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F DEAT 2. USUAL RESIDEN {Where doceased lived. If institution: Residgn®e before
o COUNIY = - a. STATE /J.S.a Uf):OUNTY adefission}
b. CIOTRY {If aviside corporate limits, give IOWNSHIP ogdy) Inside Limits c. CIOTRY . Inside Limits
o S7 . L OULS Yer Lt TOWN _YT- Lodss | 0O
c. Eglgi‘!’.l?:c‘l%!gf {li NOT in hospital, give |ocurio{) Length of stey in 1b d. iB%%EE.gs =7 (IF oygsy e, give locotion) Reside on Fam
i INSTITUTION A 2280 U 1ScauRr 2l ol 1850 U(?,/ Yes (7] No (]
3 FTAME OF DE)CEASED First Middla ___{___, Last 4. DATE Month Yaar
ype or print .
[AXMILLIAN TAS KIEWicz| wm/Iag. 17 1957

6. COLOR OR RACE

WHITE

5. SEX

MAle®

7 wakrIED[ ] NEVER MARR:EDD

., WoweD [

8. DATE OF BIRTH

pivoRCED ]

9. AGE (in yeors

Irjr/lhduy)

FUNDER i YEAR|
Months [ Doays

IF UNDER 24 HRS.
Hours J Min,

MAR. 10 /877

10a, USUAL OCCUPATION [Give kind of work done | 10b. KIND OF BUSINESS OR 11. BIRTHPLACE (City and stote or country) 12. CITIZEN OQF WHAT COUNTRY?
during most of working lifs, aven Ef catired) INDUSTRY

ceripep BLACKSMITH Poran o 4

13a. FATHER'S NAME j— 13b. MOTHER'S MAIDEN NAME 14, NAME OF JHd58nkNE=0R WIFE
LEXANDER JASKIEW[CZ (U NKNown CARorne JASKIEWICZ

15. WAS DECEASED EVER IN U. 5. ARMED FORCES? 8. SOCIAL/6§CIJR Y NO| INFORMA.NT .  Addrass

Yas, no, or 1wt as, give wor or dates of service A

: e s e e f et , Joseph JASKIEWICZ 2 /4 LErp

PART |. DEATH WAS CAUSED BY:

IMMEDIATE CAUSE (a)

18. CAUSE OF DEATHJEMW only one covse per line for (a)f

(ndencp stz

INTERVAL BETWEEN
ONSET AND DEATH

[ en—

Death occurred of

Cenditiens, if any, DUE TO (b)
which gove rise to } 0
above causs (a),
tating th der
z fying covas lam ! DUE TO (c) %:2,0 22
- PART Il. DTHER SIGNIFICANT COMDITIONS CONTRIBUTING TO DEATH but not ralated to the termingl diseass condition given in PART | (&) 19. WAS AU‘I’OPSY;\
X PERFORMED?
i YES{ ] NO
| 20a. ACCIDENT SUICIDE HOMICIDE 20b. DESCRIBE HOW INJURY OCCURRED. (Enter noture of injury in PART 1 or PART I of item 18.} .o
['Y)
d d 43 O
S 20c. TIMEOF Hour  Month, Day, Yeor
a INJURY  a.m.
X p.m. A
20d. INJURY OCCURRED 20e] PLACE OF INJURY {e-g.. inar abouthome,| 204, CITY, TOWN, OR LOCATION COUNTY STATE
WHILE ATD NOT WHILE D F § form, .ctory, street, office bldg., e1c.)
WORK AT WORK N _ .
Continn
21. | attended the deceased fr / (7 J )’ , to / j ; and last ldwt alive OHM@
wledge, from the cavses stated.

m on the dote Jctod above; ond to the best of my kne

— II

2}a. SIGNATURE

_/ (Degree o W

2h. ﬁRE;s/‘d 3

L L) |

275

23a. BURIAL, CREMATION, ATE
REHOVAL {Specify)

NAME OF (EMETERY OR CREMATORY

ReMavAL. %ﬂ 2o /{69‘

ESURRECT 70N CEN. .

. LOCATION [City, town, or county)

Lo sl

(S!ut

¥ ]

b AL DIRECTOR if E

Y904,

ADD ES

25. DATE RECD. BY LOCAL REG.

MAR 19 59

ot Kk 17

{Licensed Embaimar’s Stotement on Reverse Side)

“—¥n

FB.



_gze-zel/

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 L/\ , Student Embalmer No....................

working under my personal supervision.

Signature of Student Embalmer h

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




