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lied. AGE should be stated EXACTLY. PHYSICIANS should state

CAUSE OF DEATH In plain terms, so that it may be properly classified. Exact statement of OCCUPATION

N. B.—Every Item of information should be carefully supp

i tant.

18 very impor
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Bimacd o fum G STANDARD CERTIFICATE OF DEATH
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o

1. PLACE OF DEATH:

1t putaide ity of town
(e} Name of hospital or institution:

(it not in bospital or Institution, write sirest namber or kcathon)
(d) Length of stay: In hospital or {nstitution

Inthis unity.
years, months or days)

{Specity whether

2. USUAL RESIDENCE OF DECEASED:
l
(a) Btat {b) County.

(¢} City or to

{If ou cily ar town llmita, write “R
~

{d) Street No.

(6) Iiforelgn born, bow long In TJ. S. A.Y.

{1f rusat, give location)

.- years.

/T Lyn Lowss S|

8. (b) If vetoran, 8. (c) Social Security
NAme wWar, No
5. Color or 6. {a) Single, widowed, marrieq,
4. Se; &_Z divore it e
6. (b) of hm%om (¢} Age of husband or wife if
' 3 / allve...... years
7. Birth data of decessod . 2. VA2 Y/ 4
(Moath) (Day) (Year) *

8. AGE: Years Months Days If 1e=a than one day

é [#) e ﬂ z N T3 min.

9. Bfuhmc% O
n, or county) (State or foreign mnt.rr)/
10. Usun! occupation :

r 4
11, Industry or busin "
¥
{12. Name...... oo M
18, Birthploce

13, towo, oF couaty) ﬁ (State or forelgn country)

P
:
S
&
=
S

15, Birthplace

{ 14. Maiden namse,

(Cicy? towe, or ) {Btats or country)
18, {s) Inlormapt's signa;
(b} Addr

17. {a) (b) Date ther
{Buorisl, cramation, o temar wth) (] Y

(¢} Place: burial or cre.
18. (a) Signature of funeral director.

. DATE 01-' DEATH: Monm.a.u.tt
ye.ar... ...,.........hour._....”

MEDICAL CERTIFICATION

.....minut.eJ,o_.._.._P M.

211 hereby eertify that I attended the deceased fro:
meL_ 0

that I lastsaw L&Y aliveo

and that death occcurred on t?e date and h stated above,
LY
Immediate cause of d J

Due to
P .\
Dus to t:\ }
e : e,
Other conditions,
{Inciude pregnancy withio 3 months of desth) !
PHYSICIAN
Major indings: - —_—

Of cperatio Underline
the cansa to
which death

ot {should ba

bl charged sta-
| cistically.

22. If d eath was due to external causes, fill in the following:

(a) Accident, suicide, or homicide (specify)

(%) Date of cecurrencs,

r

(¢} Where did inj accur?

9 i {City or town) ! County)

d) A oecur in or about home, on farm, fn Place, ID puhlic pZu:c'!

- (Specify type of place)

While at work? {¢) Means of IMWE_.___L‘

b) Addr . -

{Dato nednd Toce) raglstrpf) (Registrar’s signetare) - i -' A — Data dznud_ﬁ.!uhl]
AL Fd |

(Licensed Embalmer's Statement on Reverse Side)



STATEMENT BY LICENSED EMBALMER -

I hereby certify that the body whose name is recorded on the reverse side of this certificate y«'rz‘is embalmed by me, -

, Registered Apprentice No....

working under my personal supervision.

W e A ST, / .-

Licensed Embalmer No..g \r\g }

A\ e

Note: The above MUST BE SIGNED BY THE LICENSED EMBALMER in his OWN HANDWRITING. (Failure to comply witl
the above constitutes grounds for revocation of license.) '

If this body ia not embalmed, above space should be left blank,



