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WRITE PLAINLY-—USE UNFADING BLACK INK—MAKE A PERMANENT RECORD
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i. PLACE OF DEATH:

(a)
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County...
City or town.
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(o) N;

ll'oul.nde hty or town limits, write "RURAL" and mﬂe of township)
of hnspual instituti F
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(If nat lymulorl itution, write street
Length of stay: YIn hospital or institution

(d)

In this community.
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(Specify whether

yonrs, months or days)

2. USUAL RESIDENCE OF DECEASED:

ounty. %

£2

(0) State...iin o Shntr o
(<} City or town FA
7(1F outeide city dr town limits, write “ILURAL") d
(d) Street No
(If rural, giva locatlon)
(¢) Citizen of foreign country? .% (Yes or No)

If yes, name country.

i) PRINT
FU L NAME.
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3. (& If veteran,

Name War.

3. () Sac:al Security
Ne,

3. Color or

race.

6. () Name of husband or wife ... {f ...

6. {a) Single, widowed, married,
divorced. it
6. (¢} Age of husband or wife if

MEDICAL CERTIFICATION
DATE OF DEATH: Month......

20,
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-—..hour. minute.
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21. 1 hereby certif that I attended the deceased from

that Iast saw h..keZf alive on

and that death occurred on the date and hour stated above.r

alive. oooeoren.......years j| Immegligh€ cause of death
7. Birth date of deceased fé.j.,.
{Month) (Doy) (Year)
8, AGE: Years Menths Days If less than one day

L.

hr. mint.

9. Birthplace.
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{Clty, tawn, ar MWV foreign country)
10. Usual occupation

Due to WW w
Nt 1)

Due to.
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(%ther conditions. A (/

Industry or business

la pregoancy within 3 months of death) \
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13. Birthplace.

14,

S e B e
Maiden name.

HER F.

15, Birthplace
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16. {g) Informant.’
(&) Address.....

1. (ﬂurial.cm.ou-umnx?o
(e Doy Jon...

18, (a) &

{b) Date thereof. _3

% !Elatu or foreigd oounuy)
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PHYSICIAN
Major findings:
ajor Gndings: AU
B hd ‘ Underline
the cause to
which death
Of autopay should be
charged sta-
o tistically,
22, If death was due to external causes, fill in the following: q
4
(a) Accident, suicide, or homicide (specily} () ! ‘2“"‘
{#) Date of cccurrence
{e} Where did inJury oceur?.
(City or town) {County} (State)
{d} Did injury occur in or about home, on farm, in industrial p]ace, in public place?
Specily t f place)
While at work?._ e S e of MY
23. SIznan.xre‘ . .. (M.D.grother).._.
Address...._. Date uznedﬂ é
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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, ar b'« ..........

............ Registered Apprehticp No...... )
working under my personal supervision.
. . | o, )
Signed.......
ix . 1
GO Licensed Embaimer No
P. O Addquq . . . ‘

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

1f this body is net embalmed, fact shou_ld be so stated above. S CR




