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FULL NAME 
OF CHILD

2> CERTIFICATE OF BIRTH
M ICH IGAN  DEPARTM EN T OF HEALTH 

Bureau o f  R ecords and Statistics

State File No.

- 7 "

Local File No.........^ . . .

Sex...(M . . . .
Tw in or # I f  so, born  L

! /
1 N o. n w s. o f  ^ Is m oth er , v Date o f

Triplet.... 1st, 2d, ....| pregnancy........*7.... m arried ^Birth..... ..... .................................. . 19..' .̂^
PLACE OF B IR T H :

C ounty ........

T ow n sh ip .................... - ..........................................................

2...j.jn^<\m..Ay\JAnJLlLL,'Village or City..
N am e o f  hospital 
or in stitu tion ..........

(If not in hospital, give street address)

USUAL RESIDENCE OF MOTHEI]

State......... ....................................... County..

T ow nsh ip ........................................................

V illage or C ity.... J...

M ailing Address..S.EA.MA
FATHER

Full
Name...

^  r  A  A XAC.IX

......9 . .......................

C olor...........V^"..................  Age at tim e o f  this birth..

B irthplace. ..Ĉ f̂ UjiJsj:.
O ccu p a tion  _ 7
(and In d u .tr y ).......... ...............................................

MOTHER
Full M aiden - P  fl-fl ' , O  P i
N am e........................................................................C .....

PiP...:Color.. .... W - : - .............  .... Age at tim e o f  this b irth .......

B irthplace........ ,

No. o f  other ch ildren  o f  I No. o f  o th er  ch ild ren , > \ I -
this m oth er, now living / . .................................. born  alive, now  dead ........ ......................................... j No. born  dead..........

O ccu p ation  ) I /
(and Industry).

I hereby certify that I attended the birth o f  this child , who was..... ................................ on  above date at..............................M.
(Born alive or stillborn) -

AS REQUIRED B Y  LAW :
Have eyes o f  ch ild  been treated w ith one and 
o n e -h a lf  per cen t so lu tion  o f  silver n itrate?

W as m oth er 's  b lood  tested for syphilis?

.......... —................Date................................. , 19.....

I f  not tested, state reason............ ...................

Signature..

Dated .......... , v H :. } 2 ...................
j  /  _ (Attending physician, mid.n'ifsi (BtUi.-i;ifej)

Address....

Filed....... .......................... ,

\\1\


