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1. PLACE OF DEATH:

(a)
)]
(e)

County__ ANATEW
.Rachester, Sasaa

City or town.... l? s
(lf ouhlci-n cn.y or lumu write “RURAL"™ and name of wvmhln)
Name of hospital or institution:
Mo./

R E.D. I 1, Cosbv.,

C)]

in

years, months or days}

(ll‘ notin hospitel of institution, wtits alroet number or location}

Length of stay: In hospital or institution
11 vears
v >

{Specify whother
this community

2. USUAL RESIDENCE OF DECEASED:
@ sace MISSOQULL,. ... & coumy.Andrew,

Rursl
(f outside city or town limits, write "RURAL™)

R.E.D.#']1, Casby, Wo.

(1f roral, give hacation) ~

2

o
Q

{¢) Cityortown

(d) Street No

(e) Citizen of fure{gn country?. f_'\ (Yes or No)

If yes, name country

3. (a) PRINT
FULL NAME

James. K. (Doc). Elrod,

MEDICAL CERTIFICATION
20. DATE OF DEATH: Month NOYEMDATr dwy. 205N,

LI . 3. Social Securit
@ veteran @ “ urty year. IQA:L hout. q * 00 minute §5 a M.
name warH.,NQ.CLe..,.. Nu.___HQnﬁ,._.._..___
21. I hereby certify that I attended the d d from
$. Color or 6. (a) Siogle, widowed, martied, || ofor’  Z2£5ed 19444.. to Y54
s s Maled) e Thite di“'“"/—!:f@.—!—'—?—i—@é ] that I last saw b tte. aliveon B i S tA 19,24
¢, (b) Name of husband or Wife...ooeceeeee. 6, {¢) Age of husband or wife if || 2nd that death occurred on the date and hour stated above. Duration
Ella..F1 T‘nd alive__.._. 563@” lmmediar.eé;mse of death £_
.
7. Birth date of deceased... Ma Jz ..... ’.'Z .th .18'2,1 {0 Cachda ot qﬂ/ ora A ] o //dn.},
(Yoar) _ A
- N / <
8. AGE: Years Monthg Daya If less than one day Due to M’dfw .4,(/&'~H—7 Al G &
7 0 6 19 he. min
Due to
9. Rirthplace.... INKNOHRN, / Indiana
(City, town, or cauaty) (State or fareizn country) i -
Other conditions. 1
10. Usual occupation, Tormer (IS p s v Y '
11. Industry or business Farm A : o 21 q ﬁ x| PHYSIGIAN
o Major findings: —_—
5 ) 12. Name Samuel Tirod > Of operations % Q Undert
[ . nderline
=\ 1. Binbptace.._Unknown, € Indiana thecause to
o (Cn&! town, .o county) (State or foreign country) Of autopsy v hovid bo
m{ 14, Maiden name hATA charged sta-
& tistically.
I " / Indiana ‘ .
§ 15. Blrthplace... InKno n" 2. 21, II death was due to external causes, fill in the following:

16. (s} Informant
® Address_ R F, D.(__/ 1, ‘Cosbv. oL

17. (a) 3urial (8) Date thereof, 11/28/43%

‘Burial, cremation, or removal} (Mnl.l’:)‘ (Day) (Year)

() Place: burin) orctemationUna%q bhﬂpEl }{emEtery

18. (a) Sigtature of funeral directer. “ifwr//ﬁ c’f /.Zo;%}f':m—m?
&) Address_tVannah, ulo,

0. @ M. A5 L2LS & Wira..

o (C-lr to wuntﬂ

??uu or foreign country)

Date received local rexistrar) (H'u:iau;;'- nigna

(a) Accident, suicide, or homicide (spediy)

(#) Date of occurrence
{¢) Where did injury occur?
(City or town) {County) (Ststs)
{d) Did injury occur in or about home, on farm, in industrial place. in publie place?
(Specify type of place) ,\
While at work?... reeeeeee—eesnee. ) Means of injury LA

Signature %7 &P -Ct—f//bvet//_f
%—M CJQA L, 2%

23.
Address

(M. D.
Date sign j e
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STATEMENT BY LICENSED EMBALMER *
1 hereby certify that the body whose name i3 recorded on the reverse side of this certlﬁcate was embalmed by me, or by..... // ‘:/4
L A LY r
enstmetete s earesrrae v eneesenent e , Registered, Apprenuce No
working under my personal supervision. el . £ 7L

Licensed Embalmer No....”” Z @03

P2

. RO Addressé”’? So. o SV °“'“{”"\

gw TR

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

If this body is ﬁot embalmed, fact skould be so stated above.




