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23. II death was dus to external causes (vlolence), fill in alao the following:
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MOTHER| FATHER

5]

-
~d

FEAs Y im § i iV Py B FEF WITR SIS FIN S BEEES " P VYW T T ¥ RIFITIFINTEEY T & T EIER W W g e W
tem of information should be carefully supplied. AGE should be stated EXACTLY. PHYSICIAN: S should state
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