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MICHIGAN DEPARTMENT OF
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County of : : Division of Vital Statistics.
Township of...,,y 4 Pt kot RECORD OF BIRTH J"
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Vﬂlagemof -------------------------------------- (N ST T R el S P T . o s Ward)
City of (If birth occurs in a hospital or other institution, give name of same
lty o SH (S S~ | AR xR P SNV ) AN > instead of street and number.)
%/ § If child is not yet named, make
O 0 e et S S N s | supplemental report, as directed.
Twi ber " Date of
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. triplet, and )l in order metan Birth o 4 19 ’2)
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~ Full MOTHER
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ALe /)1(4.{ /(/ W Name 0.
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(P, O. Address) (P. O. Address)
“Color = Age at Last ~ | Color Age at Last
or Race W l Birthday ... l? ... | or Race 7%_ I Birthday.......... ﬂzg ..............
[ (Years) | (Years)
Birthplace %sz‘ I Birthplace M
Occupation M Occupation
(And Industry) /Z (And Industry)

Number of child cf this mother............ ,Z ............

AJ

Number of children, of this mother, now living........ cg\ ..............

CERTIFICATE

I hereby certify that I attended the birth of this child, who was

on the date above stated.
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