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(This return should preferably be made ‘DIVISION OF VITAL STATISTICS : S Eo
by the person who made the otiginal)  SUPPLEMENTARY RF:PORT_'OF- BIRTH County Reglstrar 8 NO. IO e
~ Place of Birth__» L inai.2County.. A
(Rezlstmtlon District) -
' "SBX OF CHILD" |Twin . —{ Number l HEREBY CERTIFY that the child described .
L 3,':'3’{{32,1' } i { I e " herein has been named
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£ (Month} (Day) - (Year) (Give name in full)

w DATE OF B‘?"—TH’.%."&’/ Rl LT o (Surfarfe) -

FULL ..-FATHER _ B
C i NAME . - {Parent’s Signatare) .
b TFoLEe ¢ —7 . ("‘ / 4'5'1 ne "7)
. MAIDEN [ ' Y. .
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{@higtaf of Fhysfelan or Midwife) o’

*These items to bére’?(fered by the locat registrar before giving out this form.

< e e il

Biank ﬁunp]ament\l{ reports of birth may be obtalned frnm the local registrar.
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