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Siate Pils No

_,_T.ﬂ@ Regisirar's No. ..___ﬁé;l__ﬂ,_..

1. PLACE OF DEATI:
{a), County

0 City'or town,, S 6.+ LOULE MO s

(11 outaide city or tawn limits, write "NURAL" agd namy of township)
{¢) Narme of hospital or institution:

Isclation Hospital.

(If oot to boapital or institution, writa ol
(&) Length of stay: In hospital or !namuuo

§' iﬂﬁ@ -

2. USUAL RESIDEREE OF DECEASED, 8 ﬂ"t'
(a} muMiﬁﬂmH:i.g.__-_.. (%) County. ] 7‘__1'

(@ Clty or town..—-.S&. 'Lfﬁﬁ&d. city or town limlts, writs "BUML;‘f,‘ l{ z.‘;
(d) Strest No. ...&1.2.6 Y‘Lest.ministel‘. .

{1l rural, give location}

\(Spoclly whother {{ (¢} Citizen of forelgn country? A (Vea or Noj
In this community H s
yoars, months or days) If yes, name eountry.
MEDICAL CERTIFICATION
3. (a) PRINT
Fuil name _Matthew Carlton,
20. DATE OF DEATH: Monih... J'Jlly_._...._._day 21

3. (&) If veteran, 3. (¢) Soclal Security

nams War No.
5. Color or 6. (8) Slngle, widowegd, married.
o seMale D ihate|” L 5
6. (¥ Nameof husbandorwife ... .. 6. (¢) Age of husband ;; wile if
' allve . .yeara
7. Birth date of dece.'ued...N.Q.I....it..g___].-_&.'z.é_..“_...__.__.___ I
(Month) {Day) {Yoar}

- ._19.1..5...____}10111'
.
21, I hereby certify that I attenided the deceased from l

19, s tO.

that T last saw d-m_ alive on 7/2 1

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

71.\111;._ ii___A..M

29 )
—
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Duration

Immediate caust of deat}; 4 A

If leas than one day

B

AGE: Years Months

68 8

9. Birthptace_____Englﬁnd .

{Cfty, tawn, or county)

10. Usual occupation.. UNEMP loyed:

(State or foreign country)

193

11, Industry or business - PHYSICIAN

- Maijor findings:

Z4§12. Name.____ 4 Of operations i Underlin

F. . . n . * = . N Iy . e

21 13. Birthplace 7 ‘i? the cause to
which death

- ) -ﬁ?h;. town, or county) (State or foreige country) Of autopsy should be

& ( 14. Maiden name : - = - charged sta.

E ] ot ? y,‘l tisticaily.

& | 18, Birthplace i ..

g I —— (State or reign conotry) 22. If death was due to external causen, fill in the following:

16. () T nformant..a.t.el 1a G.rad.y . (a) A.oddenl. sulclde, or homicide (zpecify)

() Address ; (8) Date of occurrence.
17, (@ — ___ (% Date thgreof_ (@) Where did ajury occur?

(Bur!ll.mlﬁan ar remaval} onth) (Day) (Ylu)

(¢} Piace: burial or mmat!om_% ..............
18. (a) Signature of uaneml directo:

(City or town) {Cnuoty) {State)
{d) Did injury oceur in or about home, on fam. in industrial pla.ce in public place?

(Speeifyt tare)
e e Rt M e
23. Signature D orother)......-......

ddress.,\.—i: M T - Date u-[gned
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" STATEMENT BY LICENSED EMBALMER :
. + .o £ i 7 L
. N i »
H i
. T hereby cert;fy that the body whose name is recorded on the reverse sn:le of this certificate was embalmed by’ me, or by :
) .
) Registered Apprentlce No.
working under my personal supervision, : ' . . _ ) - .

o, : b 0 Address.-__-_.__.

LAl o 2 T
Notes The above I\IUST BE SIGNED BY THE LICENSED EMBALMER‘:“n lns OWN HANDWRIT!NG. (leure to c:oml:»l)r with
the above consntutes grounds for revocation of hcense )

-}\ If this body is not embalmed,"fact slmuld be so stated above.

R 3 N S e

I

A e




