WRITE PLAINLY, WITH UNFADING INK---THIS IS A PERMANENT RECORD
N. B.—Every item of information should be carefully supplied. AGE should be stated EXACTLY. PHYSICIANS should state '
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{n} Residence, No
(Usual place of abode)

{1t nonresident, give city or town and State)
How long in U. 8,,if of forelgn birth?

Length of recidenee in elty or town where death occurred yrs. mos. ds. ¥rs. mos. da,
PERSONAL AND STATISTICAL PARTICULARS / MEDICAL CERTIFICATE OF DEATH
3. SEX 21. DATE OF DEATH (MONTH.DAv.AND vEAR) AL 1 3t .19 34
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25 /57

7. AGE YEARS MONTHS

35 [/

AYS
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CCCUPATION

8. Trade, profesyion, or particular
kind of work done, as aplaner,
sawyer, bookkeeper, ete............... LY TSR

9, Industry or business in which
work was done, as silk mill,
saw mill, bank, ete..........

10. Date decezsed last worked at
this_occupation (month and
year'

11. Total time (years)
spent in this
occupation....................]
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. BIRTHPLACE (CITY OR TOWN,
(STATE OR COUNTRY) ‘}44 Lopenl CoO

7.1,

14, BIRTHPLAg ({2183 ongwu)‘
{ STATE OR COUNTRY)

13. NAME

15. MAIDEN NAME

16. BIRTHPLACE (CITY OR TOWN)
(STATEORCOUNTRY)

MOTHER | FATHER

. INFORMANT..... y f

(ADDRESS) R?

HEREBY CERTIFY, That ! nttegded deceased from

2 1
Jan. isth mtﬁ.m.]'ulyii 2 19904

Tlastaaw h.2T.. alive nnJu.lyach, 1994, Death fa sald

to have occurred on the date stated above, atu.,....‘..am.m.

Name of operation......ceocoovrraviiiiinen. Fs B s s - Date of..........
What test confirmed dinznanis‘!Laba,, O Y Was there an autopsy?. J10.__.

23. If death was due to external causes {vlolence), fill in also the following:
Accident, suicide, or homicide?. Date of injury .19,

Specify city or town, county, an
Specify wheiher injury occurred in indusiry, in home, or in public place.
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