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1. PLACE OF DEAT) 2. USUAL RESIDENCE (Where daceased lived. If institution: Residence before
a. COUNIY $ ) a. S5TAT ' b COUNTY acmission
b. CIOTRY (If gpiside cgrporate limits, give TOWNSHIP only) Ingide Limits <. CgRY . & Te s Inside Limits
ﬂm YesEe[] ToWn_( W ¢| o@D
c. FngP_ NAME OF {If NOT in-hospitul, give location) | Length of stay in 1b d. STREET {IF autside, give location) Reside on Farm
HOSPITAL OR ADDRESS
NSTITUTION o€ 2 2. /7. B ar 5'51- A . L o2 J M Yos [ Ne[(J
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Hours I Min.
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Iy LT omel .S .2 -
130. FATHER'S NAME ] 13b. MOTHER'S MAIDEN NAME 14. NAME OF HUSBAND OR WIFE b
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i5. WAS DECEASED EVER IN U, 5§, ARMED FORCHTS? 16. SOCIAL SECURITY N’ 12~ INFORMAN . ddress
(Yas, no, or unknqwn)f (1f yas, give war or dotes of service) / . W
y i &~ .
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u | O d
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X p.m.
20d. INJURY OCCURRED e. PLACE OF INJURY {e.g., in or abouthome,| 20f. CITY, TOWN, OR LOCATION COUNTY STATE
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WORK AT WORK
21. | attended the deceased from a 9‘ F-Q/?f' 5-3 . to "f' sedp S and last iawm alive on 3 S‘QP S g
Death occurred at . . m on the da‘e stated cbove; ond to the besy of my knowledps, frodVthe couses stoted,
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STATEMENT BY LICENSED EMBALMER

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

BY M@, OF BY oirriiiiiiricieni e sis i e ss s r e es e s s s r e eae st e e n et s ., Student Embalmer No..............ceeeee

working under my personal supervision.

SLUAENL ceeiiiiiiiirinrrieiaiaeiisianiasareniseierancrsansssnas
Signature of Student Embalmner

Licensed Embalmer N044220
P.O. Addtess%? M%

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 bedy is not embalmed, fact should be so stated above.




