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1. PLACE OF DEATH 2. USUAL RESIDENCE {Where de:eused lived. [f institution: Residence befo ‘f
o CONIY oryr LLnE V‘)"‘é,’df‘ o- STAT /lﬂi‘.Saoa.; £9“2‘Jc¢yrw"d""”'°"y
b. CITY (If cutside corporate limirs, give TOWNSHIP only) Inside Limits c. CiTY & TS ﬂ Inside Limits
TSS'N STLLCEEVIECE Yes [A] No[] TOWN ST Ay s MO Yes[] Ne [
c. Eglgé_l_::l:&ﬂ%gfs(l’f_N?T in hc:‘:\u‘ntml ’gl;e Ioc‘g:!len) Length of stay in 1b d. iET)%EEES {If outside, give location) Reside on Farm
INSTITUTION gt #i8E ravk A @ ned 7 At FTAR Rovr & Yes 1 No []
3. NAME OF DECEASED First Middle Lost 4. DATE Manith Day Year
(Tvpe orpriat Josepm Scawerd &7 DENH ACAK 4 sPrF
5. SEX o 6. COLOR_OR RACE 7‘MARR|EDDNEVER warrieo[] 8. DATE OF BIRTH 9, AGE i';'l.?.i‘,",} ;::ﬁ“;;:m I:QE:DER z;:}as.
MALE Wk TR woowe[A 2. oivorceo[ | Apnie. A1 /B2 F jl I

100. USUAL OCCUPATION {Give kind of work done
during most of working life, aven if nlir;?

PR TIARD R mME

Wb, K

INDUSTRY

IND OF BUSINESS OR 11-

L7 bare pvrEv s Coo, A,

12. CITIZEN OF WHAT COUNTRY?
/LA

BIRTHPLACE {City ond stale or couniry)

130. FATHER'S NAME

LE ORLE SCHWEICERT

13b. MOTHER*'S MAIDEN NAME

oS rnmvA LRALE

4. NAME OF HUSBARD QR WIFE

C’.#lu srsnk Lorr

15. WAS DECEASED EVER IN U, 5, ARMED FORCES?
{Yes, no,zrluakmun)](li y®5, give war or dares of setvice)

16. SOCIAL SECURITY NO.| 17.

INFORMANT

A P

18. CAUSE OF DEATH (Enter only one cause per

{b), and {c}.)

INTERVAL BETWEEN

line fo
PART |. DEATH WAS CAUSED BY: f // ONSET AND DEATH
IMMEDIATE CAUSE (a} A& A// 7o Cow = =) Lt}

Conditions, if any, DUE TO (b)

which gava risa to

above cause (a),

stating the under-

lying cause last. DUE TO (¢)

PART Il QTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH but not related to tha tarminagi disecse condition given In PART | {o)

19. WAS AUTOPSY

PERFORMED?
YES{ ] NOLX L

Haa 2z

MEDICAL CERTIFICATION

20a. ACCIDENT SUICIDE HOMICIDE 2b. DESCRIBE HOW INJURY OCCURRED. {Enter noture of injury in PART | or PART Il of item 18.}
] ] g

2c. TIME OF Hour  Menth, Doy, Year

INJURY  a.m.

p.m.

20d. INJURY OCCURRED 2e. PLACE OF INJURY {e.g., inorobouthome,| 20f. CITY, TOWN, OR LOCATION COUNTY STATE
WHILE ATD NOT WHILE O farm, factory, street, office bldg., etc.)
WORK AT WORK

21. { attended the deceased from ; 2£ Q pd 2 é ‘ . to
Daath occurred ot /0 22

MQVC d‘/ /Xn.s’znwmnliuon_dﬁ e 4 / /'f./':ﬁ

i on the date stated cbove; ond to the best of my knowledge, from the causes stated.

22a. SIGNATUBE (Degree or title) 4/ ®

22b. Agpxess
C;cv cwvreve T

22¢. DATE SIGNED

F-L-I7

23a. BURIAL CREMATION,
8 REHOVAL (Speeily)
A

23b. DATE

3/t 5 ¥

23¢c. NAME OF CEMETERY OR CREMATORY

SACRSL ACAXRT

23d. LOCATION (City, town, or county}

O oA M

{State)

24 FUNERAL DIRECTOR ADDRESS

e Bact i Lrosiace Yo

5. DATE RECQ. BY LOCAL REG.

gk

#1987
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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, O BY (iiiiiiiiii et e ., Student Embalmer No. .......c.cooiemenn.

working under my persona!l supervision.

Student cooiieii e Signed %/ﬁ’ 2.2

Signature of Student Embalmer

Lice

P. O. Address,_—.%.

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.




