WRITH PLAINLY, WITH UNFADING INK—THIS I8 A l‘lCll.‘ﬂA.‘\iE.’\l’i’lllECOIll).

N. Bt citsc of 'TWINS OR TRIPLIITS uxe a SEPARATE BLANK for cach child, and siark the

Form No 1

(1) PLACE OF BIRTH

CERTIFICATE u¥ BIRTH
County Of +nrenns ' FTATE OF SOUTE CAROLINA, Fils No 'ﬁmm mﬁmm
! L Barean o 'Vitnl Stativtios 541&6 B
| TownshiP Of .ocvieesveveccesacnsns 5 "W”n"azh/’/ .
# or C
| Tne. Town Of .................... Begistestion Disfriot Ho-......fug..mmm Wo. oA
{Fo: uiE\. Loesl Reistrar) *
City of ;x,. Wam’.(

(If birth oceurs in w hospj or uthsr ‘inetitutle ive mame of same instead of ltreai‘: .amd number.) ’
@w/ s If child is not m named, make
T o supplement&l gpori 28 direeted

e

) Full Name of Chil

@ Twin (/|19 momver in &
@ glogl‘m or Triplkt? ordex of?:drth ® '.P:erents € v Vigh é
e v vl i talof Tvim wr Tpes™ | Married? TR Bl
FATHER. = R

)

“i8) FU[/
NAME

9) PRBSE‘NT

() FAME é:ronn
MARRIAGE
. (15) PRESENT
é POSTOFFICE
__OF MOTHER
D AG ST /.t | G® cotow
BIRTHDAY _‘QL_J—— OR /
o~ (Years), RA.C'_ 7
\12) BIRTHPLACE % & (8) BIRTEFLACE
: e . "

E AT LA

THIS OTHIONR, Ne. 2, ete., In guestion 5,

: (z5) OCCUPATION .
N ]
g —— g

. P,M/gv v

s '(zo) ﬁn'n er of children bora to (a31) Number of children of this mother
z mother, inclading present birth . now living, including present birth .
z CERTIFIOATE OF ATTENDING PHYSICIAN W p
2 '(22) I hercby certify that I attended the birth of this child, whg was . FFCEf S, &b oooropnes .J..
O on the date above siated, 8l illborn) ~ (Hour
&
2 i (28) (ngnaml\e) & e /;
=ou " (24) Btate wkether wﬂg
2]

: . - Z

[ Ed =i
Euleen iname sdded from & Sepnlemen- o

E; report (26) Witnexn ......

-4 (Bignature of Witness “Necessary oniy

A . 181 when question 28 is sizned by mark) r

Eu .......... s veeeces @n mw?/m .. (28) ég:@z [ AN

Regutra.r

B .
Z|*When th tiendin hysician or midwife, then the father, householder, etc, should make this relurn. Iz
Ol 2 chila breatnes sven once, B e b reported =8 stillborn, No report ix desired of stillbirihs hefore the -
= fifth month of pregnancy. .




