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1. PLACE OF BIRTH ] STANDARD CERTIFICATE OF BIRFH _ Bestatered N”‘j;j:
County. é?uéa) Stnfe @M T e s ST o
Distriet or Towmhi_ﬁ/-ﬂ’ﬂe- or Village. U

No. St., Ward
(H birth gceurred in g hospital or institution, give its NAME irstead of sireet and number)

City. ﬁ -
/ - { 1f child is not yet pamed, make
2. Full nasfie of child__ supplernenial report, s directed.

8. Sexof Chtld | 14 be answered ONLY } 4. Twin, triplet or other. l 6. Legitimate?

in event of plural
J F Month Day ear

births,
8 FATHER 11, " MOTHER

Full name % r>260a/v£94, Pull maiden mma% m{_&
P e N .
9. Resldence 15. Resldence ﬁ?ﬁdg’/"
(Usual place of abode)/lgo'&) - (Usual place o ey ./ @"7 -

If non-restdent, give pl_a‘?:e aud state. If non-residént, give place and state.

5. No., inorderof birth_______,

10. Color or race 16. Color or race

%&&/ 11. Age at last birthday__ 3. £ _ (Years) ;; -/49?——&'

12. Birthplace {city or place) /-\ fez - 18. Birthplace (city or place) At
l -

17. Age at last birthday. 57 __(Years)

(State or country) (State or country)

13, Occupation %_4) . 19. Occupation 9 ,%4 ) :
Nature of industry = .

Nature of indus

mis neonatorum?
(Taken 83 of timo of birth of child herein (b) Born alive but now dead ... A )
Iy,

certified and including this child.) {c) Stillborn

GERTIFICATE OF ATTENDIN
I hereby certify that I attended the birth of this child, wheo

20. Number of children of this mother___, 2., } (=) Born alive and now Mving.___. o2 -

Lo

PHYSICIAN OR MIDWIFE*

* Wien there was noattending physician
or midwife, then the father, householder, Signature_
etc., should make this return. A sdliborn
child is one that nelther breathes nor
shows other cvidence of life after birth,

. 7 (Physician or Midwifs).
Given name added from /0/ .
a supplemental report Address O j —£

Month, day, year b
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alive or atillborn.)
2D e

Registrar

21, Were precautions taken against oph-

Frode £Z=m, On the date above stated,
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