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STATE FILE NUMBER
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1. PLACE OF DEATH

2. USUAL RESIDENCE (Where deceased lived.

Ff institution: Residence belfore

cdmission)

during most of works

ng fife, even if retired)

Parma Mo,Rtl.

0

. COUNTY o. STATE b. C TY -
- Butler g M
b. CITY {If outside corporate limits, g-va TOWNSHIP only) | Inside Limits e. CITY Inside Limits
mwn P B Yes}T NeD 0';; P Rtl 2‘_— Yest Neo
oplar Bluff TowParme Rt o [l o} X
- T .
c. sgls.rl;l_?:'):\ggl" {1f NOT inhosgital, give location)|L ength of stay in 1b 4 STREET (M outside, give lacotion) Reside on Far
mstituTionDaetors Hospitall & days ADORESS  © mi., W, Parma Yes X NoD
3. NAMI OF Firat Middle Last 4. DATE Month Day Year
DECEASED OF
(Type or print) Debra Jean Campbell pearw  Jan, 19 1957
5. SEX 6. 7. T DATE OF BIRTH 9. AGE (In yrara | IF UNDER | YEAR JiF UNDER 24 HRS,
e [ COLOR OR RACE marrien (] wever MARF@DB I 957 | oot b(irr:lhd:;) Maontha ms Hours | Min.
emsle cauc. wivowep [ oworceo [} 9 80,13 ,1 ] ]
[ 10a. USUAL OCCUPATION (Gioe kind of work done | 106. KIND OF BUSINESS OR INDUSTRY |11, BIRTHPLACE (Ciry and state or country) 12. CITIZEN OF WHAT COUNTRY?

UsSA !

§3. FATHER'S NAME

w.E.C

ampbel 1

14, MOTHER'S MAIDEN NAME

Mary Marie Hull

15. WAS DECEASED EVER
(¥ea. no. or unknownd | (1S

IN U. 5. ARMED FORCEST
e, give wir or daies of servies)

16, SOCIAL SECURITY NO.|17. INFORMANT

Addreas

#.E,Campbell Parma Mp., Rtl

feivenig:-Vid

Jan.20 1957

Parma Cemetery

Parma ﬁo R

18. CAUSE OF DEATH [Enier only one canse pe jnr (a}, (b) und (C) ] INTERVAL BETWEEN
PART |. DEATH WAS CAUSED BY: e :2 ; z > ONSET AND DEATH
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—~
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R WHILE AT D NOT WHILE D farm, factory, ltruf oﬂice Ndp ele,} : -\ . .
WORK AT WORK . ST - fono _~' e
21. 1 adtended the deceased fro / /-3 ,.5 ; , to '4?1 / f/)—-/_/ and lasz saw h OT alive on _/ 7"’-" 7
Death occurred at 1J- m on the date lnn above; and to the bu’}l my know:cdde feom the causes stated.
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24. FUNERAL DIRECTOR

ADDRESS

A, vs b Dons -

25. DATE REC). BY AL
Parma Md. ’/% 7
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' RECEIVED
RECENGF
" -BUTLER CO. HEALTH CENTER

FILE No.
< * .
' v .Y . <., STATEMENT,BY.LICENSED KMBALMER’

Y

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

-3 TR S . PP ftrereeeneras , Student Embalmer No........
e
working under my personal supervision.. - . . )
. v it .
Student...iiieeeisiiiiiieiiiiiierins e aaiananas Signed............lh eremereaeeas reies
Signature of Student Embalmer
Licensed Embalmer No.F...:.

. ) ) WM WMW : P. O. Acldress_..::_e.'..:....’.‘..::.-

Note: “The above MUST BE SIGNED BY THE ‘LICENSED EMBALMER in h1s OWN HANDWRITING
to comply with the above constitutes grounds for revocation of. llcense) - RN o
-If embalmed by a STUDENT he also shall sign in hl.S OWN handwntmg. B -

If this bodv is not embalmed fact should be so stated“above.
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