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No symptoms will be listad. All

diseases in Part | must be casually related. Coroner cannot certify to a death due to natural causes.

Doctor, coroner, atc. must use only standard nomenclature in item 18.
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STANDARD CERTIFICATE OF DEATH
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DECEASED oF ?
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11. BIRTHPLACE (Cdy and atate or country)

}2. CITIZEN OF WHAT COUNTRY?
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13. FATHER'S RAME,

14. MOTHER'S MAIDEN NAME
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EVER IN U. 5. ARMED FORCES?
{11 wrs. give war or dates of service)
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16. SOCIAL SECURITY MO
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18. CAUIE OF OEATH [Enter only one cause per line for (@), (0). and (c).]
PART I. DEATH WAS CAUSED BY: /
IMMEDIATE CAUSE (a)

INTERVAL BETWEEN
0

Conditions, if any, DUE T
which gcmt' tise to UE TO (b)
u.boai-c cause (), .
stating the under- B
z iying cause lest. | DUE TO (9
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o
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X | 20d. INJURY OCCURRED 20¢. PLACE OF INJURY (e, ¢,, in or about home, |20 CITY. TOWN, OR LOCATION COUNTY STATE
WHILEAT (] NOT WHILE [] Jarm, factory, atreet, office bidg., ete.)
WORK AT WORK
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22¢, DATE SIGNED
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23a. BURIAL, CREMATION,

23, DATE

J. /7
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23c. NAME OF CEMETERY OR CREMATORY

232, LOCATION (City, loten. of countiy)
p }‘t ./
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co BY LOCAL 377.
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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 en
by me, OF By Lo e e e i

working under my personal supervision..

Student o it i i Signed...
Signature of Scudent Fabalmer

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

If ernbalmed by a STUDENT, he also shall sign in his OWN handwriting.

If this body is not embalmed, fact should be so stated above.




