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N. B.—Every item 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 QCCUPATION is very important.
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1. PLACE OF DEATH
{a) County d l ne
(b City or town..

{If cutside city or tawn limits, writa “RURAL" and name of townsbip)

(¢} Name of hospita! or institution:
e

(If not in hosplital or nstitution, writs street number or location)
(d) Length of stay: In hospital or institution

e

In this community. AS ‘( rs
years, manihs or days)

(Specify whather

8. (a)PR]NT C' erne : é, EZ 3: E!

.;24 USUAL RESIDENCE OF DECEASED: /

(a) Btate Ma (5) County. \Sd.)l ne
(&) City or town Md rs hd ”

(If outalde city or town llinite, write “RURAL"}

@ swrot No Wes? North _sZ

3. (b) If voteran, 8. (¢} Social Securlty
"
name war. No.
6. Calor or 6. (a) Single, widowed, marri
4. Sox.ﬂd.!.g“. nm divorcedm..ﬂ.f.r e

{It rural, give locatlon}
—
{e) If forelgn born, howlongin U. 8. A2 Yoars.
MEDICAL CERTIFICATION
20. DATE OF DEATH: Mon day....e. 9
¥ear. ’q% hour. minuta #" Mﬂ M,

21. I hareby certify that I attended tha dece: 35 TOm.

that I last saw hJa.oL‘_ alivaon @_—
znd that death cccurred on the date and hour stated above.

6. (b) Nameof husband or wife. ... .. 6. (¢) Age of hushand or wife it Duration
: a2 alive 4 pars || I to cause of death. 4 "
T Bieth e of doceer. 1 212 A /5 NS Z‘:_WY\NA_AJLMM» Y .
(Month} {Day) (Year) Anr—,
8. AGE: Years Months Dayn If less than one day Dus to. )
7/ g |23 217
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9. Bn-:hp{ua._é.i' Lovis 7, A i
City, town, of connty) {State or forelgn country) m rd
10. Usual occupation..? @ X M1 € ¥ [ °Ei’;'.:;’.”;‘3:’.:2;, ﬂﬁd“" Ry -
11. Industry or business. é % PHYSICIAN
g Major Andings: ) J—
E 12. Nnme...dé..ll?:-?_:amn___——_—_; Of operations. Uaderline
- L7 the cause to
= \ 18. Birthplace " which death
(Clty, tpwn, or connty) (Btate or forelgn coud Of nutopay should be
E . Matden nam ho W eh:rzod" f“"
16. Birthplace
A {City, town, or county) {Stats or forelgn country) i
16. (o) Informant's own signatur P | |
(b) Address r
17. (a) :BU rid l () Date thereof. aotJ' ’7‘3?
{Burisl, crezaation, or remnval) (Mozth) (Dey) (Yeur)
(e) Place: buria! or crematlon__‘__s..!;‘_ﬂ..ﬁf'f H, //
18, {a) Signature of funera) direct '
(8 Address.. L2
15. {a)

(Dute received lnenl reglstrar)

22. I d eath was due to external causes, fill In the following:
(a) Accident, suicide or homiclde (specify)
(b Date of occurrence.

¢) Where 4id 1 oceur?.
©@ njury (Civy or town) E nty)

(d) Did injury oecur in or about home, on m-m. in ind pnhue p)am'r
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| ' - STATEMENT BY ‘LIICENSED EMBALMER

working under my personal supervision.

Signed...

P. O, Address.. ‘

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

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




