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WRITE PLAINLY—USE UNFADING BLACK INK—MAKE A PERMANENT RECORD

N. B.—Every item of information ghould be carefully supplied. AGE should be staied EXACTLY. PHYSICIANS shonld state

CAUSE OF DEATH [n plain terms, so that it may be properly classified. Exact statement of OCCUPATION is very importiant.
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1. PLACE OF DEATH:
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{21 outadde city or town [hmits. write “RURAL")

806 Eensington
ya

(e} City or town

{d) Street No
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yesrs, months or days) (¢) Ifforelgn born, howlongin U 8. A.T N s years.
MEDICAL TIFICATION
8. (a) PRINT 5
ruLL Name. Madeline Hof fmem =Y ? %—k_-/l\/ [P~
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7. BED dote of decesd. . (DL ________{CB Chronic Myocapditis. with cardime de-|. . . .. ._
(Mnnl.h) (Duy) Tear) compensation
8. AGE: Yearn Months Days II less than one day Due to
A N el B g
Du_g to
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16. (2) Informsnt's ov 2L nzatce . Coa M TP EIdent. sulcide, ar homlcide (specily.
& Aggpom.; Sl LY bttt Mo ® Batost oce :
17. (a) DAL A {b) Date theraof! ” (€) Whers dl (City or town) s ntr) (Buu
(Beria), cremation, of remaval) 4 o Mouth) fDey) (Yeer) {| () Did Injury oceur in or abonut hotne, on farm, In ind T
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L F Specify { place)
18. (c) Slgnature of funeral director, Loy Whiteat work?___ bty P et ot injury—]
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{Liconsed 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 was embalmed by me, or by

, Registered Apprentice No : '

se. ot L2 Coet
Licensed Embg/er No / ’%7 2/
P. 0. Address.( .0 AL 7/1»-44/

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

If this body is not embalmed, above space should be left blank.
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working under my personal supervision.
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