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Ddclor, coraner, stc. must use only standard nor‘hencla!ura in item 18. No symptoms will be listed.
All diseases in Part | must be causally related.
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1. PLACE OF DEATH 2 USUAL RESlDENCE {Where decaoud lived. !finstitution: Resu:lan:u b)afore
. COUNTY ' a. STATE . COUNTY dmission
° BeNy o M/SSour, Bes Lo/
b. CITY (If outside corporote limits, giva TOWNSHIP enly) Inside Limits c. CIOTRY 1? Inslde Limits
S 105 7 wEeD || S WRRS g  gflreD ek
<. FgLL NAME OF (If NOT in hespital, give location) | Length of stay in 1b d. iB%%EE'gS . (If‘oulside give location) Reside on Ferm
HOSPITAL OR )
INSTITUTION Heate. : S il M Yos 1 No X
3. NMAME OF DECEASED First “Middle Last 4. DA;g Manth Year
{Type or print} . . ] @
_ Wl s HprRison/ (CHPNCE | oo Lol -5’0 /757
5. SEX ' CO R OR RACE| 7. 8. DATE OF BIRTH 9. AGE 1 F UNDER 1 YEAR} IF UNDER 24 HRS.
[ MARRIES{ ]NEVER MARI‘EDE o Eﬂ':':;:;; Yronths T Daye | Fiours e
ma/E winoweD ] pivorceo[ ] ?)‘lw 3 )fié Z iz 7 I
]0.0- 'USUAL QCCUPATION (Gtv- kind of work done | 10b. KIND OF BUSINESS OR PLACE {City and state or country) C Y2, CITIZEN’OF AT COLINTRY?
: t of working life, even if ratired} INDYSTRY m /jnﬂ
S Farsad 2 ‘ « -
13a. FATHER"S NAME 13b. MOTHER'S MAIDEN NAME {‘ NAME QF H'USBAND. OR WIFE .
.
Moy M/g WMasicee )

15. WAS DECEASED EVER IN U. §. ARMED FORCES?
(Yes, ncﬂ;n’lv.nqwn)ltlf yes, give war or dates of service)

16. SOCIAL secuﬁw NO.

7. ﬂFORM / %M/&‘ Addrouwm M}

PART |. DEATH WAS CAUSED BY:

IMMEDIATE CAUSE (a)

18. CAUSE OF DEATH (Enter enly one cause per line for (a), (b), und {c).)

INTERVAL BETWEEN
ONSET AND DEATH

1,2;64.

Canditions, if any, . DUE TO (b)
which gave rise ro
abova cause (o},
staring the wunder-
lying cousa lost. DUE TO (c)
19. WAS AUTOPSY

PART Il. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO'DEATH but not related to the termingl disedue condition given in PART | {a)

z
[=}
e
h PERFORMED? Z"
g 420} ves[3 no o
k] 200. ACCIDENT ' SUICIDE HOMICIDE 20b. DESCRIBE HOW INJURY OCCURRED. {Enter nature of injury in PART 1 or PART "Il of item 18.)
i .
C a O a
S| 20c. TIME OF _Howr Month, Day, Yeor
a INJURY e.m,
e - pom..
“20d. INJURY OCCURRED 20e. PLACE OF {NJURY {e.g., inor cbout home,| 20f. CITY, TOWN, OR LOCATION COUNTY STATE
WHILE ATD NOT WHILE O farm, factory, sireet, office bidg., etc.) . : .
WORK AT WORK

Death occurred ot

L] H
| 2171 attended the deceased from f! Q& 3.6 ) .5 ?, to

and last sawlh-

alive on

8430, FFT

m on the date stated above; and to the best of my knowledge, from the causls stated

"1-22q! SIGNATURE, .,

. BURIAL, CREMATION,
REMOVAL (Specify)

{Degree or titlg

22b. ADDRESS

‘

no—

22¢. DATE SIGNED

3//5%

29 ]

oY,

23d. LOCATIONAClty, town, ar county)

28.. DATE RECD.

{Licensed Embalmer’s Statemant on Raverse Side)
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STATEMENT BY LICENSED EMBALMER

I heteby cettify that the body whose name is recorded on the reverse side of this certificate was embalmed

- by Me, OF bBY (oot e e e e s s s e e e e e .» Student Embalmer No. ..........couvneees
working under my personal supervision.
SEUAENL +ovoviueerirrireerteeneeeeesesese e s Signed .. %
_ Signature of Student Embalmer
e R . ) ' Llcensed Embalmer No... 4[0 7/
: : ) .': O P O. Address. A/W M
o -Note: The above MUST BE SIGNED BY THE LICENSED EMBALMER in his OWN HANDWRITING (Faxlure
. to comply with the above constitutes grounds for revocation of license). L
. . 7, If embalmed: by-a- STUDENT, he also shall sign in his OWN handwntmg\ e YONRE ot
If this body is not embalmed fact should be so stated above. ) .
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