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1. PLACE OF DEATH 2. USUAL RESIDEMCE {Whare deceased lived. If institusion: Residence befora o
. 300 a. COUNTY /)6 //Q S STATE 44 /5 b. COUNTYDQ//:)EI“‘““ ~0
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c. FULL NAME OF (If NOT in hospital, give location) | Length of stay in 1b d. STREET (If ourside, give location) Reside on Farm
\ HOSPITAL OR ADDRESS Yes [ No[J
INSTITUTION es o
- 3. NAME OF DECEASED First Middle - Lost 4. DATE Manth Day Year
| .

o symptoms wi
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Fdde

DEATH Ady — 26-178F%
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INDUSTRY
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—
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13a. FATHER'S NAME
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13b. MOTHER'S MAIDEN NAME

Wilmad L. /?&zns

14. NAME OF HUSBAND OR WIFE
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15 WAS DECEASED EVER IN U. 5. ARMED FORCES?

INFOR

Wh/

16. SOCIAL SECURITY RD.
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free D Edde

Address
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18. CAUSE OF DEATH {Enter only one cav
PART L

IMMEDIATE CAUSE (a)

Conditionu, if any, DIUE TO {b)

DEATH WAS CAUSED BY:

1e per line for (a}, (b}, and (c).}
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which gave riss 1o
above causs (o),
stating the under-
lying couse laost.

j
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PART Il. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH but not ralated 10 the terminal diseaze condition given in PART | {a)

19. WAS AUTOPSY
PERFORMED?

YES[]

ACCIDENT SUICIDE HOMICIDE

(] O 1
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20b. DESCRIBE HOW INJURY OCCURRED. {Enter nature of injury in PART | or PART |l of item 18.)

2c. TIME OF How  Month, Day, Year
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MEDICAL CERTIFICATION

20d. INJURY OCCURRED
WHILE AT NOT WHILE
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a

20e. PLACE OF INJURY (e.g., inor cbout home,

farm,
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20f. CITY, TOWN, OR LOCATION
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21, | attended the dccecsag from
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Z3a. BURIAL, GREMATION, | 23b. DATE
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3-2/. /958

(Degree or title) 22b. ADDRESS

R
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N

23c. NAME OF CEMETE

L Ve
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22c. DATE SIGNED
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AL DIRECTOR
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{Licensad Embalmer's Sm‘m.mén Reversas Side}

o Aant



- e e

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 ., Student Embalmer No. ............c......

working under my personal supervision.

Student : Signed %Wd ......

Signature of Student Embalmer

Licensed Embalmer No#/é’é .......

P. 0. Addressy. O Atony, Nt dr-fP

.2 £
-**  Note: “Th¥ above-MUST BE SIGNED BY THE LICENSED EMBALMER in his OWN HANDWRITING. (Failure
to comply with the above constitutes grounds for revocation of license). 1\

If embalmed by a STUDENT, he also shall sign in his OWN handwriting.

If this body is not embalmed, fact should be so stated above.




