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Division of Vital Statistics.
RECORD OF BIRTH

Village of. ĵjq
Registered No...
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City of 
FULL NAME 
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...........................................................................St., .................................Ward)
(If birth occurs in a hospital or other institution, give name of same 
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1 If child is not yet named, make 
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Sex of ^  
child
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or other? j ( of birth '
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CERTIFICATE OF ATTENDING PHYSICIAN OR MIDWIFE.
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