CARLLAPILLY

N. B.—Every item of information should be carefully supplied. AGE should be stated EXACTLY. PHYSICIANS should state
CAUSE OF DEATH In plain terms, 8o that it may be properly classified. Exact statement of OCCUPATION is very important.
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1, PLACE OF DEATH:
{a) County. /fMl.S-ﬂnﬂ

(b) City or town ...
{If cutside city or town limits, write "R

{¢) Namoe of hospitai or institution: / " 7 I3 l OL}.? e

{If not In bospital or [astitathan, writs atroot number or location)
() Length of stay: In hospital or institution.

{Specifly whether

In this community.
yoars, months or days)

2. USUAL RESIDENCE OF DECEASED:

{a) State M a (% County.

i‘_

(c) City or town_mz:g : _:4&_&42._.“
. / L,/ é (I outaide city or town limits, writd “RURAL"" Y
() Btreet No. ! ﬂ-&

/ {If rural, give location) .

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

L Vears.

8. (c) PR[NT i M m MEDICAL’ CERTIFICATION
""""" Z i ¢ 20. DATE OF DEATH: Month _ D ELC _ diy
8. (b) Il veteran, 8. {¢) Social Security B
name war. Mﬂ No. /q/ 0” F Fear- our
21. 1 hereby cortify that I attended the deceassd fro
5. Color or l 6. (a} Single, widowed, married,4
4. Sex.. M_E_._. rac divorced_wme
d or wife iI
_MNORA ___LM&LW "
7. Birth date of d d
(Month} (Day) (an)
8. AGE: Years Months Days If less than one day

5L 92 -

0. Biepnce. LAVL INE R LD //r/( Vi

{Cis; wD, ar ecunty) (Biata or foraign country)

10, Usual oceupation iﬁMEIi

11. Industry or business :

Due to.

Iméedjate canse of death
Dus to E

\I

n

M
Other condiﬁona_mﬁfgd.d%_ <
{Incloda pregonanoy within 3 manths of dea

{ 12. th_ﬂﬂwqw:

18. Birthplace by pj
Cigl, town.u county) (Stals or fareign country)

14. Maiden name
15. Birthplaces

(City. tex Adt‘)’ %. %npun mlr!)
18. (a) Inflormant’s own signatyre
[()] ii?— ﬂ

17. (a) .Q_K_LELF___._._ (b} Date thureof
(Burlal, cremation, or removal)

(¢} Place: burin] o cremation
18. (a) Signature of funera! directt
{b) Address. (

T

MOTHER FATHER

Mmlh) (Day) (an) l

W’

rﬂ'ﬂ‘. m:

15. (a) %;E_ﬂ_ ®
{Drate od local regivtrur)

{Hegistrar's slgmatare)

PHYSICIAN
Major ﬁndlnﬁl: —_—
Ot operations Underline
& cause Lo
i
shou .
Of autopey [ehargod Bta-
tistically
22. If death was’due to external eauses, fill in the following:
{a) Accldent, suicide, or homicide (specify) —

(%) Date of occurrence.

{¢) Whera did Injury occur?.

(City or ') (County) (State)
(d) Didinjury occur in or shout home, on hrm. n fndustrial place, (o public place?
2} ;
’ nr placs)
While'at work?

D

.?mh@

{Licensed Embalmer’s Statement on Reverse Side)
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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

i

» Registered Apprentice No

working under my personal supervision. ' L . - r

v
.

&

" Licensed Embalmer No

P. O. Address

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

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




