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1. PLACE OF DEATH 2. USUAL RESIDERCE (Where deceased lived. If institution: Residence before
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1-57 b. CITY (Ii outside WNSHIP only) Inside Limit <. CITY Insida Limits
(o0 DEST AU et || S MEST PAINS, 0460 | i e

¢. FULL NAME OF {lf NOT in hospital, glvu.gnco!mn) Length of stay in 1b d. STREET (If outside, give location) U Reside on Farm
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3 NTAME OF DECEASED First Middie Lest 4. DATE Month Day Yeor
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GENITA [OVERN FARRIS vears  MAUth., 195
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= 130, FATHER'S NN\’*E §3b. MCTHER'S MAIDEN NAME 14. NAME COF H'U‘SBAND OR WIFE |
3
: BURDING JOHVSONV ROSEY (OLLINS IRVN HARRYS
)
3 15. WAS DECEASED EYER I[N U, §, ARMED FORCES? 16. SOCIAL SECURITY KD.] 17. IHFDRMANT Address
X (Yes, no, or nawm}f {If yos, give wor or dakés of service) M
; | X N HARRYS, WEST PL/EWS M

18. CAUSE OF DEATH (Enter only one couse per |jfie for {a)f (b), o ERVAL BETWEEN
PART 1. DEATH WAS CAUSED BY: SET AND DEATH
IMMEDIATE CAUSE (o) / . ,

Conditions, if eny, } DUE TO (b)

which gave riss to
gbave couss {a),
stoting the unders

lying cause last, DUE TO (:)

PART I, OTHER SIGNIFICANT CO, D!T N$ CONTRIBYTING T(| DEAFN but ho r.m d 45 the terminal disease condition given in PART | {a) 19. WAS AUTOPSY
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20d. INJURY OCCURRED e, PLACE OF INJURY (e.g., inor cbout home,| 20f. CITY, TOWN, OR LOCATION COUNT 4 ¢ @
WHILE AT[) NOT WHILE fu?cm stroet, office bldg., etc.) M/Z
AT WORK . ){Zm,, Z a.
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%,h oceurred at 2 2 Mn Y - m on the d_c)l{nnt-dfbova, ond te the best of my knowledge, from the causes stoted. ‘
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All dissases in Parr | must b causally related.




STATEMENT BY LICENSED EMBALMER

I hereby certify that the body whose name is recorded on the reversé side of this certificate was embalmed
by me, or by ..o R URIUIUOYON er No. .ooeiiiiiiiiicnns

working under my personal supervision.

Signature of Student Embalmer
Licensed Et:Zalmer Ne?

P. O. Addregk £ 4 4.

. -
Note: The above MUST BE SIGNED BY THE LICENSED EMBALMER in his OWN HANDWRITING. (Failure
to comply with the above constitutes grounds for revocation of license).
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. |



