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1. PLACE OF DEATH 2. USUAL RESIDEMNCE (Where decosssd lived. If institution: residecice before

a. COUNTY

a. STATE b. COUNTY adiniselon).
A\ Sa0e v p .
b. cn;r {If outeide corpurats limits, writs RURAL and give ~ LENGTH OF c. (:lc')l'gr (1f outaide oorporats limlt, wrive RURAL and glve township} 0 g A

W'HIE.D) STAY t(in this place)
TOWN . TOWN ﬁl ey c3 l@i , J_MA
d. FULL N_I{\ME OF (If oot in hoapital or institution, give strect address or lodfton) || d. STREET {If rural, give onf”

AL O ADDRESS
INSI'ITUTIO . ‘
NAME OF d .
i DECEAS%D a, (First) b. iddle) €. {Last) 4, DS}:E (Month) - (Day) (Year)
(m"mm) Y :}?) r-)ngSdz; —QW ;_Lijl
5, sex;.-. ﬁ, | 6 COLO RACE 7. \%‘IAD%%!'EB E%SQCESRRIED, 8. DATE OF BIRTH 9. AGE u::;an *UNDER 1 YEIR T o ONOER 14 kas.
- ' L (Bpecliy) - ) Iast birthday) |Months| Days | Hours | Min.
s  MIDOED, BIVORCED) )25 78 7¢ 7% | |
10: USUALOCCUPATION (OWekind of work | 10b, KIND OF BUSINESS OR_IN- | 11. BIRTHPLACE ' (Btata or forelg: ] 3
4 donldnrinl mont of working 1ife. even if m;:rd] DUSTRY of “oreien omunuy a 'ZCSHHTZ%"‘(?F WHAT
£ rng o < A'e,./. Fropmerng Sehwg SorCo. Mo U. 3.4
138, "FATHER:S NAME, Loy e l3b. MOTHER' S MKIDEN NAME P 14. NAME OF HUSBAND.OR WIFE

-.,) 4 e —
[/ld.f Jﬂgd/fall/ . :% ot A=} J’ A
i5. WAS DECEASED EVER IN'U.S. ARMED FORCES'-‘ 16. SOCIAL SECURITY | 17. INFORMANT'S S[IGNATURE ORINAME
NO > onen é"‘%f—“ss

(If yoa, sive war or dates of seryics)

{Yee.n0, o7 unknown} .
Jes Selariskh Americdn  Ale A€ rs. Word Jobwson Ale,
18. CAUSE OF DEATH MEDICAL CERTIFICATION INTERVAL BETWEEN

- ONSET AND DEATH
| Enter cnly onscauseper | ). DISEASE OR CONDITION _ ND DEATH .
line for (s), (b), and (¢ | O'RECTLY LEADING TO DEATH®(5) &l’éh e Abre )} ?V\ © % it m N 3_:22 ¥y

“Thiz does not mean | ANTECEDENT CAUSES ?
the mode of dying, such | Morbid conditions, if any, giving DUE TO (b) —ﬁta—

as heart fallure, asthenia, | rise to the above cause (a) stating
e, It fmm. ihe 3: the underlying cause last.

care, Infury, or complica- . DUE, TO (¢} . -
tion which coused death, | 11, OTHER snc;mncaur CONDITIONS T ‘ :
Conditions contributing to the death but not ., 3
related to Hu diseare or condition cousing death. : . ‘s M
19a. DATE OF OPERA- | 19b. MAJOR FINDINGS OF OPERATION o ' : C 2. AUTOPSY?
TION
A . , , » ves (] wo [
2ta. ACCIDENT {Bpecily} 21b. PLACE OF INJURY (tex..inoraboms | 2ic. (CITY, TOWN, OR TOWNSHIP) (COUNTY) . (STATE)
SUICIDE bome, Iarm. fagtory. sirest.office bldg., eta.) '
HOMICIDE
21d. TIME - Mootk (Day) (Year) (Hour) 2le. INJURY OCCURRED 214, HOW DID INJURY OCCUR?
. . | WHILEAT [ -NOT WHILE[
INJURY - o | “work AT WORK
22 ] hereby certify that I attended the decéased from % lo Ib_h_._ﬁ'__]_ 198~7, that I last saio the deceased
alive on Gl , L5, , 195D, and that death occurred ot m., from the couses and on the date stated above.
Ba. SIGNATURFp // egraeor titlp)’ | 23b. ADDRESS M 23c. DATE SIGNED
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24a. BURIAL, CREMA- | 24b, DATE 24c &AME OF CEMETERY OR CREMATORY. | -24d. LOCATION (City, town, or county) -~ - (State)

g?aza:o BY LORCEAGL § R'S suc;%% Z 9 Q/ om:;zoa s %22' %%Q—‘_
11 icemsed E‘J.lmm Staterment on Reverse Side) %

TIGN, REMOVAL (8pedtts)
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. RECEIVED 3755670 |
HMACON COUNTY HEALTH DEPARTMELT
County File No. f/ﬂ L 7 S

Date Filed ....... 7.//..1/.«5-?.........

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, of by eecieee

-----------------------------------------

P. Q. Address L %
Note: The sbove MUST BE SIGNED BY THE LICENSED EMBALMER in his OWN HANDWRITING. (Failure to comply witl
the above constitutes grounds for revocation of license.)

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




