e carefully supplied. AGE should be stated EXACTLY. PHYSICIANS should state

ormaton

~—REVery item o
CAUSE OF DEATH in plain terms, so that it may be properly classified. Exact statement of OCCUPATION is very important.
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.. CERTIFICATE OF DEATH
1. PLAC g’

. I7x poet
County St e s Lneamuon District No LD 77 File No L1705
Township X ls ( )t'\‘ N -’" 4> on District No..... 59é§/ Reglstered No
32 e /7 Sst. - Ward)

2. FULL NAME % 168
(a) Restdence, No Ward. /. S
{Usual place of abode) (If nongdaident, give city or town and State)

Length of residence in city or town where death occurred ¥TS.

da. How long In U. 8., if of foreign birth? ¥ra. moa. da.

MEDICAL CERTIFICATE OF DEATH

PERSONAL AND STATISTICAL PARTICULARS
4. COLOR OR RACE

3,
—2cd P4
% \F MARRIED WIDOWED, OR PIVQREED
HUSBAND oF
(OR) WIFE oF

6. DATE OF BIRTH {MONTH, DAY, AND YEAR)
7. AGE YEARS MONTHS

24 7

8. Trade, profession, or particular
kind of work done, as spinner,
sawyer, bookkeeper, ete

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

10. Date deceased last worked nt
this occupation (month and

5, SINGLE, MARRIED, WIDOWED, OR
DIVORCED (torite the wogd)

2

v

'-_/ o~ o/
DAYS 1If LESS than 1
é e | day, .........hrs.

OCCUPATION

"1, Total tlnI:e

—
[ad

. BIRTHPLACE (CITY GR TOWH)........u
{STATE OR COUNTRY)

13. NAME

.

14, BIRTHPLACE (CITY OR TOWM)......o.ccocrco =
{ STATE OR COUNTRY) M

[ N
ao o'uJﬂ’—/{«;-uf/
T *
16. BIRTHPLACE (CITY OR TOWN]}.
(STATE OR COUNTRY) P .

ol
7. mronmm'r...... )

15. MAIDEN NAME

MOTHER| FATHER

-

ooy
M- Manner of mfurym-f(.m ...... &74«@4—1—;‘,-“ ........

21, DATE OF DEATH (MONTH, DAY, AND YEAR) j -/ S5 3%
22 1 HEREBY CERTIFY, That I attended deceased from
Saw.her.onky. justwafier death. . ..
IRBEGAL T Ediveoddid. ot 888 9o Death is said

to have oceurred on the date stated above, at m.
The principal cause of death and related causes of importanee wera as followa:

Killed in térmado Dese of onset
....... ! = ‘y :

Other contributory canses of importance ’ E’ .
.................... on (Y.
................ - /

Name of operation None Date of....oovvvirmesarssssnas
What teat confirmed dingnoain?...........ooocooceeemirnne. ‘Was there an antap-y'!.N.o. ........

nee), fill in also tl:o follo
ta of inju.ry

23. If death waa duo to extana! mum (rlo

Aceldent, suleide, or ho
‘Where did injury occur

(Sped.fy uty or town, eounty. and State)
Specify whether injury occarred in Industry, in heme, or in public place.

}hture of injury.

924. 'Was disease or injury in any way related to
Il so, gped!y
(Signed)........_.

i (Address)...................
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