£

%

*{This returs: should preferably be made
by. the person who made the ori,zinﬂ!)/’éupgg-_{;ysnmav REPORT OF BIRTH

2. f:lgx.'..-i:ounty..é.‘l £ [ (S e St.

ARIZONA STATE DEPARTMENT OF HEALTH

DIVISION OF VITAL STATISTICS

1 FIEREBY CERTIFY that the child described

rerein has been named
_Pa “Fde. »

Place of Birth.[*11.dwm }\ #
{Registration’District)
SEX OF CHILD* | Twin Number
M Triplet H } and { in order
or other? 4] of birth
-~
DATE OF BIRTH' Jan. H/Y 430
o {Month) {Day) {Year)
Ty SR A
Forentino £, rete z

FULL"
MAIDEN .
~ NAME P

*These items to be

MOTHER

¥

7B f‘(Surnnme)
bt A1 '»ff.[fﬂ,é

1} T
(Parent’s Signature) /f’ -

! i 2 q\ P Cres.
{Give name iniy K

7

entered bf the local regisirar before giving out this form.

(Sigrstuce of Physician or Midwife)

Blank supplemental reports of birth may be obtained from t'hp, local reg-!§trar.

10M 11-41 AP,

1

-._,.,—'? } -

¢
o ——_]

i
. i
et T
T



