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. PLACE OF DEATH 2. USUAL RESIDENCE (Where dc:ncud lived. If institution: Res&dencn b;rfure/
. COUNTY . STATE b. COUNTY admission
: SrE LENEVIEVE ° AMMISLoo R .A:yeru:ra
b. CE)TRY (It outside corporate limits, give TOWNSHIP only) Inside Limits . CE)TY Inside Li
R .
TOWN WEINCART L A Yes O No[] Town ErLAATE N Yes X & |:]
¢. FULL NAME OF (If NCT in hospital, give location) | Length of stay in 1b d? STREET {If outside, give location) Reside on Farm
HOSPITAL OR ADDRESS Yes [] No X
INSTITUTION J AL ¢ es o
3. (NTAME OF DECEASED First Mldrﬂe Last 4. DATE Month Day Y ear
ype or print} OF
ERVIA IRy STCvsason DEATH oo ' sPp
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. ast birthday r r in,
MARLE g wihirr wiDOwED 3 owvorceo[ |40y 8 /P00 3 o |
10a. USUAL OCCUPATION (Give kind of work dona | 105, KIND OF BUSINESS OR 11. BIRTHPLACE (City and state or country) 12. CITIZEN OF WHAT COUNTRY?
uging mogt of wnrlung life, sven if retired) INDUSTRY V L c' 0
X Hot Aol AVTAL o A A At o /S A

13e. FATHER'S NAME
O AN A sr A

A A W

13b, MOTHER'S MAIDEN NAME

N

4. NAME OF HUSBAND OR WIFE

MNAREL MIDPIE T O/

15. WAS DECEASED EVER IN L. §. ARMED FORCES?
(Yas no, ar unlmqwn)' (If yas, give war or dates of service}

16, SOCIAL SECURITY ND.
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18. CAUSE OF DEATH (Enter only one couse per line for {a), (b}, and ().}
PART I. DEATH WAS CAUSED BY:

IMMEDIATE CAUSE (o}

Correesy /”W

~e
INTERVAL BEwaEsl_
ONSET AND DEATH,

SeHdL»r L y

!

Conditions, if any, DUE TO (b)
which gave rise 1o }
above cauvse (a),
toting th der-
g l‘yiung Ucau:'uTu::. DUE TO (C) 420 '
= PART li. OTHER $IGNIFICANT CONDITIONS CONTRIBUTING TO DEATH but not related 1o the terming) disease condition glven in PART { (o) 19. WAS AUTOPSY o
s PERFORMED?
Y YES[] NO
| 200, ACCIDENT SUICIDE HOMICIDE 20b. DESCRIBE HOW INJURY OCCURRED. (Enter nature of injury in PART | or PART Il of item 18.)
i}
o (| O a
G 20c. TIME OF Howr  Month, Day, Year
a INJURY a.m.
£ p.m.
20d. INJURY OCCURRED 20e. PLACE OF INJURY {e.g., inor about home,| 20f. CITY, TOWN, OR LOCATION COUNTY STATE
WHILE ATD NOT WHILE 0 farm, factory, street, office bldg., etc.)
WORK AT WORK
=1 21. | attended the deceased from . to and lost saw :f;‘ alive on

Death occurred at

m on the date stated chove; and to the best of my knowledge, from the cavses stated.

220. SIGNATURE

23e. BURIAL, CREMATION, | 23b. DATE

{Degree or title) 3 22b. ADDRESS 22¢. DATE SIGNED
em. Aa& "E < 24 J" p 4
23c. NAME OF CEMETERY OR CREMATORY 23d. LOCATION (City, town, or county) {State)

10/r7/58 | praSosite QPoaalEAY A,g,u_,.yr
24. FUNERAL DIEECTSR ADDRES! ATE RECD. BY LOCAL REG, AR' da/é&/
Jrw Dt 15,1958 V(s

{Liconsed Embalmer's Stoterant an Reverse Side)




STATEMENT BY LICENSED EMBALMER

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

Student Embalmer No. .........covvvneees

BY M@, OF BY oouieeriiiiieiiieseiasceniesserannrs et e e rrr e e s naae st .

working under my personal supervision.

R T 1= 11 SO, Signed . /.
Signature of Student Embalmer

Licensed Embalmert No%yd
P. O. Address.«ﬁn.. STy TATY 1 o o

Note: The above MUST BE SIGNED BY THE LICENSED EMBALMER in his OWN HANDWRITING. (Fallure
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.




