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TANDARD CERTIFICATE OF DEATH ;:.,.‘,,t'._) $iade e Na"iaq:ﬁ-(z:
. REG. DIST. NO, -S-é PRIMARY REG. DIST. m-,réd—aéiﬁfﬂf"-"" ‘N“"‘?‘?é“

fomice accldent |‘RUNH“ESHSEPH&Tion near Tipton Ford on highway #71

"BIRTH NO.
1. PLACE OF DEATH . 2. USUAL RESIDENCE (Whers 4 I lived. It ingtituti o id 1,,,.,,.
a. COUNTY a. STATE srmverw o vty - COUNTY, . o . P -u.n...& ai.
(Ja_s‘pe:f DMiss 0 wxl K?Q, et
b. CITY ¢t outeide corpurate Umitsdrtitse RURAL sod give ¢, LENGTH OF €. CITY (I autaide gorporate limits, write RURAL and give township) A7
OR townahip)| STAY (in this place} A : _f 7 J}
TOWN Jo D/IN Ao g oW TuteN MNevsho L7 Y
d. FULL NAME OF of not in hoagital o institution. give stroot nddress or tockion) d. STREET (If rural, give location)
HOSPITAL OR £ ADDRESS o /
WSTTuTioN  Feeemoan AMosp,Sal R*®7 - i
3, NAME OF a. (First) b. (Middie c. (Last)
DECEASED ¢ ’ ( 4 DATE (Month)  (Dsy) (Year)
(o) Clyde Geowge DEATH Moy 4 |50
5. SEX 6. COLOR OH RACE | 7. MARRIED, NEVER MARRIED, 8. DATE OF BIRTH 9. AGE (I years| W UKlR | TEAR | & UNDER 1 WS,
\ J? .\_ WIDOWED, DIVORCED « ;mcﬁy) , Last birthday) Momh-, Deays | Hours | Mia,
™o les b whive Moaxvie Feb. 14y-1907" 43 I
10a. USUAL OCCUPATION (Givekindof work | 10b. KIND OF BUSINESSTOR IN- | 11. BIRTHPLACE (State or forelgn country) 12. CITIZEN OF WHAT
done during most of working life, evan if retired) -E USTRY [’} COUNTRY?
Fabhp<wex Comstxuction Y1556 wey w.s. A.
13a. FATHER'S NAME 13b. MOTHER' S MAIDEN NAME 14. NAME OF HUSBAND OR WIFE
Doames k. Geougo | hrauxmowsr | Ng€ L)
i5. WAS DECEASED EVER IN U5, ARMED FORCES? | 16, SOCIAL SECURITY | 17, INFORMANT' S G| GNATURE OR NAME ADDRESS
(Yos. 00, or unknown) | (If you, #ive war or dates of sarvice) NO. o
N oo : Augre G—ou&e - R (- Naosho
18. CAUSE OF DEATH MEDICAL CERTIFICATION lg;szgi\!tl. BETWEEN
| Enter only onecauseper | |, DISEASE OR CONDITION ) ND DEATH
Jine for (a), (b), and (¢) DIRECTLY LEADING TO DEATH® )
ANTECEDENT CAUSES
*This does not mean
the mode of dying, such | Aforbid conditions, if any, giriag PUE TO (b) of brain. «skull fracture 5/ 2/ 19 50
o# heart fallure, asthenia, rite to the abore cause (a) stating L } o . g Q/g
ete. -1t meons the dis. the underlying cause last. - . _ . e .. B 7 - ) ?} )
ease, infury, or complico- DUE TO (c) .
tion which caused death, | 1. OTHER SIGNIFICANT CONDITIONS © ~ _r A S S €
Conditions contributing (o the denih bud not
related to the disease or condition causing death. .
192, DATE OF OP_II:Zl%ﬁH | 18b. MAJOR FINDINGS OF OPERATICON = I 20: AUTCOPSY? 1
Decompression operation for frac tured sku.'L'l. e wAes L] o &
21a. ACCIDENT (Bpecity) 21b. PLACEOF INJURY (s.g.. inorabous | 2Ic. (CITY, TOWN, CR TOWNSHIP) . (COUNTY) f ) (STATE}

21d. TIME . (Monty)

OF
Ry May

{Day) (Year) (Hour) 2te, INJURY QCCURRED | 21f. HOW DID INJURY OCCUR?

WRITE PLAINLY—USING TINFADING BLACK INK—MAEE A PERMANENT RECORD%

‘ 1,fy that 1 attended the deceased meQQ_ M&y_‘:l-__ that I last saw the deceased
[(May i+ 1950,

2 1950 . |WHLEATE) MoTwue Chain brok%%%gne striking him
, 18

A apt that death occurred ot ________ m., from the couses and on the dale stated above,
‘ ﬂ;zan ADDRESS 23c. DATE SIGNED
L

AME ®F CEMETERY OR CREMATORY "" LOCATION (Oity, wwn.oreounty)

&-5—-S5

DATE REC'D BY LOCAL

DICL’?‘ID{‘UC_I;_" kmo -

e.o.sA«o Me .

' D, &..rn,egnfcl Ceme/lef

25. FUNERAL DIRE“TOI S SIGNATURE
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STATEMENT BY LICENSED EMBALMER iy

I hereby certify that the body whose name is recorded on the reverse side of this certificate was embalmed by me, or by oo

...... Poteereeeeessessbeney Student Embalasr Wo.

working under my personal supervision.

STUFLRT 2ormarrnanaoonvocnsnn beesnmnctaavns
Student- Enbalmr

. e}
Note: The abave MUST BE SIGNED BY THE LICENSED EMBALMER m hu OWN HANDWRI’I'[NG '(Fa:lure td comply with
the sbove constitutes grounds for revocation of license,) S

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




