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1. PLACE OFM/ STANDARD CERTIFICATE OF BIRTH .
County. State % !

0

Distriet or TowpEphip. oy nm . or Village.

City

Ward
hospital or institution, give ils NAME nstead of street and number)

No.
(I bjrth oecurred i
le;ezq,l aﬂ\, M— {If child is not yet named, make
2. Full name of child supplemenial report, as din ected.

in cvent of plural {bi th
births. Month Day Year

B. FATHER KMOTHER

nome Qs (Po O ol e s &MW
9. Residence /v_w_/ﬁ_g_, 15. Residence % ¢ g
{Usual piace of abede) . {(Usual place of abode) ~

If non-resident, give place and state. Cr St - 1f non-resident, give place and state. X_AAS ~

16, Color or race

11. Age at Iast birthday__" ... (Years) M"‘ﬁ»«ﬁ:\. 17. Age at laat birthday._.._...,.é.(-l'cars)
>

3. Sex of Child | 'To bhe answered ONLY } 4. ‘Twin, triplet or other. . ‘ 6. Legltimato? l . 71_/0—)] ;_é /?} q

5. No., inovder of birth ...

18. Birthplace (cily or place)

% '- (State or country)

13. Occupation %_./«M)\—— 1. Occupation

Kature of Indusiry

12. Birthiplace {city or placc U

(State or country)

MNature of industry

20. Number of children of this mother_. a2 } (a) Born alive and now Hving ";;

..+ thalmia ueonatorum
: LAt (

‘ 21, Werd precautions mken against oph«

(b) Born alive but now dead. e O
(c¢) Stillborn.

CERTIFICATE OF ATTENDING PHYSICIAN OR hlE)VIFE‘//)\S

1 hereby cerdify that 1 attended the birth of this child, who wes,
% Bhvgr uhllborz)

* When there was noattending ph; sicinn .

or midwife, then the father, houscl‘; Signature 4 !
cte., should make this return. A slillborn
ohild is one that nelther breathes nor
shows other evidence of life after birth.

(Taken ns of time of birth of child herein
certified and including this child.)

the d_i\.t'c ﬁbova stated.

or Midwife).
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