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PHYSICIANS should state
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CAUSE OF DEATH in plain terms, so that it may be properly classified. Exact statement of OCCUPATION is very important.

N. B.—Every item of information should bhe carefully supplied. AGE should be stated EXACTLY.
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STANDARD CERTIFICATE OF DEATH Stats File No.
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1. PLACE OF DEATH:

{a) County_....
() City or-town

If actaide clty o town Lilfa

{e) Namo of hospital or institution:

- writs "RURAL" nnd namo of Cawaship

{If oot in hospital or l=stitation, write street oumber of location)
(d) Length of stay: In hospital or institution

{Specily whether

In this community.
yoars, months or doys}

rne L T STl
FULL NAME.,

8. {b) II veteran,

8. {2} Social Security

2. USUAL BESIDENCE OF DECEASED:

(@) Sut% ) County‘m.—
{¢) City or town .
(1f onieide clty or town limits, write “RURAL")
() Strest Nu.__.__-@‘l/wA(
(1 ruzal, give locotle: :
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{&) If foreign born, howlong in U. 8. A.? JCars.
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20. DATE OF DEATH: Mont] %
year_zziz_.___.huur é M.

v

{14 Maiden name.} ’-f

16. Birthplace

22. If death was_due to external causes, fill in the following:

name WaT. No.
21. T horeby certify that I attended the dec Iro
6. Color or A 6. {a) Single, widow, d, 1  to ,C 2 5 19_3_1.
4 Sex..M. LA raea%é_. divoree that I last saw he3asa. allva on 27 212 i : 1911 :
d that death occurred o te and houy statgf) above,
6. (b) Name of hushand or wite_._____ 8. {¢) Age of husban¥ or wife if || and tha ke n)bada 2 € Dusation
A T Beereran ears || Tmmediate ¢ause of deat, ¥ - ¥ [ ———
7. Birth date of decease d r
(Month) {Dary) (Ywar)
8. AGE: Yesrs Months Dayn If less than one day Duse to.
_%
-
=2 | Due to n7
9. Birthplace........ - i - ;
gln-lown. or county) (Stats or foreign country) 7]
4 - Other conditions,
10. Ususl occupation S (Inclads pr within 3 months of death)
11, Industry or busipess PHYSICIAN
Major ‘ﬂndingrs: . . —
5{12. Name Ot operations . gnderlinl::
8 CAuSe
2 {12, Birthplace. Thacis bo
n shou .
; Of autopey. ‘ charged sta-
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18. {c) Informant’ g3m
() Addrpx -‘—.-,..

17. {a)-. K2 A A A
{Bnrhl.crmthn.wrmun.‘l)

{c} Place: burial

{b) Addrems 11.; 2

19. {a) s 3
{Data roceived local registrar)
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18. (o) Signature of f): d.ireﬂ. ~m 2"' 1,.'
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ign country)
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b} Date there f /%0
y / Mo (D-;) wat)
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77)“14 e 27} J u ”;
{Registrar’s afgn

(2} Accident, sulclde, or homlefide (specily)
(¥) Date of oecurrence
{c) Where did {njury occur?
(Civy ) (Coumry) (Stara
(d) Did injury oceur in or ahout home, on [arm. b Industrial piace, in publ!c plm‘!

rany
Specity of phace’
While .Ig ;y’ oo T Mesmof Injury.

28, Bignatulyd (M. D. or other}
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{Licensod Embalmer's Statement on Reverse Side) ¥ /



RECEIVED - _

District Health Officer No. 1
istrict Fil2 i\‘l.umbor__’_‘):.f_}i'.?.".':f./
Distric % -------
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STATEMENT BY LICENSED EMBALMER

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

, Registered Apprentice No.

Sl@em Aoy
Licensed Embalmer ﬁo\-éf

P. 0. Ad

working under my personal supervision.

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

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




