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WRITE PLAINLY—USING UNFADING BLACK INE—MAKE A PERMANENT RECORD

ALED DEC 19

L WY INWVIN W IRl WU vMlaARE

L] ]
1950 STANDARD CERTIFICATE OF DEATH
REE. DIST. NO. 33 G PRIMARY REG. DIST. uo.m_ Kegistrar’'y Na.....é—.{

Sta2e File Nouooninsnnnins oo

ANTECEDENT CAUSES

Morbid conditions, if any, gicing DUE TO (b
_rise to-the above cause {a) stating
the underlying cauae last.

*This does not mean
the mode of dying, such
as heart fallure, asthenia,
ete. It means the diy-

cese, infury, or complica- DUE TO {c)

"BIRTH RO,
1. PLACE OF DEATH 2. USUAL RESIDENCE (Where decoased lived, If ioetitution: residence befors
a, COUNTY a. STATE b, COUNTY ad;nisiond,
— MOr Zan _ Migsonuri yds)
b. CITY, (Jf outside corpurate limits, write RURAL and give ¢. LENGTH OF ¢. CITY (I outalde eorporats limits, write RURAL atd give townabip) '
townghip)| STAY (in this place} " d
TOWN Vergailleg 10¥rg TOWN
. FULL NAME OF (if not in hoapitsl or institution, give strect addrees or location) d. STREET (11 rural, give loeation)
HOSPITAL OR ADDRESS
INSTITUTION _ 201 McoNair Z0) MoNaip
3. NAME OF 8. (First b. {(Middie c. (Last}
DECEASED (First) ( ) { 4. DATE (Month)  (Dey) (Year)
(Type or Print) Wilit Bab DEATH Daee, 9. 1950
5. SEX 6. COLOR OR RACE | 7. MARRIED. NEVER MARRIED, 8. DATE OF BIRTH 9, AGE (ln years| I UNDER | TEAR | ¥ UNDER 31 WIS,
WIDOWED, DIVORCED (Speriiy) laat birthday) Mnntlu, Days | Hours | Min.
Male 2 | whita a Sept. . 6.1869 181 3 |z |
i0a. USUAL OCCUPATION (Ghvelledof wark | 10b. KIND OF BUSINESS OR iN- | I1. BIRTHPLACE (Suncrlou!;n sountry) 12, CITIZEN OF WHAT
done during moat of working Life, even if retired) DUSTRY COUNTRY?
Fammer Retired Green Co,, Tann, / U,S.A,
13a. FATHER'S NAME i3b. MOTHER'S MAIDEN NAME 14. NAME OF HUSBAND OR WIFE -
rmeitad Boberts Harristt -
5. WAS DE ED'EVERIN U. S ARMED FORCES? | A6& g)C ] Ul 17. INFORMANT"® & 1
(Yo4.00, or unknown} | (Il yes, wive war or dates of sorvice) 4% -Tlt -%w SIGNATURE OR NAME ADDRESS
No NO 500=-14-1381 alllea Mo
18. CAUSE OF GEATH MEDICAL, CERT/}FICATI INTERVAL BI EN
|- Eater anly onecausoper | 1. DISEASE OR CONDITION _ ONSET AND DEATH
lige for (8), (b), and (¢) DIRECTLY LEADING TO DEATH @) 2O Prraac

1. OTHER SIGNIFICANT CONDITIONS

" Conditions confributing to the death but not
relaied to the discare or condition causing death.

tion which caused death.

1)

15a. DATE OF OPERA- | 194, MAJOR FINDINGS OF OPERATION T 20. AUTOPSY?
TION
B , ves [ wo

21a, ACCIDENT (Bpedity) 21b. PLACE OF INJURY (s.c..lnorabont | 2lc. (CITY, TOWN, OR TOWNSHIP) (COUNTY) . (STATE)

SUICIDE bome, farm, factory, sirest, office bldg., evo.)

HOMICIDE -
21d. TIME (Month) (Day) (Year) (Hown) 21e. INJURY OCCURRED | 211. HOW DID INJURY QCCUR?

Q . - WHILE AT NOT WHILE

INJURY WORK AT WORK

22. I hereby certify that I a;tendetf‘the dececsed from _fn ~ 1

1959 40 _to. -4 18O | that T last sow the deceased

“aliveon 4 2= 1950, ond that death occurred at

., Jrom the causes and on the date slated above.

Ba. SIGNATURE {Degres or title)
T aed fjm )

'Z3b. ADDRESS

. 23c. DATE SIGNED
(228 s 21 /fes L 42D o /2-4/-S©

BUR) g 24b. DATE 24, I\AME'-()F CEMETERY OR CREMATORY
TION quv L
Hurla Dec, 1150 Verqaillpa r'emeterv

24d. LOCATION (City, town, or county) (State)

DATE RECD BY LOCAL STRAR'S SIGNATURE 21 ¢
'@%ZA &? el Leepe f)) J&

25 FUNE

l’ CTZ s slcuzz nnnasss

e B A -

(Licensed Embalmet's Statement d’n R'm Side)




A5
RECTEIV = e
DISTRICT HEALTH OFFICE No. 3
District File NUmMBbel e mmmmmmee

Date Filed ..z 2 2 fdni@lmmnen

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 —eenooco... —

working under my personal supervision. /

Signed........

Student Embalmer No.

Pﬂ;ﬁ

. rd
/Licensed Embalmer No é‘é < é

Student varavrcceiecstousiannnnas
Student Embalmer

e
Note: The sbove MUST BE SIGNED BY THE LICENSED EMBALMER in his OWN HANDWRITING. (Failure to comply wit
the above constitutes grounds for revocation of license,)
If this body is not embalmed, fact should be so stated above, .




