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1. PLACE OF DEATH:

() County ... —

{¥} City or town

{If putside city or tmmluniu-wrlu ‘llURAL' lnd nama of towoship)
{¢) Name of hospital or institution:

{if not in hoapital ar K.nn.il.ution. writs stresi number or loention) i

{d) Length of stay:

In this community.

In hospital or institution

{Specily whether

years, munthe or days)

2. USUAL ll:‘.SlUl&l\(,E OF DECEASED: . 6 /
{a) Stat M._ (4} County. %%3
(¢) City or town /'—7/!_ P, D I e /72

(If outslda city or town limits, write "RURAL™)
(d} Street No

{1t roral, give location}

(¢) Citizen of foreign country?. {Ves ot No)

If yes, name country.

3. (a) PRINT, [(
FULL NAM&Z__ = RV o Rt

3. (5 I1f veteran,

name war,

/3 {c} Social Security
No.

ol

O Zrely

(&) Name of husband or wife. ..

5. Color o

~
7. Birth date of decmuecx__....k %ﬁ.\:f

-1

{Moath)

) Single, widowed, tnarried,
m&lwt divor_ced..M

6. () A'.‘ Ausband or wife if
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MEDICAL CERTIFICATION
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o
year /ﬂ minute ,// M.
1. I hereby certify that I attended the deceased from

- 1 . Lo . lﬁé_l‘.%—‘
[Shat § last saw hfgeahlive on E EJ J& Y . 19_%=

and that death occurred on the datefj& hkour ut‘é/ted above,

20. DATE OF DEATH: Month .

: ‘ 5 - «| Duration
ediate cause of death ~ : L

8. AGE:

Years

7

v 1
Months Days

s

If less thati one day

hr. min.

9. Birthplac

-
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. Industry or

12, Name

N,

13. Bi
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. Usual occupation %

Co oo

town, or Zunl‘.;') -

(Statas or foreign n'tn’)

MOTIIER FATHER =

(City. or county)
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(5) Add

&) Adgr

1l
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{ 14. Malden mgﬁw
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jsf ! (State or r?isn coontry)
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—(-ﬂ_-mu-r signature)

Other conditions ) -

{Include pregnancy within 3 months of dsath) KL/ e
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Ma](;r findings: { 4
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Of operations,
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hih deach
W, i=:1
Of autopsy. should be

8ta-
|tistically.

| 23. Slma’l;xe%.. Sﬂ_’( £

22. If death was duc to external causes, fill in the following:
(@) Accident, suicide, or homicide (specify)
{#) Date of cccurrence.
(c) Whete did injury oecur?

(City or tawn) {Coanty)} {State)
{d) Did injury occur in or abont home, on !arm. in industrial pla.ce. in rmblir.- place?

(Specify type of place)

While at work?.,..... (e} Means of inlury..f.‘......_._.___.__

o (M. D.orotimr)

- _?fk_l."ﬂ_g._.__._ Date dgnedd - F T
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L STATEMENT BY LICENSED EMBALMER

I hereby certify that the body whose name is recorded on the reverse gide of this certificate was embalmed by me, or by

, Registered Apprentice Now oo

woridng under my personal supervision. -
o Sigried CJ% C/ /%M
- A

Licensed Embalmer No

P. O. Address %44’—-4 -7

{Failure to comply with

Note: The above MUST BE SIGNED BY THE LICENSED EMBALMER in his OWN HANDWRITING.
the above constitates grounds for revocation of license.)
If this body is not embalmed, fact should be so stated above.




