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1. PLACE OF DEATH:
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(¢} Name of hospital or institution:
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(a} County. d - o . W . S
() City or Lown"__--____..m..m.ﬁ‘.wﬁ .
(if cutslde city or town limits, write "RIURAL™ end name of
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(d) Length of stay: In hospitai or institution
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In this community...........

(Specify whether
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{c) City or town...... ey N Y
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{d) Street No..._.
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(¢) Citizen of foreign country? {Yes or No)
If yes, name country. /)

3.
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3. (¥ If veteran,

name war,

3. (&) Social Seturity

fwé“/

wifs

alive..... fé

6. (a) Single, widowed, m:t‘rri
/ divorced..zymz

6. {¢) Age of husband or wife if
—

44

...... .years
7. Birth date of deccaged....... ...._.ég_ — / J/
onth} {Doy) {Year)
8. . AGE: Years Months Days If less than one day

v

7,710

9, Birthpla,

. town, oz county) / {Stats or forein"eo:siuy)
10. Usual occupauog : . . i
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11. Industry or busipess.
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= | 13, Birthplace_. / )
] State or [orcign country)

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

{State or [oreign couatry)

(b) Date thermf
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(—B-nnll. cremation, or re {Maznth) (Day)

Piace: burial or cremation .
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{Duts reccived local rexistrar)

(Regutrnl ) umlm) /

{Year)
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MEDICAL CERTIFICATION
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20. DATE OF DEATH: Month,., /

‘# -1.._.. hour.

?yuﬁt’y that 1 attcn?‘?

S aliveon ... /_-'r'“a.. -

....day.

3 ___..EM

year.._. .=
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thal t saw b, f
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Of autopsy. (1‘4 _— should be
D <l charged sta-
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22, If death was due to external causes, fill in the following:
(a) Accident, suicide, or homicide (specify)
(&) Date of oocurrence
(¢} Where did injury occur?
{City or town) {County)
(&) Didinjury occur In or about home, oo farm, in industrial place, in pubhc place?
@mfy type of place) .
" While at work?____ Z Means of i injury.. {3 S
23, SixnatureL :....& _..61‘4— M_ O orothery .
Address. oo SR 6.7 {1 11 11 WA W
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T hereby certify that the body whose name is recorded on the reverse side of this certificate was en;bgilmed-by me, or by....

........ , Registered :.\ppn:entice' No . .

working under my personal supervision.

Licensed Embal

" .. P.O. Address....._ /..

Note: The above MUST BE SIGNED BY THE LICENSED EMBALI\II'.R in lus OWN HANDWRITING.
the above constitutes grounds for, revocatmn of license.} L -3 L.

If this body is not embélmed fact shou]d be so stated above.” ’ e
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