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PLACE OF BIRTH INDIANA STATE BOARD OF HEALTH

DIVISION OF VITAL STATISTICS.
County of .. X_ LALAAATNR,......... _ 6!20
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FULL NAME OF CHILD.. ﬁ'}’r « .
| If child is  not nmed mlm supplementnl report.
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CERTIFICATE OF ATTENDING PHYSICIAN OR MIDWIFE*

| hereby certify that I attended the birth of above child; and that it occurred m..;.a,-\, ! é

“When there is no attending physician or
midwife, then the householder shnuld make

1 (Signature) .................. . T
this return. See instructions on k. At.tt ndtng phy aicmn midwife h mlahulder 'J

Given or christian name added from a
supplemental report Dated. %ﬂjz-l 9.1./ Address.. s S
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