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1. PLACE OF DEATH:
T, o~
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107

(If outsids city ot town limite, write “RURAL” and name of ip)
{¢c) Name of hospital or institution:

(Tartndle.

/
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(If not in hoepital or jnatitution, writs atreet number or location)
(d) Length of stay: In hospital or institution,

2 (Specify whother
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years, months or dayy)

g

2. USUAL RESIDENCE OF DECFASED: 7 O 7
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@ Street No... 2tlan) W, L 2
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{¢) Citlzen of foreign country?. (Yes or No)

If yes, name country.

LA ENT T HOMAS La~v

3. (b If veteran,

i
o 3. () Social Seén}y
No.

name War.

6. (a) Single, widowed, married,

MEDICAL mnmi
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11. Industry or business.

9. Birthplace _ /%( ARt € C,O______ mﬁ)

(City, town, por county) _ _ . {Suats ar foreign couatry}

/ : ~
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6. (¢} Age of husbagd or wife if and that death occurred on the date and hour stated above. D .
uration
ahve.._... & Immediate cayse of death
7. Bifth date of deceased { ). AYLELL - ,(a. /&}é ,? Lt oot X o b
"(Month) “iay; (Year) ;7 / /7

8. AGE: Years Months Days If less than one day Due todn‘m m M

X, (Aot WM

Due to

-

14. i
.15, Birthplace.
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18: (a) Slgnature of funeral
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thereof_(l_;?.d __12 .
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A B P g Other conditions._,
"""" " {[nclude pregnancy within 3 months of death}
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y ! PHYSIGIAN
Z é ’ Ma;gfr findings:
Natme f—pn operat ions.
12. N — ; L ; ,\ Underline
. ' . ; the cause to
- {A ‘ which death
Of autopay. should be
- A charged sta-
tistically.

22. If death was due to external causes, fill in the following:
(c) Accident, suicide, or homicide (specify)

{4} Date of ocourrence

(¢) Where did injury occur?.
(City or town) {County)
(d) Did injury occur in or about home, on farm, in industrial place, in publ:c place?

(Spocily type of place)
‘While at work?____. - — (¢) Means of injury. . e

Address
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s STAT]:MENT BY LICENSED FMBALMER _
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_Ihereby certify that the body whose nameis rccorded on the reverse sxde of this certlﬁcate was embalmed by me, or by... ' N S—
R L - , Registered Apprentlce No -
working under my personal sdperviélon

Licensed Embalmer N

o nszozv

/
P.O. Address I
Note: The above MUST BE SIGNED BY THE LICENSED EMBALMFR in his OWN HANI)WRIT]NG (leure to eomply with

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

the above constitutes grounds for revocation of license.)



