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1. PLACE OF DEATH:
(a} County____..

(c) Name of hospital or instltution:

(5) City or towt.... . " A : “Nevro.

ar om.drh eity or wwn lun.lu. wrlta *“RAURAL" lnd oame of township)

{II not in bospital of institation, write street nember or location) /

(&) Length of stay: In hospital or institution,

In Lhis ¢ ity b

R (Specify whether

yorra, months or dln)

12, -'USUAL RESIDENCE OF DECEASED:

(g} State m.'. (p County.

(¢} City or town 0:: 7
(21 oytaide city or town limjte, write "RURAL"™)
(d) S‘tho.Tof. S. .&\_u-v\ _ﬂ {
_(Ifraral, give locasion) bl
{e) Citizen of foreign country? s 3 (Yes or No)
If yes, name country. U 72

Hoed

3. (a) PRINT
FULL Name Lets %&Mﬁoﬁ‘

3. (b) If veteran, " V3. () Sodal Security

name war. No

Ql

5 Colgr o 6. (a) Single, widowed, married, “
4. Sex..hn"QQ:.N }\ ! divurc:dw

MEDICAL CERTIFICATION

20. DATE OF DEATH: Momh...J.Q_= iy 30

year._.l...%_a__..___...lmur..........,_______a.'._:.':m.{nute............h....ﬁ.M

21. I hereby certify that I attended the deceased from

19 _~ y {19~ i3 0 0= A0~ i3
that 1 last saw hem__ alive on 10~ 20 - ) lgg:

(Batial, eremation, or remaval)

Registrar's sipnsture}

(Moath} (Day) (Year)

|2 s QU

6. (8) Nameofh wxfe__... g f6. () Age of husband ot wife if || 2nd that death occurted on the date and hour stated above. .

é_% _____ ” n.[]ve_..._2.£. Y _years (] Immediate cayse of death Duration

. Bicth date of d TFd _ A0 ,JM Mm

(Day) (Year) M 6 mind.
B. AGE: Yeats Montha Days " If less than one day
3" . hr. mln
P 10 ardrven
9. Birthpl A3 raeds -
. (Ciwy, (State or fore: munlry) T
: 2 Q Ei A a D i:,. QOther conditions i &

0. Usual mmﬁon”l'r"' ""‘§ 'g" T sy (Im:.ludr pregonncy whhbin 3 months of d-l.h)

t1. Industry or busi : 3 J PHYSICIAN
e N 1& V éz Major findinga: ’ Q , b./

= a2, Name..w At A A S ol 7 operations........

B ’ 1 i l ;} l ) Underline
=1 13. Birthplace.crde )'VML ’ ] : ;P;ig‘&';g
- e 2 (Stera or lorcign codntry) Of autopsy........ should be
& [ Maiden name.... A charged sta-
E i ﬁ tistically,
g 15, Birthplace T t.uvn m“) i m_u,) 22. If death wag due to external causes, fill in the following: ’

16. () Informant ZYAAAL, )') A QI {a) Accident, suiclde, or homiclde (specify) A

() Addr aj‘ "‘ﬁ?j-,, d:,___ {___;____m (%) Date of occurrence
{¢) Where did inJury ocour?
17. (@ ) Date !hw {City or town) {Coonty) {Rears)

(d) Did injury occur in or about home, on fnnn in Induystrial place, in public place?

iy type of place)

While at work? ...nervrren

11 3 Sy,

-~ T /2 5 7 (Licsnescd Ebalmer's Siatemeni on Roverse Side)



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..

(] Registered Apprentice No.

X
ik

working under my personal supervision,

Licensed Embalmer No. .ot ceinens

P. O. Address

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

If this body is not embalmed, fact should be 50 stated above,




