« No, 300
. 10.42

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

nE W

FILED MAR 31 1955 STANDARD CERTIFICATE OF DEATH

VERWY W FICARITT W Vi UM

State File

10653

No... i st

BIRTH NO. rec. pisT. no. 322 primary REC. DisT. Wo. 07/ Kegistrar's No L
1. PLACE OF DEATH 2. USUAL RESIDENCE (Where decessed lived, If Institution: residence befors
8. COUNTY Saline a. STATE 0. b. COUNTY Snline “tmistea.
b. CITY (f outelde corpurate Uimits, write RURAL und give ¢. LENGTH OF || ¢ CITY 4 I» Fesidence within Hmits of
waabip) | STAY oR Slater .
TOWN Slater R TTRAYEE | Town o G
d. FULL NAME OF (If aot in hoapétal or insit uive strwot addroes or location) || 4. STREET (14 roral, pirp location) [
HOSPITAL OR ADDRESS ( LC
INSTITUTION “N0 11095 Barler s, q 1 o
3. g&h&ﬁs%g a. (First) b.-(Mldee) . (Last) 4 DS1F'E (Month)  (Day) (Year)
(Type or Pring) Georpge Richard Allen ammllarch- 20-1055
5. SEX 6. COLOR OR RACE | 7. MARRIED, NEVSEC%SRRIED. 8, DATE OF BIRTH 9, “A.GE ‘o yean| = voor | 1Tan [ F DG i e,
- (8, t ! on Hours | Min.
male white Wi [Jan. 1st 18A7 88 27| 10 ,
102. USUAL OCCUPATION (Giveklnd of work | 10b. KIND OF BUSINESS OR IN- | 11 BIRTHPLACE 1000 i Seate or Faraign Country) 12, CITIZEN OF WHAT
uéc%nin;‘ng-(x‘t!wiakgliﬂﬁ "éli"“w, none DUSTRY Kentl‘lcl"v / UNTRY? .
138. FATHER'S NAME 13b. MOTHER'S MAIDEN NAME 14, MAME OF HUSBAND ' OR WIFE
Jasd Wm. Allen | Sarah Ann Young none
I5. WAS DECEASED EVER IN U.S. ARMED FORCES? | 16. SOCIAL SECURITY | 17. INFORMANT 5 51 GNATURE OR NAME ADDRESS
{Yew.no,or unknown) | (If yes, glve war or dates of sarvice) NO. ¢ o '
no 10 trs. lUyrtle Paxton Slater--<lo.

MEDICAL CERTIFICATION

. Enter only onecauseper

18. CAUSE OF DEATH

Iine for (g), {b), and (c)

*This does not mean
the mode of dying, such
as heart failure, asthenia,
ede. It teana the dis-

f. DISEASE OR CONDITION
DIRECTLY LEADING TO DEATH* ()

Eenre-

Mﬁw

INTERVAL BETWEEN

OHSEI' g DEATH

ANTECEDENT CAUSES

2diro- Jeinpasy. Mf

Mortid conditions, if any, giring DUE TO (B)
rize {o the above cquse (a) Hating
the underlying carae last.

DUE TO (e}

ease, injury, of complica-
tion which caused death.

1. OTHER SIGNIFICANT CONDITIONS

Conditions contributing to the death dul hot :
related to the diseaae or condition causing deafh.

18a. DATE OF OP'IEJRO‘?J 195, MAJOR FINDINGS OF OPERATION 20. AUTOPSY?
,—3—7‘,/ X yes L] wo [#7
21a. ACCIDENT (Bpacity) 21b. PLACEOF INJURY tog..lnorabont | 21c. (CITY, TOWN, OR TOWNSHIP) {COUNTY) (STATE)
SUICIDE home, larm, factory, strest, office bldg., wte.)
HOMICIDE
21d4. TIME Mopth) (Day) (Year) (Hour) 2le. INJURY OCCURRED | 21f. HOW DID INJURY QCCUR?
WHILEAT["~] NOT WHILE
INJURY WORK AT WORK

2. I hereby certify that I altended the deceased from - Ly 19.1.’_' lo _3:_!&: 19.3° that I last saw the deceased

aliveon _B-AL —  19.8) and that death occurred a2 @ m

., from the causes and on the date

stated above.

23a. SIGNATURE

Y A et ftyers F2’

Eor title} (stb ADDRESS

P £

Z3¢. DATE SIGNED

7 -F27T

%JisNBURIAL CREMA- | 24b. nfu./ v 24c. NAME OF CEMETERY OR CREMATCRY Z{d. LOCATION {Oity, towm, or county) (Btate)
: »13/22/1955 | City Cemetery 4} Slater, Hos _

DATE,REC'D LOC.AGL GISTRARE SIGNATURE ‘s sl ATURE )é//m [T

3/2 3 Z«o w /

{Licensed

.

*s Statement on Reverss Side}




Sbwrad L\ oy sk ga asa YN o, (eh s 0 D)
\ STATEMENT BY LICENSED EMBALMER

x
_?'6&!?‘)\.&4 -y .'.\‘f.\ , P '\k: - T '-a-h';ntu
o :

I hereby certify that the body whose name is recorded on the reverse side of this certificate was emb:

LR+ LU= 0 - I irevena- , Student Embalmer No............

working under my personal supervision..

-
Student ....oovcanremrcmreaccacarerocazosasecnssnnnanns Signed
Signature of Student Embslmer
“ri, -’\'(-t A ~A\ - ¢ \,2/42 21 y
- i ~, - R . 4/ J
PR 3 P. O. Addiess .................
ey Ngte: The above MUST BE SIGNED BY THE LICENSED. EMBALMER. in lns O\\YN HANDWRITING. (Fa
-\ .. " \

to comﬁly with the ab%ve ‘Constitutes® grounds for revocation of llcense)
If embalmed by a STUDENT, he also shall sign in his OWN handwntmg.
1< this body is rot embalmed, fact should be so stated above.




