i rtant.

is very impo
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. PHYSICIANS should state

x
CAUSE OF DEATH in plain terms, so that it may be properly classified. Exact statement of OCCUPATION

WRITE PLAINLY—USE UNFADING BLACK INK—MAKE A PERMANENT RECORD

N. B.—Every item of information should be carefully supplied. AGE should be stated EXACTLY
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B & 1t STANDARD CERTIFICATE F DEAT
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14527

1. PLACE OF DEATH:
{a) County.

@ ot I A~

{ir ide city or town limits, write "RURAL" a;
(¢) Name of hospital or natitution:

e

{If not tn hospital or un{hntlau. write atrest number or loca!.nm)

(d) Length of stay: In hospital or {nstitution

J'-o . (Specify whether

In thiscommunity.
yoars, mobths or days)

2. USUAL R-IDEN/E OF DECEASED:

{a) Stn rmeerreiemee (B} County. &

/—;'

{e) City or tow A AAS 2:24 ;é
(If outaide clty or town u. writt " RURAL™)

(d) Street No.

{If rural, give locotion)

years.

{e) I foreign born, how long in U. 8. A.?

s@rnt /S pu(s A ﬂ A G NS

B, (b) If veteran, 8. (&) Sodn.l Security

noame WAar.

7. Birth date of deceased.....

{Month)

5. Coler or : ts (a) Single, zdowe
race. M T divnrco w

wisrnene 8. (€) Age of busband or wife If

Day) T (Xean)

8. AGE: Yeoars Months Dayn If less than one day

S¢ 1) |2 7 e

r

9. Birthplnce.......

10, Usual oecupation

11 Industry or b

MEDICAL CERTIFIC

20, DATE OF DEATH: Month &7,
yeu...l.g ... hour.

21. T hegeby certify that I attended the

“ 3 _..__AZL3_..., 1 . to‘%ﬁky_
that Flast saw hu£A_ alive on D%'Q 2

and that death occurred on the date and ho—u—r' ated nbo ﬁ‘
Tt _&%%M <.

{12. Name. .“?«»—&ZIN éffufa—‘——

18. Birthplace

Duralidn
VI
Due to.
Due to
Other conditions,
{Inclode pregnaney within 3 mouths of death) —
PHYSICIAN
Major ﬁ.t:dingia: —_—
Of operations, Underline
the cause to
T
ahou °
Of autapey charged sta~
tistieally

:
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15. Birthplace - "

(Gtr.w !s&}u Torelgn country}
{ 14. Maiden name

17. (a} ..H 4. {b) Date thereof.

(Bu.rl‘l. cumnmm or removal)

p’
]
g
o
g
X
g
q !
£
[

22. If death was due to external causes, fill in the following:

(a} Acrident, suleide, or homicide (specify)

(b) Date of occurrence.

(c) Where did injury occur?

{City or to
{d) Did injury eecur in or nbout home, on farm,

(3ta
i)n industrinl plnce in puhlic placa'l

(Spocl!'r t

While at wo,
| 28. Signat
Addr

(M.D,orother) ...
Date sgned........... ..




RECEIVED
District Health Officer No. 8,

Date Filed -..-MA.Y..4.--1944------

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

working under my personal supervision.

Signed

Licensed Embalmer No

P. O. Address
(Failure to comply with)|

Note: The above MUST BE SIGNED BY THE LICENSED EMBALMER in his OWN HANDWRITING

the above constitutes grounds for revocation of license.
If this body is not embalmed, above space should be left blank.




