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No. 300
10.48

THE DIVISION OF HEALTH OF Mnssoﬂm

FILEDDEC 13 1954
: STANDARD CERTIFICATE OF DEATH\

BIRTH NO. /P//JJ' 4-/ REG. DIST. NO. :3 ! i; PRIMARY REG. DIST. N01_(10_3- Kegistrar's No....g_:?...:ﬂvi.

1. PLLACE OF DEATH 2. USUAL RESIDENCE (Whare deconsed lived. If institution: residsnce befors
a. COUNTY a. STATE .. b. COUNTY adinimion).
— %i!{ﬁa rs S Lo s
b, CA‘&Y (Il outeide corpurate Umita, write RURAL and give &I'ALYENGTH OF c. CITY (If outaide corporats limits, write RURAL acJ give townhip)
townahip} place)
oW ¥ Lowis g—z/ TGN Weodcter Cave c-"fb"
Fgé-IS-P?!PANE.EOOF {If ot in bospital or instizution, give street address or louslon) d. ASJI?I%E% (If rural, give location)
'NST'TUT'ONC(E)auGe//Co/ ppa_(d'h@f.f/h: % /E b Darnel
3.32%!\&55%% a. (Firkt) b. (Middle) ¢. {Last) 4. DATE (Month)  (Dsy}  (Yean
(rvpeor ity 1] cha el KCU’!YL rahar oean_ flc ¥, 25 SFTH
5. SEX 6. COLOR OR RACE | 7. MARRIED, NEVER MARRIED, 8. DATE OF BIRTH . §. AGE (Io years| 7 UDER 1 YEAR | IF UNDER 1 HEs.
WIDOWED, DIVORCED (sp.cuyya Iast birthday) Monl.h-] Daye | Houra | Min.
Vi dont G ctabee 23 y55#

20w, Bn Lty |y

ﬂb[)tr'\? RPN Gm]nnlm

i5. WAS DECEASED EVER N U.5. ARMED FORCES?

16. SOCIAL SECURITY
(Yes.no, or unkoown) | (Il yea, z‘in war or dates of service)} NO.

10a. USUAL oCCUPATioN (Givekind of work | 10b. KIND OF BUSINESS OR IN- | 11. BIRTHPLACE (Btata'or forslen country} 12 CITIZEN OFWHAT
done during mowt of workinz life. even if retired) DUSTRY O| “count
[ntent — INisSgur: s _A\

13a. FATHER'S NAME 13b. MOTHER'S MAIDEN NAME 14. MAME OF HUSDAND OR WIFE !

£ —
T INFORMANT S 51 GUATORE R NATE ADDRESS

ANTECEDENT CAUSES

Mortid conditions, if oy, gising DUE TO (b}
rise to the abore cause (a) ;tumw

*This does not mean
the mode of dying, tuch
a2 hcarr faﬂur:, asthenia,

N . — — Mes B Crohne 480 Dovmest Lledcte,
18. CAUSE OF DEATH MEDICAL CERTIFICATION INTERVAL BETWEEN
 Enteronly onscsuseper | 1- DISEASE OR CONDITION / / AND DEATH
ine for (8, (1), and (oy | P'RECTLY LEADING TO DEATH® 5) o .7 4 s

‘C&xfj ﬁ/__ ci'__:fzm_zm_a_ﬁéuLL —_—

Conditions contrituling to the death bul 7ot
related to the disease or condition causing death.

cte.- It meons the dia-' |- the underlying cause last. -
care, infury, or complica- DUE TO (c)
tion which coused death. | 11. OTHER SIGNIFICANT-CONBITIONS » T .~ L U

19a. DATE OF OP_II-_'_E]Aﬁ, .15b. MAJOR FINDINGS OF OPERATION , R T Cre e Y St 20."AUTOPSY?
. YES NG D

2la; ACCIDENT ~ {(Bpacity) 21b. PLACEOF INJURY (a.c..inorabout | 21c, (CITY, TOWN, OR TOWNSHIF) (COUNTY} (STATE)

SUICIDE homa, farm, factory, street, oEce bldg., #t8.) . e .. R . .

HOMICIDE . , -
214, 'rnge (Mouth} (Duy) (Year} (Houn | 2le. INJURY OCCURRED | 21f. HOW DID INJURY OCCUR?

WHILE ATT NOT WHILE
INJURY = | " woRK AT WORK ' 7 S l/ ‘/

21 hereby certin that I attended the deceased from Oct- a2 | 198 oLy to _ﬁ_cL_cLS: IQ_S,Z that I last saw the deceaxed.’
“alive on A,.r.:f_l..__. 195, and that death occurved at _f_._a'.‘ m., from Lhe causes and on the date staled above.

(Degrm or title) DDR
s | 75034 C

st
/of

Z4b. DATE 24c. NAME OF CEMEI'ERY OR CREMATORY

WRITE PLAINLY—USING | UNFADING BLACK INK—MAKE A PERMANENT RECORD

10/26/1954 iLake Charles Cemet

Imranm‘navwcu

U Banl Spith 2

CT 2 6 1954 1C.R.Lupton & Sons

g d’}' (licensed Embalmer’s Statement on Reverse Side)

25. FUMERAL DIRECTOR™S S1GMATURE

ATION (City, town, creounr.y) f Jsue

ADDRESS

37233 Delmar Blvd.
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STATEMENT BY LICENSED EMBAIMER

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

.............................................. . Student Embdulmer Mo.

working under my personal supervision.

Student ..snieesrnerencnssssannsnnanrasaces  Signed... . . o =l A A e A

Student Embalmer
Licenzed Embalm 050/,/ .
P, 0. Add ﬁ; )7"0 "

. Tes ' }....
Note: The zbove MUST BE SIGNED BY THE LICENSED EMBALMER in his OWN HANDWRITING. (Fatlm‘e to comply with

the above constitutes grounds for revocation of license.)
K this body is not embalmed, fact should be 5o stated above.




