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STANDARD CERTIFICATE OF DEATH
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1. PLACE OF DEATH

{a} County. m&l’/ﬂh"

® Cityortown____Maahibh df

(If ootesds city or town limits, write “RURAL” .and nama of towmnship)

(¢} Name of hoapital or inatitntion:

Levexing

Hospitadl J

(11 not in hospitab e

(d) Length of stay: In hospital or inatita

in this community.

years, months or deys)

2. USUAL RESIDENCE OF DECEASED;:

(G)Qtate_M_L:SJ 4 zll @® County /(Dd //5
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{Specily whather {tf rural, give location)
.|| (¢} If forelgn born, how long in U. S. A.2. years,

FULLNAME__M ry /( £4Ct //C 0’/“”0

8. (&) If veteran,

name war.

3. {¢) Social Security
No.

4 Sufaamﬂl&m

6. Coloror 4. (a) Single, widowed, married,

< d!mmed.m.z‘.!w_,

8. (¢) Age of husband or wife if

6. () Name of husband
Lohh Raym end__l___b R

7. Birth date of dec d
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MEDICAL CERTIFICATION

20. DATE OF DEATH, Monh_J YQust sy £
year. /¢ yd bour. (?I . g‘ minpte. #M.

21. T bereby certify that I attended the deceased [ro

19.12. to.
that I tast saw h#@22.. alive o =

and that death occurred on the date and Pour stated atfbve,

- 19§

1
Duration

8. AGE: Yeare Montha

78 /

Days If less than one day

}(

9. Birthp €

2t /ha U

{Civy, town, or county) . tate or Errelgn country)
10, Usual occupatios ST
J

11, Industry or business,

18. Birthplace

{ 2. vome_J O S PA_ Al hsns en.. |

14.. Maiden
.} 16. Birthplace.

MOTHER FATHER 2

16, {2} Informant lr A3

(City. town, o= county (State or forelgn unm.ry)

e ca vy

» Addm,______d/tf wilondeh —

@ BTS2

() Date thereaf__ & L0 - 19 4¢

(ftrial. ¢remation, o2 remaval}
{c) Place: burial or cremation
18. {o) Sigmature of fun:ra.l dimc o

{Mooth) (Day} {(Yeer)

P
(Registrar's signstary)

QOther conditlona f
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[ = PHYSICIAN
Major fiflings: of 7 —

Of operations.
hd Underline

thecause to
'which death

Of autopey... - i S -houldnl;e
tistically.

22. If death was due to external causes, fill in the following:
(a) Accident, suiclde, or homicide (specify)
(&) Date of occurrence.
(¢) Where did injury occur?.

Va {City or town) (County) (Sta
(@ Did mr?tur in or about home. on farm in industrial place, in pubnc pla:e?

Specify typo of place)
¢ (e) L;enns of i
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STATEMENT BY LICENSED EMBALMER
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I hereby certify that the body w‘o.sg name is rec

Signed....... X e b :

v ST - Pa0O: Addr -
Notm The above MUST BE SIGNED BY TllE LICENSED EMBALMER in his OWN HANDWI{ITII\G (¥ .m]ure to comply with

‘ t.he above conntltutes grounds for revocation of license.) A
If this body is oot emba_lrx‘m;d above space should be left blank.
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