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STANDARD CERTIFICATE OF DEATH

Registration District No_;...é._.—/.m_- Primary Registration District No._f_ﬁ_:ZQ Regisirar's No @ 6 (

i. PLACE OF DEATH:
(a) County. J/A Ao I

(&) City or town, =€ 2 LBt -
(If outside city or town limlts, write “RURAL" and name of tawnship)

‘(‘iNg-e of ho=pital or {nstituti
W W e
Il not in holph.al or Institatidh, writo streat Imntion)

{d) Length of stay: In hospital or institutio:

(Spocily whether

2. USUAL RESIDENCE OF DECEASED: / '

(a) State o ® Cnunty—._Mzt_a__

s y

(&) Clty or townﬂ_/ﬂd.?ﬁ&_‘ _._._&’_L‘_’ﬁ_
(If giftaide clty or town limits, write “NURAL™)

(d} Street No

(I rura), give location)

WRITE PLAINLY—USE UNFADING BLACK INK—MAKE A PERMANENT RECORDV
N. B.—Every item of information should be carefully snpplied. AGE should be stated EXACTLY. PHYSICIANS shonld state

CAUSE OF DEATH in plain terms, so that it may be properly ciassified. Exaet statement of QCCUPATION is very important.
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Inthis community. g
years, manths or days) . n_‘ . {e) If foreign born, howlongin U. S. A.T.. Venrs.
MEDICAL CERTIFICATION
AP P e Apa Sedlal
L Name SIAR 0 RLE Al az:{__ L7E A 24/
8. () I vet 5. () Soctal Securlt 2. DATE OF DEATH: Month.. &tk day.
. veteran, " L f
/\/ € y ¥ year. /43 q hour. 031 minute y-{— pM,
name war. F No ) /
21. 1 hereby certify that I attended the d d from
5. Color orz’bl zi 6. {(a) Single, widowed, married, (o -15 193, to 1o - 2y 1939
4. Sex ) race. divnrced...m.&..‘g that I last saw b R _ aliveon 10 - 24 - 1929

6. (c) Age of husband or wife if

b) me of husband cr wife_....._..
.LZéWJA? W AlVE e

7. Birth date of decease

~years

{Megin) (Duy) (Year)

apd that death occurred on the date and hour stated above.

Immediate canse of death |

m..._’i.(‘szm‘._...,.a 3 LT

Duration

8. AGE: Years Months Days If less than one day

cﬂ g "-‘—2 % ~ hr. min,
9. Birthplnee 2 H el P

county) (State or forelgn conntry)

Other eonditions

10. Usual oseapatio Lo (Include pregnwncy within 3 months of desth) / )/ ————=
11. Industry or business_ 4 : PHYSICIAN
= . ) . Major Andinge: i JR—
B { 12, Name..._..___| _:&__MW_‘__ Of operations \_\ L \‘L o vadenine
the cause to
7= \ 13, Birthplace P TANU pa Pt i which denth
I ity, count; te or country} Of autopey. nhou;él be
14. Malden nam {charged sta-
= . |c=ticatly.
§ 15. Birthplace T— = (Buata or forsizn comiey) || 22+ 1f death was due to external causes, fll in the following:
gﬂ (a) Accident, suicide or homicide (zpecify)

16. {a} Informant's own signature,
(b) Address

17. (a) _M_ (3) Date thereo
(Baria), eremation, or remaoval) , {Month) (Day) (Year)

(¢) Flace: burial or crematlon

() Where did injury cecur?.
{d) Did injury oceur {n or about home, on farm, !n Ind plnce, in publlc p?nee?

Specity t;
ot While at WOrkT o o i ¢ (:)vp.h‘{,e:n: of injury_______.___._’(___.

(3) Date of occurrence

(City or town)

23, Signature w M‘u- (M. D.m-other)@
ddm__(.)_iu.'*__lm—-— Dato signed 10244 39

{Licensed Embalmer’s Stotement on Reverse Sido}




RECT: /3

Miller founiy aglth I"":)"‘

STATEMENT BY LICENSED EMBALMER

he reverse side of this certificate was embalmed by me, or by

I hereby certify that the body whose W
,—./5 P &m Registered Apprentice No
working under my Pel}’nal supervision. - : M
Signed m (ot 4D L

Licensed Embalmer No......:%f é -j

P. O. Address_.__.==7

Note: The above MUST BE SIGNED BY THE LICENSED EMBALMER in his OWN HANDWRITING. (Failure to comp!y with

the above constitutes grounds for revocation of license.)
If this body is not embalmed, nbove epace should be left blank.




