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. PLACE OF DEATH 2. USUAL RESIDENCE (Where deceosed lived. If institution: Residend® before

TUE COUNTY . T ——mem o. STATE 77?0 b. COUNTY admyksion)
b. CI!IJTRY {if outside corporate limits, give TOWNSHIP only) Inside Limits c. C:]TRY . Inside Limits
TOWN Aou{g Yes [] Ne [} TOWN 57{1‘6 L{{S‘ Yes[ ] No[J]
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5. SEX t[ 6 COLOR OR RACE

MARRIEDE/_EVER marrie0[]
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8. DATE OF BIRTH

Nov. £ /P85

9. AGE (In years §F UNDER | YEAR]

IF UNDER 24 HRS.

Months | Days

7'#'}-&:1)

Heours ] Min.

Fema el white
d of work done

10a. USUAL OCCUPATION (Give kj
n if retired)

dfing most of working 1Me, o
A D T

10b. KIND OF BUSINESS OR
INDUSTRY

11. BIRTHPLACE (City and stote or country) © )

St . Loy/s

)7)0

12, CITIZEN OF WHAT COUNTRY?

Y.5 4,

‘J3e. FATHER® sums ﬁ
orsT

Chayles

13b. MOTHER'S MAIDEN NAME

Ann a roz

/Md. 203/ Allen,

15. WAS DECEASED EVER IN U, 5. ARMED FORCES?

{Yas, n A}bunknoun)’ﬂi yos, glve wor or dates of nmc._)'z(‘?.(l-\_’/ "{-—//08'[4'

14. SOCIAL SECURITY NO.

Address

3/ Allen

USE ONLY BLACK INK OR RIBBON TYPEWRITE |F POSSIBLE

PART L ATH WAS CAUSED BY:

MMEDIATE CAUSE, (a)

18. CAUSE OF DEATH (Enter only one cause peglina fg

(a}y (5), and (<))

Av‘

INTERVAL BETWEEN
ONSET AND DEATH

WK,

. INJURY OCCW
WHILE AT~ NOT
T x
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z
59- r? Nonﬁous CONTRIBUTING TO DEATH but net reloted to the terminal dlswsse conditfon given in PART [ (a} 19. WAS AUTRPSY
s é PERFQRMED? /
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2| 0. ACCIDENT SUICIDE IDE 20b. DESCRIBE HOW INJURY OCCURRED. {Enter nature of injury in PART l of PART Il of item 18.)
Lt
o O |
-«
| 20e. TIME OF Hour Month, Day, ¥
3 INJURY Pty Y @W‘)
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lﬂ/fd'
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‘7.}0/’

st saw I'I

L!‘M l ) 'lém * alive on
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22¢. DATE SIGNED

3 7’%@

230, BURIAL, CREMATION, 23h DATE 23c. NAME ﬁunenv OR CREMATORY nd LOCATION (Ciry, town, or county) {Sate)
REMOV AL [Spqeify) - 7L }ﬁ /(l ?l
durial” |3-20- Q? 2y ¥ ol ST Lowrs \JNo
4. FUNERAL DIRECTOR ADDRESS 25. DATE RECD. BY LOCAL REG.

L. 2929 SJ,%W WAR 16 59

26. REGIS s iGPATURE? |
L]

/2.

{thcehsad Embalmer’s Stotement on Raverss Side}

S J75



pr {Ma 1\2 w

STATEMENT BY LICENSED EMBALMER

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

., Student Embalmer No. .......ccooevvnne

L T =Y 2 N

working under my personal supervision.

Signature of Student Embalmer

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.




