9th-12th grade, no diploma 0 Yes, " ' \, Chicana (Name of the envolied or principal tribe)
MOTHER'S MEDICAL | [J High school graduate or GED. - [ Yes, Puerto Rican 0 Asian indian
RECORD NO. compieted [ Yes, Cuban [ Chinese
; [ Yes, other SpanishiHispanic/Latina 1 Fifpino
[0 Some college credit, but no degree - (Specily) E'
[) Associste degree (e.g., AA, AS) Dvimu
[ Bachelor's degree (e.g., BA, AB, {0 Other Asian (Specify)
BS) ] Native Hawaiiany
[ Master's degres (e.g., MA, MS, B &mmSamom or Chamorro .
MEng, MEd, MSW, MBA) '} B Other Paciic Isiander (Speciy)
[]Doctovate(eg,,PhD EdD) or [ Other -
Professional degree (e.g., MD, {Specify)
'DDS, DVM, LLB, JD) .
23. FATHER'S EDUCATION (Check 24. FATHER OF HISPANIC ORIGIN? (Chack the 25. FATHER'S RACE (Check one more races to indicate what the father
FATHER the bax that best describes the highest | box that best describes whether the father is considers himseif to be)
degree or level of school complete at . Spanish/Hispanic/Latino. Check the "No” box 3
the time of defivery) P father is not Spanish/Hispanic/Latina) gwme o At
) Black or African encan
SN ey e
- [ sth-12th grade, no diploma 3 No, not Spanish/HispaniciLatino ) (Name of the enrolied or principal tribe)
\\;‘\ 1 ¥igh schoot graduste or GED B:’,Z me ] Asian indian
completed ! {1 Chinese
\ [ Yes, Cuban {1 Fitipi
[ Some coliege credit, but no degree Dva,msmmwm Dim
@ {1 Associate degree (6.g., AA, AS) (Specify) E]lKorem
Vietamese
DWsdegme(e,g.,BA.AB, do Asian (Speciy)
[J Native Hawaiian
[J Master's degree (e.g., MA, MS, [ Guamanian or Chamoro B
MEng, MEd, MSW, MBA) 1 samoan .
[Jnoetorate(eg PhD, EdD) or Emml’auﬁclsmdu(smm _
Professional degree (e.g., MD, ;
DDS. DVM, LEB, JD) , (Specify)
26. PLACE WHERE BIRTH OCCURRED (Check one) 27. ATTENDANT'S NAME, TITLE, AND NPt 28. MOTHER TRANSFERRED FOR MATERNAL
; Fl
STRTE [ Hospital - NAME gsmua. Yg?R ETAL INDICATIONS FOR )
OFFACE O Freestanding birthing center NP
USEONLY| | [ yiome birth: Planned to defiver at home? x Oves LIt
OYes [ONo
- TME [ M m IF YES, ENTER NAME OF FACILITY MOTHER
[J ClinicfDoctor's office T pDwvp Qoo [O cnweMm [ OTHER MDWIFE SFERRED FROM: :
8 Other (Specify}
DHEC 609 County - ) OTHER (Specify)
Rev.7/2003




