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Exact statement of OCCUPATION is very important.
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N. B.—Every item of information !hould be carefully supplied. AGE should be stated EXA‘:TLY. PHYSICIANS should state

CAUSE OF DEATH in plain terms, so that it may bo properly classified.
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Districi Ne..

2. FULL NAME P ol K L £ (w; e eeesmereseessen
{a) Besidence. No...........

{Usual place of abode) . (1f nooresident give city or town and State) "
Length of residenco in cily or town where death occrmmed 8. . mea. ds. How ¥ong in U.S., if of lereign hirih? ¥rs. mos. ds.
PERSONAL AND STATISTICAL PARTICULARS ‘ MEDICAL CERTIFICATE OF DEATH
3. SEX 4. COLOR OR RACE 5 sls:' M?Rmm-?, w‘f‘:ﬁ,‘fﬁ" oR 16. DATE OF DEATH (MONTH, DAY AND YEAR) M ﬂ 17/ 18,2?
17. F L
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{omr-WHEE-or that [ last saw b. corneztalive on.........} = : 19..2. Fanod that

- de‘dh occurred, o (he date sixted
6. DATE OF BIRTH (MONTH. DAY AND YEAR} <\

7. AGE YEARS MoNTHS ,’ 5
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8., QCCUPATION OF DECEASED
(a) 'l'nde, profession, or g
(b} General ature of indosiry,
butinexs, or establishment in
which employed (or employer)
{c} Name of employer

18. WHERE WAS DISEASE

9. BIRTHPLACE {ci¥ or Town) P \F KOT AT PLACE J‘.’ m,l:g
(STATE OR COUNTRY) ; bt
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A’/ " WAS THERE AN AUTOFSYL.....rResFons 20,
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14.
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