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PLACE OF BIRTH  

County of ,

MICHIGAN DEPARTMENT OF 
HEALTH

Division of Vital Statistics.

RECORD OF BERTH
......

Township (
or Registered No..

....................'■'■■...............................  (No............................................................................................... St., ........................................ Ward)
(If birth occurs in a ho.spital or other institution, give name of same 

instead of street and number.)
FULL NAME.......
OF CHILD

Sex of

Full 
Name

Twin, 
triplet, 
or other?

) ( Num
\ and { in on 
J i of hi

J If child is not yet named, make 
I supplemental report, as directed.

Number 
order 
birth

Legiti- . 
mate? v^‘\ ^

Date of 
Birth......../Z ...

FATHER
A

)l0 7
Residence 1 : y  / J
(P. O. Address)
Color
or Race )y>  / '
____________ 'j.C.

Age at Last • V
Birthday ....... ).................

(Years)

Birthplace

Occupation ^
(And Industry)______ /  ’

Full 
Maiden 
Name

(Month)
.,Z.... , 19,:Z,

(Day) (Year)

Residence
(P. O. Addre.ss)

MOTHER

Z -

Color 
or Race

Age at Last 
Birthday.......

(Years)
Birthplace

' } i

Occupation 
(And Industry)

Number of child of this mother.................*yr.............. Number of children, of this mother, now living........

CERTIFICATE OF ATTENDING PHYSICIAN OR lAIDW IFE.*
1 hereby certify that I attended the birth of this child, who was............................................................................at .̂ J.

on the date above stated.

K ,.M.

Have eyes of child been treated with ]

a prophylaxis solution?...............................J
Given or Christian name added from a 

supplemental report............................19.........

(Signature)........ ........................

D ated ..../.i..y .y ( 19 -2.

(Rom alivo or etillborn.)
■ ^

Address......

riled....y^^.//..;..... 19 .X ^ '
" M

ttending physician, midwife, father, etc.*)

K eg ls t ra r ,

/ f


