| _
O
A | . KRIZONA STATE DEPARTMENT OF HEALTH ra
[ : This return shiould pe! il be made DIVISION OF VITAL STATiSSI
7 the perscn who Tagje 1h ; oig’tnxi'al . SUPPLEMENTA W‘m COUBTY REQ‘IStI‘ars NO e
Place of Birth. . (K . ¢€ounty ....... St

Registralion Distrlci) L :
-  Number 1 HEREBY CERTIFY that the chlld descnbed herein
Triplet ‘ and ; in order

SML“D'

' ’ : or_other? of bink has been; __namEd :

o tém-ﬂ M 761925 mﬁm s I

P ATE OF - (Month) {Day) (Year) ' (Give name in . -

N ot ey, | il D
uLLe 'ﬂm o L

ﬂ_ﬂ:ﬂﬂ‘_k— A : {Signatire of Physician or Midwile)

*These Itsﬁ;s‘ to be enlered by the iccal registrar before giving out this form.

e

'USE PERMANENT INK

Blank supplemental reports of birth may i:e obtained from the Io@:at registrar.

B ® 1M 145




