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1. PLACE OF DEATH:
. GREENE
SPRING FLELD
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6. (b} Name of husband or wife___ e 6. (¢} Age of husband or wife if || and that death cccurred on the date and hour stated above. Duration
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ARBELLA FRrR ESNE, l. l ali __7 _years || Immediate cause of death
7. Birth date of deccased 4 & /574 || lvocardisl insyffency over |6mo,
’ {Ménth) (Day) (Year)
8. AGE: Years Months Days If less than one day Due to... (/m.(nc, %’% ______________________________
{ S’ 0 b hr. min
’ -l 1 - U Due to.
9. Birthplace........... 52042,
.- R (State or foreign country)
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22. If death was due to external causes, fill in the followlng: o
(@) Accident, suicide, or homicide (specify)
(8} Date of cccurrence.
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(d} Did injury occur in or about home, on farm, in industrial place, in public place?

(3pecify type of placc}
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While,at worki:........
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STATEMENT BY LICENSED EMBALMER ' T ook
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I héreby certify that the body whose name is recorded on the reverse side of this certificate was embalmed by me, or by o ‘ X
. . LI . o .o e
Registered.Apprentice_ No....... : ,

Note: The above MUST BE SIGNED BY THE LICENSED EMBALMER in his OWN HANE/
. the above constitutes grounds for revocation of hcense.) .

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




