
NEW YORK STATE DEPARTMENT OF HEALTH 

Vital Records Section 

First Middle Last 

Name 

Application to Local Registrar 
for Copy of Birth Record

Date of Birth I I I W I I I I I 
M M  D D Y Y YY 

Hospital (If not hospital, give street & number) (Village, Town or City) 
Place of 

County 

Birth 

First Middle Last 

Father 
Maiden Name 
of Mother 

First Middle Last 

Number of Copies Requested Enter Birth No. 
if Known 

Enter Local Registration 
No. if Known 

D Passport □ Working Papers □ Welfare Assistance

D Social Security-Retirement □ School Entrance □ Veteran's Benefits

Purpose for Which D Social Security-SSI □ Driver's License □ Court Proceeding
Record is Required 

D Retirement □ Marriage License □ Entrance into Armed
(Check One) 

D Employment
Forces 

D Other (Specify)

NAME 

What is your relationship to person whose 
record is required? 

If attorney, give name and relationship of your 
client to person whose record is required 

D Self D Parent D Other, specify _____ _

Telephone No. (I I I I) I I I 1-1 I I I 
Social Security No. I I I 1-W-1 I I I I 

(name of client) 

Signature of Applicant 
Date 

WWL.-...L......-./\: 

Address of Applicant 

Street 

City State 

DOH-296A (11 /94 ) Page 1 of 2 

MM DD YY 

Zip Code 

(relationship) 

deputyclerk
Typewriter
Include a copy of Driver's License and a $10.00 check payable to Galen Town Clerk

deputyclerk
Typewriter
Mailing Address: Town of Galen

                            6 South Park St.

                            Clyde, NY 14433

                            Attn: Town Clerk




	Hospital If not hospital give street  number Village Town or City: 
	County: 
	First Middle Last Father: 
	Maiden Name of Mother First Middle Last: 
	Number of Copies Requested: 
	D Other Specify: 
	TelephoneNo I 1111 11 li 111: 
	Street: 
	City: 
	State: 
	Zi Code: 
	Text16: 
	Text17: 
	Text18: 
	Text19: 
	Text20: 
	Text21: 
	Text22: 
	Text23: 
	Text24: 
	Text25: 
	Check Box26: Off
	Check Box27: Off
	Check Box28: Off
	Check Box29: Off
	Check Box30: Off
	Check Box31: Off
	Check Box32: Off
	Check Box33: Off
	Check Box34: Off
	Check Box35: Off
	Check Box36: Off
	Check Box37: Off
	Check Box38: Off
	Check Box39: Off
	Text40: 
	Text41: 
	Text42: 
	Check Box43: Off
	Check Box44: Off
	Check Box45: Off
	Text46: 
	Text47: 
	Text48: 
	Text49: 
	Text50: 
	Text51: 
	Text52: 
	Text53: 
	Text54: 
	Text55: 
	Text56: 
	Text57: 
	Text58: 
	Text59: 
	Text60: 
	Text61: 
	Text62: 
	Text63: 
	Text64: 
	Text65: 
	Text66: 
	Text67: 
	Text68: 
	Text69: 
	Text70: 
	Text71: 
	Text72: 
	Text73: 
	Text74: 
	Text75: 
	Text76: 
	Text77: 
	Text78: 
	Text79: 
	Text80: 


