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PLACB OF B m iH  >
County of— ______ ’

Township of-------------- ------- _̂_ -_i

STATE OP MICHIGAN 
^artm ent of Health—Division of Vital Statistics

Viilage o f-
or

City of--------
FULL NAME 
OF CHILD-

R E C O R D  O F  B IR T H

Register No.
-St.. -----(No. ----- ...............- --- ---------------------------------St.. ------- ------ -  Wa

(If  b ir th  occurs in  a  h o sp ita l o r o th e r  in s titu tio n , give nam e of sam e 
in stead  of s tre e t an d  num ber.)

i .

Sex of
Vwtn, 
Mpiet, 
tjM other?

C 1 "TNumber
i  In o rd er 7 

r ? ^ 7 V J________ I of b ir th  f

f I f  ch ild  is  not ye t nam ed, m ake 
1 supplem enta l repo rt, a s d irected.

F u ll
N am e

ice I I

L eg iti­
m ate?

F o U
M aiden
Nam e

Date of • Z 
Birth-----

(M onth)

Begidence 
(P . 0 . A ddress)

U JLA^rv\.e^^XfxXJLi^.
Color 
o r  fiace V h L x z t

_Age a t  L ast 
B ir th d a y  __

(Y ears)
A pd B irth p lace  a

O ccupation
(And In d u s try ) /

U MOTHER,

R esidence . J

....... 193̂
(D a y )  ( ^ a r )

Color 
o r  R ace

B irthp lace

-A ge a t  L ast 
B ir th d a y  __

O ccupation
(And InduifV y)

__________ _

la y

(Y ears)

Number of child of this mother- Number of children, of this mother, now iiving-
CERTIFICATE OF ATTENDING PHYSICIAN OR»R RHDWIFE*

I hereby certify that I  attended the birth of this child, who was 
on the date above stated. (B orn alive o r stillb o rn )

at-

Have eyes of child been treated with 
one per cent solution pl( silver nitrate 
as required by law?—  ‘

Given or Christian 

supplemental report—

(Signature) -
D a te d -y ./-^ -— , 19i^f-

'  (Attending Fditliclan,

e added from a Address
--------- , 192—  VM eA-l!-/-7------- , 19 3 -V

j D . i ’ -

I d i i lfc ," t a th e r , cM.*)

Was there any serious malformation or defect?-
I K rg is t r a r r


