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CERTIFICATE OF BIRTH

STATE OF SOUTH CAROLINA,

State Buard of Health

(No.
(1t birth oeceurs in a hospital or other institution glve name of same i
1(2) Full Name of Child. .. m .

Vital Statisties

File No.—For State R Only .
-53"083 e

If child {8 not yet named, make -
supplemental report as dirscted |

[69] lhd)er in
arder of birth

of ) wing o Triplels

&) Twin
or Triplet? e

Ta be answered waly in ovent

BQY OR

GIRL?h

{3)

(6) Are
Parents
Married? y

(7) DATE OF

2]

FATHER.

*# FULL (1) NAME BEFORE
il /CLJ. Y e K ‘ "4
2, PRESENT (15) PRESENT
T TOFT POSTOFFICE
PATTR. W / (¢ /;{/ OF MOTHER 2
T (1) COLOR (m) $ER AT LAST Zé
\ R ggw‘ QEAI?AS—ﬁZ—— OR IRTHDAY
3 . Years) {Years)
IRTHPLACE i
’ .
_ L, Q [ 7 [ PID, e
(i GCCUPATION | (1) OCTUPATION ,

R _?M £

v Mumber of chxldrcn‘horn to

s

Number of children of tMis mother {
now living, including present hirth 1

!‘ 7
T uhq, Lludmg present birth [ £

CERTIFIOANTE OF ATTIO) ‘I)IV

22y § hereby certify that 1 attended the birth of this child,

on the date above stated,

(23) (Signature)
(24) State wheth

added from 2 xupplemen-
ial report

G PHYSICIAN OR \m)wmrt %
.. .,

(Hour A, p¥a or P. M.)

(Signature of Witness necessary only
when question 23 is signed by

......................... eve.y 181, m?”‘)
.................................... 27) Flled 7/]1’1‘ (28). M'&Y
Registrar Loéal Registrar
T - v+ no atfending physiclan or midwife, then the father, householder, etc, should make this return. If
[T R . s oancs At inust not be rennrted as gtiliborn. No report is desired of sxtillbirths before the

fifsh  mapth

af pregnancy,

before the fifth month of pregnancy.
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