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1. PLACE OF DEATH:

(@) County.

() City or town........ s/
(! outside city or town limits, writs “AURAL" aud nams of township)
{¢) Name of hospital or institution:

(Bpecily whether

(If not In heoapital or fostitatSon, write street omber ¢ Jocation)
(d) Length of stay: In hospital or institution

Inthis community.

2. USUAL RESIDENCE OF DECEASED:

4 -
® County_&_w

(c) State.. S

(¢} City or toWnh...wuen
{If outaide clity o town Uimite, write "AURAL™)

(dQu-eet No__ﬂ_ﬂ..d._. :

(If rural, give Jocation)

years, mtnnths or dayn) f i ") .. (¢} If foreign botn, how long in T, 8. A.7 years.
<
3. (a) PRINT f; Z B ——_Q MEDICAL CERTIFICATION
FULL NAM a W___ q { ! /
20. DATE OF DEATH: Month day. 3
8. (b} If veteran, 3. (:) Social Security 7
__&M Yw_.iﬂ.ﬂ_.__hom minuta. /a A M.
name war. 2.
21. 1 hereby certify that I attended the deceased fmm_é.. 22 N
’ 6. Color or i 6. {a) Single, widowed, married, 193¢ to_..al.&a ke 22 , 19 #2;
4- Se divorced.....2 ’ that I last saw h €ede_ alive on..ﬁd‘-c-" A2 . 19.¥0.;

6. (¢) Age of husband or wife if

slive.......?ﬁ-.dean

6. (&) Name of hushand o—h_aa?M}

nnd that death occurred on the date and hour stated abave.
Duration

Impmediats cause of death.
7. Birth date of deccase 3/ Al ot chtrons Acasls.
{Mouth) (Day} {Yuar)
L7 .
8. AGE: Years Months Days If less than cne day Due :o,“é':ﬂgu.“_ﬁﬂ-‘ 7 "6“"‘"‘— -
20 |y lagl | Getys LA o
7J ue to. A =5 -
o, Birtaptace._ P ‘ﬁ; AN ﬁp?LM_._
(ﬁr.éwn. or county) {State or forelgn countiy) v ‘ﬁ_ 'l r-'}
. Other conditionsa . . K.
10. Usual oconpatie (Iocltde pregoancy within 3 months of death) 7 —
I Ind y or businems. ; - PHYSICIAN
) . I fio: i~
12. Name...... , = O'II' oper “Irm- A/ﬁ
‘ < ot
& \ 13. Birthplace i e Lef=> e /)/;9 which death
ty, town, or county, . te oz{Preigmount: should be
8 [ 16. Malden name (4 Ao 2550 Of sutopsy ” {Cnurged star
tistically.
S 15. Birthplace 22. If d esth was due to external cawzes, fill in the following:

16. (a) Informnnt’s cwo signature

® Addrees 200 kB A tiuurood., K. 8L nileasT

_Ci e akls . ) Date thereo%w
{Burial, crematjon, or removal) ) (Day) (Year)

17. (@)
(¢) Placo: burial or cremation s

< f 2 (Registrar'y signntare} e

(a} Accident, suicide, or homicide (specify).

4]

3) Date of occurrence.
"Where did ipjury oceur?
(e} ere njury ey
{d) Did Injury ocear In or sbout home, on hrm. 1n i ndmﬂs.n.l
i

County)

place, in publlc leu‘l

Specify 13
ey e ebe ot |

. (H.. D. crotha{]l_fr_'_b-
eadtls Lo

Date =ign

L

(Licensed Embalmer’s Statement on Raverse Side)




STATEMENT BY LICENSED EMBALMER

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

, Registered Apprentice No

working under my personal supervision,

Signed. 1|

Licensed Embalmer No. 0‘2 9 j\/

P.O. Addr L mﬂad_«gd .............................

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

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




