URI DIVISION OF HEALTH — STANDARD CERTIFICATE OF DEATH
" FILED VS SEP 16 1959

[ENDED

— e

Registration District Mo, ----__é_z_j_-____}rimnry Registration District Ngﬂg.{t{/__kegi:nar'u No. ___z__a_‘_z'____

39-033325

STATE FILE NUMBER

1. PLACE OF DEATH
&, COUNTY

Pl KE

a. STATE W 0

2. USUAL RESIDENCE (Where deceased lived,

b. COUNTY P //y e,

If institution; Residence before

admission)

b. CITY (If outside corporate limits; give TOWNSHIP only) Length of stay in 1b ¢, CITY Inside Limits
Swl o UISJANA- S0 Sl U 1IS/ANA. e 3 e 0
c. L%Sl NAME OF (If NOT in hospital, giva location} Inside Limits d. S‘IREET5 (If cutside, give location} Reside on Farm
S S o ST w0 | [P Sul o g
3. (I;AME OF _DE)CEASED First Middle Last 4, DggE onth P Day aa
| T MARY  ANN_ HALEY SEPE b /959
A DEATH
X 6. COLQR QR RACE 7. Married [1 MNever Married [ |8. DATE OF BIRTH_| 9 AGE (last birthday) | IF UNDER 1 YEAR IF UNDER 24 HR
MAL E [JTE | wemw  ovewD |ff Zo/PR]. 7 & [P P ] Fen] Me
10a. USUAL OCCUPATION (Give kind_ of work dong | 10b. KIND OF BUSINESS GR INDUSTRY| 11. BIRTHPLACE (ley and state or cguntry) | 12, TIZE! HAT COUNTRY
during f i ¥ «fpwat irad) -f. - § A
FYVSEWIFE AoME AYLgRV/LLE Ll
13a. FATHER'S NAME 13b. MOTHER'S MAIDEN NAME 14. NAME OF HUSBAND OR WIFE

DOCUMENT

8Y AFFIDAVIT OF

\Jokum. STERRETt

LucY WALERS

F-.C.HALEY o>

15. WAS DECEASED EVER IN U.5. ARMED FORCES?
(Yes, noﬂ/ﬂﬁwn) [If yes, give yarcccdales, of warvice)

16, SOCIAL SECURITY NO. [ 17. INFORMANT

MoV E

Address

WAYAED HUNAER. DavEaipe RY J5

DEATH WAS CAUSED BY
IMMEDIATE CAUSE (a)

PART L

18, CAUSE OF DEATH (Enter onlty one cause per line for (a), (b), and (c).

e ety

W\-—MWM Ao

.

INTERVAL BETWE"%
ONSET AND DEATH

Conditions, if any, DUE TO (b)
which gave rise to
sbove cause (a),
stating the under-
lying causa last, DUE TO (e}

e tradl

rsors

4 PART II. OTHER SIGNIFICANT CONDITIONS CONIRIBUTING TO DEATH but mot related to the terminal PART 111, tf deceased was female was
g disease condition given in PART | (a) there a pregnancy in last 90 days.
S {0 ves I O No | D Unknawn
:L—- 19. WAS AUTOPSY 20s. ACCIDENT  SUICIDE HOMICIDE 20b. DESCRIBE HOW INJURY OCCURRED. (Enter nature of injury in PART 1 or PART Il of item 18.)
= PERFORMED? O a m]
< YES [0 NO[
— = +
& | 20c.TIME OF  Hou Month, Dey, Year -
a INJURY a.m. ) .
g p.m.

1 20d. INJURY OCCURRED 20e, PLACE OF INJURY (e.g., in or about homa, | 20f. CITY, TOWN, OR LOCATION COUNTY STATE

’ WHILE AT WORK O farm, factary, street, office bldg., etc,)

NOT WHILE AT WORK [J N
4

Deosth ociurred at.

v her .
ast saw o alive o

21. | attended the deceased !roww
94 3_0_&&.'_51

on the date stated above, and to the best >f my knowl

=
edgs from the causes stated.

22a. sncn.\y’ f egree ory fitl ) :z,#pmoggss 23 DATE SIGNED
- : LV Y)SIANA M 1 ~ 8-
23.(ausn.u cagm&'?;?u, I 23 AFAME OF CEMETERY OR CREMATORY 23d, LOCATION (c.:y town, or county) {Stata)
pecity -
BURCAT” SEPL9.1959 |RIVER YIE
24. FUNERAL DIRECTOR ADDRESS 25.

£p)N1yeR. 'FUA(E!?AL SER

/ !.c' E ATE RECD. BY/)?

LeVISIANA A

l&nsed Embalmer’s Statement on Reverse Sldﬂ




s

~ STATEMENT BY LICENSED EMBALMER

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

or by Student Embalmer No.

working under my personal supervision.

Student Signe,
Signature of Student Embalmer

283

- Licensed Embalmer o._’__i
r. ) - . . M ¢
', - v b ' . . P. O. Address

L3 »

Note: The above MUST BE SIGNED BY THE LICENSED EMBALMER in his OWN HANDWRITING. (Failure to comyg
1 with the abgve consfitites gréund¢ 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.




