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1. PLc8CE OF DEATH 2. USUAL RESIDENCE (Where deccased lived. If institotion: residence befors
a. COUNTY, a. STATE 'b. COYNTY adinisinn}.
Sull\van 116 uilivert
b. CITY (I outalde corpurate [imita, write RURAL and give ¢. LENGTH OF c. CITY (I outids eotporate limits, write RURAL acd give townshing )
wwnskip)| STAY tin this place) OR 9
o YA\ 4 \an oW 19\ ed Ruite\ o
d. FULL NAME OF {lf mot in hoapital or institution, give streat nddross or location} d. STREET (If rural, dive loeation) !
HOSPITAL S ADDRESS j
INSTITOTON S\ p So1a \\\o Jaeltson  Tuw
S.DBIE%MEES‘DE'B a. (First} b. (Middle) ¢, {Last) i 4. Dé}'E (Month) {Day) (Year)
{ Twpe or Print) HQS-\Q.\’ Lee In\ey DEATH 9~ 14~ 1949
5. SEX I 6. COLOR OR RACE | 7. ‘nﬂlADRO@fing g[E‘\;'gFR‘CﬁEHSRRiED 8. DATE OFhFRTH gilfaGEErg;n yenrs| IF UNDER ) TEAR | I umoen sl
~ e NED, BV (Specify) _ N7 - ey t day} | Mooths | Days { Hours'] Min.
anade| while | S g 1 & 24- 794q | |
10a. USUAL OCCUPATION (Givektndof work | 10b. KIND OF BUS[HESS OR IN- | 11. BIRTHPLACE (B! t ¥ 12
done doring mowt of working lifs, -nnl.fnd';:d) ) . ‘DUSTRY \\ \ tate or forelgn sountry chl'ﬂ_lZ_EN ?OF WHAT
ot — v \lawv < W d
13a. FATHER™S MAME 13b. MOTHER' S MAIDEN NAME 14. NAME OF HUSBAND _032 WIFE
covie O, Ciunley  [Hester Wotvell -
I5. WAS DEGEASED EVER IN U.S ARMED ifJRCES" 16. SOCIAL SECURITY | 17. INFORMANT'S SIGNATURE OR NAME ADDRESS
" (Yea. b0, or uokoown} | {If yes, xive war or dates of service) . NO. f: r
. . -%] . l_-q . u_u_ll-xj: alloed - Lo
MEDICAL CERTIFICATION

INT' gRVAL BETWEEN

rise to the abore coue (o) staling

Morbid conditions, if any, giring PUE TO (b)
* the underlying couse last. T

DUE TC (o)

tign which caused death,
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RECEIVED  ocgisBi g
District Health Officer No. 10
District Fila Mumbor__/0 2/~ 7,
Date Filed .__0CT 3 __ agq .

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, or by o _.oceee.
Student Embaimer No. :

working under my personal! supervision.
(BJ,\J\.&A&J 4 QJ—!A—O-—-\M

Signed

Licensed Embalmer No 2’ 2 & :’
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Note: The above MUST BE SIGNED BY THE LICENSED EMBALMER in his OWN HANDWRITING. (Failure to comply with

the above constitutes grounds for revocation of license.)
I this body is bot embalmed, fact should be so stated sbove.




