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'BIRTH NO. REG. DIST, NO. ﬁ PRIMARY REG. DIST. NO.] - = Regittrar's No.
. 1. PLACE OF DEATH i 2 USUAL RESIDENCE (Whare decsassd lved. I Institatlon: resklence before
o a. COUNTY a. STATE b. COLINTY ndmimion),
. N0
b. CITY (f outside corporate limits, write RURAL and give ¢. LENGTH OF ¢. CITY (If outaids oorporate limity, write BURAL and give townahig)
OR townabip}{ STAY (o this place) R
g Towu.s;.z—o v S RS YA ?J;W" 37 4 o Jrs ?Q/f
. FULL NAME OF (1f not in heapital or tnstitation, give strect address or loestion) d. STREET (IF rurs), give losation)
HOSPITAL OR ADDRESS
8 INSTITUTION Homer G Phillips Hospital LY SARS FIEL D
ﬁ 3 NAME OF 8. (Finst} b. (Middle) k.c. (Last) - 4 DSFE (Month)  (Day)  (Yeer)
= (Type or Print) Minnie - Hawkins | DEATH  Sept. 30 1950
E 5. SEX _ 41 6. COLOR OR RACE | 7. #IAD%%B Nmacrgsnmzo 8. DATE OF BIRTH §. AGE da ren| v owaa s TIAA | ¥ Ooem w
(Bpevify) - i 3 Days | Houra | Min
5 FEMACEl _COL. |ARR e £p g |7€8 -7~ 1887 2| 713%™
102, USUAL OCCUPATION (G work: | 10b. KIND OF BUSINESS OR'IN- | 11. BIRTHPLACE
2 done duriag mowt of warking life, svea  etired) | pusthy | ' ® 4 s ortoren womter) SRy AT
B | _Kpvse wirFE R Ay
< 132, FATHER'S NAME 13b. MOTHER'S MAIDEM NAME T4. NAME OF HUSBAND OR WIFE
a WTRAVIs Mo KsS N NN o W Jvrmes Hawn ) n
i || 'S. WAS DECEASED EVER IN U.5, ARMED FORCES? | 16. SOCIAL SECURITY | 17. INFORMANT'S SIGNATURE OR NAME ‘ADDRESS
= (Yes. o, of woknown) I (If you. wive war or dates of servios) NO. -
= BERT H A4 24 Vi
18. CAUSE OF DEATH Y MEDICAL CERTIFICATION INTERVAL BETWEEN
li | Enter only onecauseper | I ISEASE OR CONDITION . . . ONSET AND DEATH
Z | imetor (a), (), and () mm—:cn_v LEADING TODEATH*y _CongestiVe HeaItrFailure Undet.
v «This does mot mean | ANTECEDENT CAUSES . .
O || the moce of dping, such | adortic conditions, i any, gising DUE TO (o __Hypertensive Heart Disease : w
3 || or heartsatture, osthenta, | rise to the abooe eause fa) stating -
B | ete. It meane the gy | the underiying couse lost.
o eaze, Injury, or complica- DUE TO {c)
> || tiom which coused death, | 11. OTHER SIGNIFICANT CONDITIONS
= Conditions contributing to the death but not
3 related Lo the disease or condition causing death. None
iz [l 19a. DATE OF OPERA- | 19b. MAJOR FINDINGS OF OPERATION 20. AUTOPSY?
= TION .
5 . ves (1 wo (A
212, ACCIDENT Bpecity) | 215. PLACEOF INJURY (eg. inorabot | 21c. (CITY. TOWN. OR TOWNSHIP) (COUNTY) (STATE)
]
SUICIDE boma, farm, factory, stivat, 6fow bldg.,et0.) .
Z HOMICIDE _ . R .
g 214. TIME (Moath) Dey) (Year) (Houn * | 2le. INJURY OCCURRED .| 211, HOW DID INJURY.CCGUR? /
OF . . WHILEAT[™] NOTWHILE T o
| INJURY = | woRrk AT WORK - C - A,
Pt
g 2. 1 hereby cerw'y that I atlended the deceased from 9=29 _____ 19.50_, to —9=30 19._'iQ that T last saw the deceased
2 |a ive on 0 19_59 and thal death occurred at’ 8 ., from the-caiiges and: on the:date stafed’ above.
o () (Degres or titte} | 23b. ADDRESS A o 2. DATE SIGNED
5 (8 A/‘u/o M. D, 2601 N Whittier St - 110-2-50
E 2 BURIAL - U248 24c. NAME OF CEMETERY OR CREMATORY | 24d. LOCATION (City, tawn, or county) (State)
§ gyr;A“'ﬂ /o-s- S CE REELEN WIS p - =7, L avr ., 21 0
DATE REC'D BY LOCAL mﬁleuﬂj 25. FUNERAL DIRECTOR' 8 S1GNATURE . APDRESS
. QT 2 | v A alen | prrr,c fonerns HomE~ 415 WAss weTany
- {Licensed Embalmer’s Statement on Reverse Side)
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STATEMENT BY LICENSED EMBALMER
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I hereby certify that the body whose name is recorded on the reverse side of this certificate was embalmed by me, of by eam]

R .. Student Embalm Ne.esana P e air s aana PR
working under my persona! supervision. “ er Ne \

SimcM. S

R RS AT LA F PP RERE et - Licensed Embalmer No.#% X ...........................
P. O Address#/.(,.g/..z___ ................

Note: The above MUST BE SIGNED BY THE LICENSED EMBALMER in his OWN HANDWRITING. (Failure to cethply wi
the above constitutes grounds for revocation of license,)

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

Student Embalmer v




