BIRTH CERTIFICATE

(1) NAME OF MOTHER ($%&EKS) :

FIRST MIDDLE LAST MAIDEN
(2) DATE OF BIRTH ($%EHH) -

MONTH DAY YEAR
(3) PROJECTED DATE OF DELIVERY (% FEFHB) :

MONTH DAY YEAR
(4) NUMBER OF BIRTH (ER5-ZRa0D5I) :
1. SINGLE 2. TWIN 3. TRIPLET
(5) LIVE OR DEAD BIRTH (& -FEEDHI) :
1. LIVE 2. DEAD (WEEK OF
REGNANCY: )

(6) NORMAL/ABNORMAL DELIVERLY (IEE-EENHOHI) :
1. NORMAL 2.ABNORMAL
(7) DURATION OF HOSPITAL STAY (2 #%Dizsb® ABTHAR) :
FROM TO

MONTH DAY  YEAR MONTH DAY  YEAR
(8) HOSPITALIZATION EXPENSES (AB&ERADH!I) :

1. HEALTH INSURANCE 2. PRIVATE EXPENSES
(9) NAME OF HOSPITAL OR FACILITY (E#Fftiz%D5FR) :

ADDRESS (EREhEsDIEFN) :

STREET CITY STATE

CERTIFIED AS ABOVE (LED@BHREHDFEA)
DATE (GEBRR) :

MONTH DAY YEAR
NAME OF PHYSICIAN (PRINT) (ERFD%&HED) :

LICENSE NUMBER:

ADDRESS:

SIGNATURE:

R5/4



