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i

z

v. 1-57

1 1
1. PLACE OF DEATH 2. USUAL RESIDENCE (Whoere deceased lived. If institution: Residence bejére
a. COUNTY o. STATE HHMOWW b. COUNTY W
b. CgY (If outside corparate limits, give TOWNSHIP enly} Inside Limits €. CITY Insid‘e(Limiu
.
TO&N Yes Emi No [:] TOWN UMM/% Yesfl No[]
<. FloJL'I; NAMEOOF (if NOT in hospital, give |ocunun) Length of stay in b ey, g STDRDEEEEES (If outside, give location) Reside on Farm
HOSPITAL OR - A
! iNeTiTUTIoN Tl honioe & [{ honoe 4, Yes ] Ne [T
3. NAME OF DECEASED First Middle Last 4. DATE Month Day Yoaar

{Type or print)

Sina feadh  Terniotd

DEATH ‘gzwn,e, 25, 1959

R

Doctor, coroner, etc. must use only standard nomencloture in item 18, No symptoms will be listed.
USE ONLY BLACK INK OR RIBBON TYPEWRITE {F POSSIBLE

All disecases in Port | must be cousolly releted.

>
o
LW TN

5. SEX

14

6. COLOR OR RACEY 7.

o n

MARRIED{ | NEVER MARRIED
WIDOWED | )

DIYORCED

Ij,. 8. DATE.OF BIRTH
O

10s. USUAL OCCUPATION (Give kind of work done

during mdli'ﬁ“ litw, wvan if retired)

10b.

KIND OF BUSINESS OR
INDUSTRY

2“ birthday)
n. BlRTHELACE (City end sicte or cuu'nrty)

Catdforria, o,

IF UNDER 24 HRS.

9. AGE (n yaars JF UNDER 1 YEAR
Hours I Min,

»];nl‘u Days

12. CITIZEN OF WHAT COUNTRY?

o uau..

130 FATHER'S NAME

batten Meioid

13b. MOTHER'S MAIDEN NAME

14. NAME OF HUSBAND OR VﬂFE

{Yas, nol

INFORMANT

15. WAS DECEASED EVER IN U. 5. ARMED FORCES?
nknqwn)| {If yes, give war or dates of service)

16. SOCIAL SECURITY NO.

7.

watten Merriott bernarflesn

Address

, WO,

MEDICAL CERTIFICATION

18. CAUSE OF DEATH (Enter only one couse per line for (@), (b}, and (c} )

PART I. DEATH WAS CAUSED BY:

IMMEDIATE CAUSE (a)

.,/ﬁljé&o—dwg«- ON

INTERVAL BETWEEN
ET AND DEATH

Conditions, if any,

2 s>
/7

which gove rise ta
above cavse (a),
stating the under-
lying couse lost.

} DUE TO (b)

DUE TO {c)

PART ll. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH but not relcted 1o the terminal dissose condition given in PART | ()

19. WAS AUTOPSY
PERFORMED?

YES [ Noj&"‘

752X

200.

ACCIDENT SUICIDE HOMICIDE

0 O J

20b. DESCRIBE HOW INJURY OCCURRED. (Enter nature of injury in PART | or PART Il of item 1B.)

Wc.

TIME OF .Hour Month, Day, Year
INJURY  a.m.

p.m.

20d.
WHILE AT
WORK O

INJURY OCCURRED
NOT WHILE

AT WORK ]

2e. PLACE OF INJURY (e.g., inor abouthome,
form, factory, streat, office bldg., eic.)

20f. CiTY, TOWN, OR LOCATION
dln-——a— 21 /75r¢

COUNTY STATE

-~

2t

| ottended the deceased from

é—t.‘-ép /?, /f}’;

Death occurred at

i » )
2

t— L4
ondlull'suwhlﬂclivtan %‘. Z 2 5 "E
edge, from the causes stated.

the date stated cbove; and to the best of my ki

220. SlfATURE

{Degrae or ml.)

e

(v

22b. ADDRESS
t

22c. QATE SIGNED

£-27-J75

L, Ao

23a. BU‘IAL, ATION,
ﬁ\ REMOY Specliy)

23!:. DATE

27 June 5“]

23c. NAME DOF CEMETERY OR CREMATORY

Yeroaitlesn

23d. LOCATION (City, town, of county)

{Srate)

Versaitlen, o,

24. FUNERAL DIRECTOR

Hidweld

ADDRESS

Junenal Hdome Lersaillesn,

25. DATE RECD. BY LOCAL REG.

b-80-49

26. . REGISTSAR 3 SIGNQH'URE

ub. {Licansed Emhlau'- Stetement on Reverse $ide)

C/




STATEMENT BY LICENSED EMBALMER

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

DY MeE, OF DY i i e st tia v vaae e e et r v nran s «» Student Embalmer No. .......cvevvuveieen

working under my personal supervision.

Student .covei e e e Signed../.
Signature of Student Embalmer
L Licensed Embalmer No%é'?é .....
B. 0. Address . Hcerttet /2, 2%

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).

[f embalmed by a STUDENT, he also shall sign in his OWN handwriting.

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



