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1. PLACE OF DEATH

2. USUAL RESIDENCE ({Where deceased lived,

P AL RE o e It institution: Resldence b)efor
a. a. NTY a mlssmn
=T Cra:e Msgad Al ST, &s /
b. CITY (If outside corporate limits, give TOWNSHIP only} Inside Limits c. CITY a ?3 g |nslde Limits
TS&'N a Yes [ Ne [ 85 a o Yes[ ] No[e
ENTER___TOwWwsSHIP TN ewTer  Towwswie
<. Egls.é_l{_iACMégF (f NOT in hospital, give location) Lel;gth of stay in 1b d. STREET (If outside, give location) Reside on Farm
A ADDRESS -
INSTITUTION _ PENTEL  Towwsiep Lraxe OSCEDLA RK # 2 Yes [&4~No []
3. :{TA.ME OF DE?EASED First Middle Last 4, DATE Month Day Year
ype or print, H OF
ARRY 7 Rovarsup | o Noy, 9, /95¢

5. SEX o 4. COLOR OR RACE[ 7. MARRIEDmVER MARRIED ] 8. DéTE OF BIRTH 9. AGE {In yeors JIF UNDER 1 YEAR TF UNDER 24 HRS.
FP _/Jyd last birthday) | Manths | Days Howrs Win.
Mpae | \unare | mowed  oworceold] £ P4
10a. USUAL QCCUPATION {Give kind of work dons | 10b. KIND OF BUSINESS OR H BIRTHPLACE {City and state or country) 12. CITIZEN OF WHAT COUNTRY?
during most of working life, even if retired) INDUSTRY .
EARMER E87¢/aiR Co Mo ZE4
13a. FATHER'S NAME 13b. MOTHER'S MAIDEN NAME 14, NAME OF HUSBAND OR WIFE
e . )
cla Bopr/and |Jave FPACER eAECe A [Fourland

15. WAS DECEASED EVER IN U, 8, ARMED FORCES?
{Yes, no, or ﬂknqwn)|{H yos, give war or dates of service)
No

16. SOCIAL SECURITY NO.| 17.

YIP—Yr-83co

INFO?MANT

Address

18. CAUSE OF DEATH [Enter only cne couse per line for (o}, (b), and {c).) INTERVAL BETWEEN
PART |. DEATH WAS CAUSED BY: . ONSET AND DEATH
IMMEDIATE CAUSE {a) g ARDIAC HSsYSToLE M.
Condisans, if any, | DUE TO (b) STorEs — ARDAmMs SYUDROME S VeRrs
whicl ave risg o
obove ul:cu.iu .(o), }
tating th der- —
z lying causs toar. 0 DUE TO (o) AN AIDWIN 443 x
= PART Il. OTHER SIGRIFICANT CONDITIONS CONTRIBUTING TO DEATH bui not related te the tarminai dissase condition given in PART | {o} 19. WAS AUTOPSY
X I ] PERFORMED? .,
L HYregrensson) YES[] NO
% | 20a. ACCIDENT SUICIDE HOMICIDE 20b. DESCRIBE HOW INJURY OCCURRED. (Enter nature of injury in PART I or PART 1l of item 18.)
wl
v . O O
é 2¢. TIME OF Hour  Menth, Day, Year
2 INJURY  a.m.
‘X p.m.
20d. INJURY OCCURRED 20e. PLACE OF INJURY (e.g., inorabout home,| 20§, CITY, TOWN, OR LOCATION COUNTY STATE
WHILE ATD NOT WHILE I:] farm, factory, streed, office bldg., etc.)
WOR AT WORK
21. | ottended the deceased from Sk‘p 7. /4;5-'7 Y3 Y and last baw m alive en /
Death occurred at m on the date stoted above; and to the bast of my knowledge, from the covses stated.
220. SIGNATURE 22b. ADDRESS 22c. DATE SIGNED
227 A
) q =17 IV) 2. L= /O5F
23a. B AL, CREMATION, 23c. NAME OF CEMETERY DR CREMATORY 234, LOCATIDN {City, town, or county) {S1ate)

VAL {Spetify)

24. TUKERAL DIRECTOR

.

ADDRESS a

on Reverss Side)
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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

..........................................................................................

working under my personal supervision.

Student

Signature of Studeat Embalmer

Licensed Embalmer N&;‘ajé’ .

P. 0. Addresﬁ.‘.......“.... W

Note: The above MUST BE SIGNED BY THE LICENSED EMBALMER in his OWN HAND‘WRITING. (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.
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