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N. B.—Every lterh of information should be carefully supplied. 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 is very important.
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STANDARD CERTIFICATE OF DEATH

State Fils No 30309

{1 ourside city or town limjts, weitsa “RURAL" nod nams of township)
(e) Name of hospital or Institution:

Fitzblbbons Hospital
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Mershall, so.
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(d) Street No.

(¢} It forelgn born, howlong o 0. 8. Alcroticb oo rrneren e .years.

8. (¢) PRINT
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8. (b) If veteran,

Joyce Ann Colliver I?Ll A
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6. Color or 6. (a) Single, widowed, married,
s Female | .. White avarces 2108180
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2 | 13. Birthplace Carir 0l _Co 5 Ko » S :if:fﬁ?:&éﬂ.
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16. {a) Informant's own signature

® Address.. ©19 North Hamne Mars] ]g -

) Where did Injory cocnr?
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Burial, cremsation. of removal)

(e} Place: burial or erematio
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STATEMENT BY LICENS.ED EMBALMER

I hereby certify that the body whose name is recorded on the reverse side of this certificate was embalmed by me, or by..ocen oo

7‘ i ., Registered Apprentice No X

-working under my personal supervision. - . .
' o ; : ,(Q"I/ W
Signed : N

Licensed Embalmer No._.»-s..Z.

e ’ P. O. Address

Note: The above MUST BE SIGNED BY THE LICENSED EMBALMER in his OWN HANDWRITING. (Failure to comply wi
~ the nbove constitutes grounds for revication of license.)

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