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1. PLACE OF DEAT 2. USUAL RESIDENCE (Where decessed lived. If institution: Residerice before
- =2 | i i
5. COUNTY 'fﬁ Pq:-' ER s a. STATE M o b. COUNTY e /{:r:n(iulon)
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TOWN % oo T vZ ALt TOWN FQ S & T o Yo} Mo [
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VJ Widowed § Diverced [ 5_EFT /?/ﬁ - ,73 Months | Days Houry Min.
108, USUAL OCCUPATION (Give kind of work done | 10b. KIND OF BUSINESS OR INDUSTRY| 11. BIRTFI—IACE (Ciry and state or country] | 12. CITIZEN OF WHAT COUNTRY
during most of working life, even if retired) M U 5 A
EET, FARMER — Ve So1> 3,
13a. FATHER'S NAME ‘{- 13b. MOTHER’S MAIDEN N 14, NAME OF HUSBAND OR WIFE
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15. WIQS DECEASED EVER IN U.S. ARMED FORCES? 16, SOCIAL SECURITY NO. INFORMANT Address
(Yas, no, or unknown)| (If yes, give war or dates of service) f /_/ ? /i/
O Sive L G405 e A P Ay ER 5T/ <k DI My
—- 18, CAUSE OF DEATH (Enter only one cause per line for (a), (b), and (c). INTERVAL BETWEEN
5 PART ). DEATH WAS CAUSED BY: /) ONSET AND DEATH
= IMMEDIATE CAUSE (a) (,,M-—-p) . 0&_(/14 Ceer L/ VAR e
I 8 . J'
| ] Conditlons, if any, DUE TO (b} 2
! which gave rise to
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g disease condition given in PART | ({a) there a pregnancy in last 90 days.
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[ PERFORMED? . o O 0
u YES[J NO[]
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a3 INJURY a.m.
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20d. INJURY OCCURRED 20e. PLACE OF INJURY {e.g., in or about home, | 20f. CITY, TOWN, OR LOCATION COUNTY STATE
WHILE AT WORK [] farm, factory, street, office bldg., etc.)
NOT WHILE AT WORK []
‘2 =¢ — h -— —
21. | attended the deceased from M" I d Q 2 ;7 to. 7 = ’/ ~ £ /; and last saw ;- alive on L // 7
Death oc..urred A Il J 3 m on the date stated above, and to the best >f my knowledge, from the causes stated,
8 22a. SIG| é ?W} 22b. AD RESS % 22c. DATE SIGNED
- il A AD T 425
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{ticensed Embal|



‘0

STATEMENT BY LICENSED EMBALMER

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

or by Student Embalmer No.

working under my personal supervision, M @ //‘! )g
St t i .
uden Signedi_, - - . :

Signature of Student Embalmer
Licensed Embalmer No.ﬁ%&

P. O. Addressm

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

If embalmed by a STUDENT, he also shall sign in his OQWN handwriting.

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




