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FiLel MAY

DEPARTMENT OF COMMERCE
BureAU oF THE CENSUS

Registration District NOw o eeeeeeeeeen

OLQI STATE BOARD OF HEALTH

STANDARD CERTIFICATE Of 35A§H

Primary Registration District No...........

13
State File No 1 a 3 2 f’
Registrar's No....._. _3350“___

i. PLACE OF DEATH:
(g} County.

(b) City or tOWD_.oreriamerecmemneeacd B. t lll.o.uiﬂ

(Ifoul.ndu dty or town limits, write "RURAL"™ and name of townahip)
(¢} Name of hospital or institution: .

4120 Blaine Ave.

. (T not in bospital or institution, write strest number or location}
{d) Length of stay:

In hospital or institution
- (3pecify whather

In this community-
years, months or daya}

2. USUAL RESIDENCE OF DECEASED: 3 3

{a) State_.....»nia'ﬁ.mri__.. (% County....... D.Qnt......__._.__._.___._-_.

_..Balem ViR

{If ovtside city or town limits, write "RURAL") =~

/

{1f rarel, give location) ?

/-

{c) Cityortown......_..

(d) Street No.

{e} If foreign born, how long in U. 8. A.? years.

3. (a) PRINT

ruLLNAME... Amanda Jane EmOry

/8T

MEDICAL CERTIFICATION
b
20. DATE OF DEATH: Monm%ﬁ a Sl . |-,
/55 ' [

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

(¢) Place: burial or cremaﬂon“mmsalﬁm_,MOA
18. (a) Signature of funerat director. ALDO XS _Ho.HODPE -
() Address______. 470 ton _Ave.. .

19. (a) ..

IR 17 141w T P g

.i

3. (b) If veteran, 3. (¢} Social Security S
Year. hour. minut . M
name war. N Qa Nao........ N one. .. .
i J%hereby certi that I attended the decease .
‘ 5. Color or 6. {a) Single, widowed, marrie} 195“// =z J J:‘_ 19}(/
4 SexFema}Q.___ race.. ANLL @ dgivorced... HA A OWE 4 that I last saw k“""’aﬁve on Qi_, » y b 1B e
6. (b) Name of husband or Wife..— s 6. {¢) Age of husband or wife if || and that death occurred on the dat¥and hour sfated above. Durotion
alive. oo earg || Imi iatq cause of
Tho I fatq fd/nﬁ L ;
| 7. Birth date of deceased...MAY..._.... 10 1887 ... - L S SR
{ Mom.h (Dny) (Year) = '
b
8. AGE: Years Months Days If less than one day Due to. / "‘SU"
/3 11 S PN S Y 7
Due to.
9. Birthplace Indiana. \ /3
{City, tawn, or county) {State or oreign coun )fy
. QOther conditiona
10. Usual occupauon__.__.ﬂﬂnae_ﬁifﬂ (Include pregonncy within 3 moniks of deeth) T i
11. Industry or business. {, PHYSIGAN
=] Major findinga:
Ef12 Name__ Wi1lliam Crabeimon . || ™6f operations _
s - ] Underline
2 V13, Birthplace - ‘tvhhetggs:a :,ﬁ
(City, onny (Suu or foreign enunuy
E { 14, Magiden name_.._mnﬂ .. Grave. ... Of autopey Nhoulda?ae_
i Indian / tstically.
§ 13- Birthplace (City, town, ¢r connty) (Buu Bh&.n munau‘y) 22. If death was due to external canses, fill Is the following:
16. {(5) Info o a] ec___Emo ry {a) Accident, suicide, or homidde ({edfy)-
() Address__._.. 4120 _Blaine Ave. [ ® Dateof oomurrence ——
17. (@) ... Removal ... . & Date thereof..... 31T/ 41 || @ Where did injury oocur? G G rrrosud
(Buzial, cremation, or removal) (Month) (Duy} (Year) (d) Didinjury occur in or about home, on farm, in industrial place, in pubhc place?

{Specily typs of place)

. I
eans of lnjury. .. .} W
................... >

3

|
|
|
= 1

While at work?,

{Licensed Embalmer’s Statement on Reverse Side)
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STATEMENT BY LICENSED EMBALMER -~ - B
) I hereby certify that the body whose name is recorded on the reverse s:de of thm cert:ﬁcate was émbalmed by me, O BV e
. S th_gmtgr:gd Apprentice No...... -
working under my personal supervision. : -

Licensed Embalmer No

: P, 0 Address
<ly Note: The ahove MUST BE SIGNED BRY THE LICENSED EMBALMEII in hl.s OWN HANDWRITING. (Failure to comply w
*the above constitutes grounds for revocation of license.) . . -

) If this body is not embalmed, fact should be so stated above

.




