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1. PLACE OF DFEA

(#) Coumy_.!!_ﬂ.!« a2
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T outaide clw ar town limits, write "RURAL" and nama of township)
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(¢) Name of hospital or institution:
St Aubss  thaspital. 0

(Lf not in hospital or institution, write *aet number ar location)
{d) Length of stay: In hospital

r institution

2. USUAL RESIDENCE OF, K DECEASED:

(a) smmi ASaM 1 ereeemeenee () County, _S;t\'.iqo __%g...._

() City or town \"(ﬁh:ns c..X.
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{Specify whether (If rurnl, give locution)
In this community..........._ ... d1 0L S -
years, months or days) (e) If ioreign born, how long in U. S. A.?. yeara.
MEDICAL CERTIFICATION !
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10. Usuai cccupation
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14, Maiden name! Kﬂn(\ﬂ
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and that death occurred on the date and hour stated above,
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Due to
]
Other conditions. ‘;’){
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Maijor findings: | 0!
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22, If death was due to external causes, fill in the following:
(a), Accident, suicide, or homicide (specify)

N
3 (b) Date of occurrence

(¢} Where did injury occur?
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() Did injury occur in or about home, on farm, in industrial place. in pubhc place?
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STATEMENT BY LICENSED EMBALMER

I bereby certify that the body whose name is recorded on the reverse side of this certificate was embalmed by me, or by

-t . P
oo , Registered Apprentice No ,

r .
.
! NPT

working under my personal supervision. .
’ ' - ,’ - ' - -,

Signed :

Licensed Embalmer No.

P. O. Address

Note: The above MUST BE SIGNED BY THE LICENSED EMBALMER in his OWN HANDWRITING, (Failure to complly with
- the above constitutes grounds for revocation of license.)
If this hody is not emhbalmed, above space should be left blank.




