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STATE OF RUCHIGAN
Department of Health— Division o f Vital Statistics

RECORD OF BIRTH
Register N o . -------

-St.,

L

Sex of 
child

(If birth occurs in a bospitai or other institution, give name of same 
instead of street and number.)

Ward)

( Number 
( in order 
I o f birth

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

Legiti­
m ate?

Date of 
Birth.....

(Month)
/. J ....... iy>7-

(Day) (Year)
Full F A 'ft iE B

A  c J L ,  r — ( .

Full U MOTHER

N ^ l “  j j  f . .  (LcyLiju>^
Residence , A Residence , . 

1-  (P . 0 . Address) U

OP Race l / f  Rirthrinv ^
(Years)

Coior '■V A Age at Last ^
OP Race  ̂ Birthday ^

F f  (i'earK)
Birthplace ' ) J /  j  s f ^  f  j  

l/w erw~tA-<-4'yv̂ \ J
Occupation . ^ ^ Occupation * # ^  a 

(And Industry) J j n______________ _____
Number o f cliild% f this mother- Number of children, of this mother, now living-

CERTIFICATE OF ATTENDING PHYSICIAN OR MIDWIFE*
I  hereby certify that I  attended the birth o f this child, who was ________ vX ..-9 -^ l^ . JI.,
I 4-iwa o lin x rA  c f o f a i l  O t n r n  n l iv o  n r  S tillh ^ * ’ ^^ '

A
on the date above stated. (Born alive or stillborn)

Have eyes of child been treated w ith ' 
one per cent solution o f silver nitrate 
as required by law?-------- 14.,-e«ifai

I silvr (Signature)

Given or Christian name added from a 

supplemental report----------------------, 192—

Address 

FUed—
Was there any serious malformation or defect?—


