1. This form is used for claiming the mutual society benefit.
Z ORI FRL A O O HEFICEH S E 3,

2. This form should be completed and signed by the sttending physician.
ZOMNITHYENE S, OBAH LTSN,

Certificate of childbirth
HESIAE

Name of mother (Last, First) (HEHIK4)

Name of child (Last, First) (HERK4)

Date of birth (tHZEAH H)

Expected date of birth (I T & H)

Place of birth; Name of hospital or clinic (HFESFT4)

Condition of birth (HFEDIRH) (check applicable item)

O live birth (HipE)
O stillbirth (FERE)
[0 miscarriage (JiifE) pregnancy period months (AEAZHAR)

Name and address of attending physician (84 [E D K4 K OMEAT)

Name of hospital or clinic (JFEBE4 SIX2HEFT4)

Address ({FFT)

Date (Hf¥)

Signature or seal (544 XIZHI)




