JH OF MOARJR]

. No.300 )
w2 ) FILED FEB 23 1949  STANDARD CERTIFICATE OF DEATH State File "°"“"‘[1“' )
BIRTH NO. ____________ REG. DIST. wO. §.l_8_._ PRIMARY REG. D1ST. _3__ Regirtrar's No
1. PLACE OF DEATH : 2. USUAL RESIDENCE (Whers o A lived. I losti eidence befors
a. COUNTY I a. STATE b, COUNTY
K Mt S50 R/ S?‘Aould‘.!
V b. CITY tf cumids corpurste Umits, writa RURAL and give ¢. LENGTH OF c. CiTY (11 outkds corporsta limits, write RURAL uad cive towmbin) ey
/’ﬂk OR wownahip)} STAY (In this place) ﬁ_
N o, Lol S MR 7 L esy
ﬁ d. Fl‘-ljclSSLP#ﬂ_Eo%F (1 not tn hioapltal or instiention. glve strect addrem or lovation) d. Asmﬂsgrﬁ (I? rursl. ghve location) . 14
/ -7 3 INSTITUTION Barnes Hospitat, / LEE-HMALL-WASHING tare ALY,
L4 T “'
é 3DNE‘AC%ES%FD I‘? (First) Jb (Mldd]l‘) c. {Last) &, DBIE (Manth) (Day) (Year)
= { Twpe or Print) ar rd wain 86 ce DEATH e £f 49
Z 5. SEX 6. COLOR OR RACE | 7. MARRIED. NEVER MARRIED, | 8. DATE OF BIRTH 9. AGE (In yaars| # muoem 1 YEAR | 7 G0ER & s,
§ . WIDOWEQ; DIVORCED (Bpeciiy) laet birthday) | Monthe , Dans | Hourn l Min
3 MALEY VLT E S/NG LEU MAR 3(—L2(F 36
10a. USUAL OCCUPATION (Gwekizdof work | 10b. KIND OF BUSINESS OR IN- | 11. BIRTHPLACE (State or foreign oountry) 12, CITIZEN OF WHAT
-4 dope duricg most of working 1ife, sven if retired) DUSTRY . COUNTRY?
i STIrDENT: — ST.LowtSsS Mo (2S5 A
< 132. FATHER'S NAME 13b. MOTHER'S MAIDEN NAME . 14, NAME OF HUSBAND OR WIFE
u [HARRY £ BoYCE Linnie MayREMEQui g
[ 15. WAS DECEASED TVER IN U.S, ARMED FORCES? | 16. SOCIAL SECURITY | 17 INFORMANT' 5 SIGNATURE OR NAME ADDRESS
< (Yas. 00, or unknown) | (if yes, cive war or dates of sorvice) NO. N
i = — 9618 9STE MFARRY E: BoOVOE ~£G2IT- fhep
18. CAUSE OF DEATH MEDRICAL CERTIFICATION . INTERVAL BETWEEN
|| Enteronly onsceuseper | I, DISEASE OR CONDITION _ itand / MF E ONSET AND DEATH
Z  |[ ttne for (a), (43, and (¢) | PIRECTLY LEADING TO DEATH q) N :
E «This does not meen | ANTECEDENT CAUSES o0E 0 4 - 5 - Q / .
the mode of dying, such | Morbld conditions, if eny, giving w4 L Unl/vg *
ﬂ as heart faltre, asthendo, | rise o the above cause (o) stating [ J[ M
B Hete. 1i means the dis. | ChE underiping conse loxt. C R . :
ease, injury, or compli DUE TO (¢} . . /
g tion tohich caused death. | 11, OTHER SIGNIFICANT CONDITIONS &\/ ﬁ [\
= Conditions contributing fo the death but not /
3 related to the disease or condition causing death. _A- \ -
|| 19a. DATE OF OPERA. | 190. MAJOR FINDINGS OF OPERATION ] & 7 L/" ] 2, AUTOPSY?
g - YES m NO D
o | 2a- AcClDENT (Bpwelty) 21b. PLACEOF INJURY te.g..lnorabout | 2ic. (CITY. TOWN, OR TOWNSHIF) (COUNTY) (STATE)
b SUICIDE boma, farm, [kototy , strest, office bldg., #ts.} -
Z HOMICIDE i .
.fg 21d. TIME (Moath) (Day) (Year) (Heur) | 2le. INJURY OCCURRED | 21f. HOW DID INJURY OCCURT
OF . WHILE AT NOT WHILE
J‘ INJURY WORK AT WORK
—
E 2. I hereby ceﬂ? that I attended Lhe deceased from 24N {3 19 4 1 Leb « , IQﬁ., that I last saw the dececsed
4; alive on .._.ib_‘L, 1947 and that death occurred ot /2215 _Am,, from the causes and on the date stated above.
=] 23 SIGNATURE ' . (Degroe of mla) 23b. Annnssa . Z%. DATE SIGNED |
B Sarnes k .
' Ebﬂ/ ng MD. Hospital, 2/4/47
E Zia, BUR IAL, CREMA- | 24b, DATE 24c. NAME OF CEMEI'ERY OR CREMATORY | 24d. LOCATION (Clty, town, oz connty)  (State)
TION, REMOVAL (Bpedity) o |
g - 7= a2 otisS Co
DATE REC'D BY LOCAL | REGISTRAR'S SIGNATUR 25. FUMERAL DIRZCTOR'S S1GNATURE "ADDORESS
reg 6 -8 FARNER JNPERTAKING Co,




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, 0f by oo

................................................ , Student Embalmer No.

working under my personal supervision. r% W
Signed /ff&o

Sl gNed ceveeennencanccrrssnscasnnaassasnnnrnes . Llcenaed Embalmer 7{32{4
Student Embalmer - ;;
P. O. Address : rﬁé] éo"’"d’ ; 7

Note: The above MUST BE SIGNED BY THE LICENSED EMBALMER in his OWN HANDWR.ITING (Failure to comply with
the above constitutes grounds for revocation of license,)

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




