NEW YORK STATE DEPARTMENT OF HEALTH Supplemental Report of Giver‘ Name

Vital Records Section

=

=

Heceipt No.
Register No.
Recorded District No.
|_ J State No.
. Year
Please Print or Type
Surname of Child Sex of Child Place of Birth
Child’s Date of Birth Mother's Maiden Name
First Middie Last
Twin, Triplet or Other? | Number in order of Birth | Father's Name
‘(To be answered only in event of plural births .} First Middle Last
| hereby cenify that the child described herein has been named
First Middie
Sworn io Before me This
Day of , Signed
{Notary Public)
Present Mailing Address
Name
Address
City State Zip Code
PURPOSE: This form may be used only to add the given name to a birth certificate if the given name was omitted at the
time the birth certificate was originally filed. This form may not be used to correct errors. For correction of
errors, please request the appropriate form from the New York State Department of Health or your local
Registrar of Vital Statistics.
SIGNATURE: This form must be completed and signed by:
The Individual - If 18 years of age or older. -- OR - A Parent - If the child is a minor (under age 18).
COoPY: If you wanf a cerfified copy of the birth certificate after the given names have been added, please enclose
a $30.00 check or money order, payable to the New York State Department of Health.
RETURN TO: Vital Records Section
Correction Unit
P.O. Box 2602
Albany, NY 12220-2602
My signhature on this form indicates that the local record has been amended.
Registrar Date

- DOH-51 (06/2008)




DISTRICT #

REGISTER #
STATE OF NEW YORK - STATE FILE #
DEPARTMENT OF HEALTH
VITAL RECORDS SECTION
Medical/Burial Death Correction Report
Name of Deceased Date of Death | Place of Death
MONTH DAY YEAR
2041 ] BURIAL 2 JCREMATION 3[ ] REMO\"AL DAY VEAR 20B. PLACE OF BURIAL, CREMATION, REMOVAL CR 20C. LOCATION; (City or town and siate)
4[JHOLD 5[] DONATION OTHER DISPOSITION:
[} DANATOMICAL GIFT ‘
1A, NAME AND ADDRESS OF FUNE =_ 21B. REGISTRATION NUMBER:
2A. NAME OF FUNERAL DIFiECTDFl-J 228. SIGNATURE OF FUNERAL DIRECTOR: X 22C. REGISTRATICN NUMBER:
2;&. SIGNATURE OF REGISTRAR: ,“:%LBEDDATE BGHTH BAY vEAR 24A. BURIAL OR REMOVAL PERMIT ISSUED BY: gSUESTE ! MONTH DAY YEAR

5A. CERTIFICATION: Te the best of m&[’ dge, death occurred at the time, date and place and due {o the causes stated.

Certiffer's MName: Ycense no.: Signatire: honth Day Year

@ i N

artiiars The. [ Attending Physiclan 0 [_] Physician acting on benalf of AtteRiingTPhysicien | Address:
1[JCoranter 2 [ Medical Examiner f Deputy Medical Examiner = ;?2\

5B. If caroner is not a physician, enter Coroner's Physician's name & litle: Lidense| Ho.- Signafure. Manth Day Year
i .
5C. IF certifier is not attending physician, enter Attending Physician's name & title: Licelse No..| Address:
6A. Attending physician WMonth _ Day., Year Month _ Day Year 248, Miceased last Morth _ Day Year 26C. Pronounced Wonth ___ Day Year Time
attended deceased: D sdtn alive by Eiging Dead by W.E. or )
FROM T physician: | Corener: ON AT M
7. MANNER OF DEATH, rﬂ UNDETERMINED PENDING 26. WAS CASE REFERRED 10 TS AUTOPSY? 208 [F YES, WERE FINDINGS USED TO DETERMINE CALISE OF DEATH?
NATURAL GAUSE ACCIDENT  HOMEIDE SUGIDE CIRCUMSTANCES INVESTIGATION CORDNER &Eglm\L EXAMINER? NO YES  REFUSED NO 3
1 2 4 |:| [ :5 YES m ] D 1 D 2 D 0 D 1
CONFIDENTIAL ‘&Uﬂ SEHNSTRUﬂION SHEET FOR COMPLE F?l_ﬁG CAUSE OF DEATH . CONFIDENTIAL
: J I s@ “APPROXYIMATE INTEFVAL
30. DEATH WAS CAUSED BY: =  ENTER ONLY ONE CAUSE PER LINE FORHAR (BﬁﬁlD {C). BETWEEN ONSET AND DEATH
ART |. IMMEDIATE CAUSE: IR ' §
PR ‘6\
AJ 3 ﬂ
UE TO CR AS A CONSEQUENCE CF: ) i Eﬁ'l?jl
B | :
21 .
UE TO OR AS A CONSEQUENCE OF: “j
o 2 ; .
ART Il. OTHER SIGNIFICANT CONDITIONS GONTRIBUTING Ty DID TOBACCO USE CONTRIBUTE TO DEATH?
DEATH BUT NOT RELATED TO CAUSE GIVEN IN PAR o[Ine 1[1¥ES 2[]PROBABLY 3 [ ] UNKNOWN
314, IF INJURY, DATE: | HOUR: |31B.INJURY LOGALITY: (Gily or town afthgounty and stafe) | 31C. DESCRIBE HGW INJURY OGCURBED: | 31D. PLACE OF INJURY! | S1E. INJURY AT WORK?
Month Day Year | | | | | NO YES
| My ' — \ff(\ﬂ l Ll O
F. IF TRANSFORTATION INJURY, 32. WAS DECEDENT 34 IF FEMALE: ) ; )
SPECIFY: HOSPITALIZED g \L‘*’ 338. DATE OF DELIVERY:
[ OriveriOparator 2] Passenger IN LAST 2 MONTHS? 0[] Mot pregnant within tast year 1] Pregnant at time of death 2 ] Net pregnant, but pregraantijbithin 42 days of death MONTH DAY YEAR
3 [ padestrian NO  YES % i el
4[] OTHER ooy Oo 0t 3[7] Mot pregnant, hul regnarzll éﬁ%bays to 1 year before death 4] Unknown i pregnant ;Qh \ last year

Affirmation to be completed by Funeral Director (Item 2@-24

| affirm under penallies for perjury that the information given in the facsif
above is true and correct information to be added to the original certificaté

Certifying Physician (ltem 25A-33B):

ile of the certificate of death for the deceased person identified
1 and the local regisirar’s record.

2 .
Signature Title or Relationship 1o Dac Fed . Cate

W

To be completed by registrar of vital statistics:
The above information has been added to the local record of death on file in this office.

Registrar’s Signature : District Number Date

DOH-1999 (02/2003)



