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TSR S TELNE

2. USUAL RESIDENCE (Where decessed lived.

a. STATE
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b. CITY {If outside corporate limits, give TOWNSHIP only) Length of stay in 1b
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S MTH . e POVLE

Inside Limits
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d. STREET
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Yes O No&
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3. NAME OF Dscelssu First
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OEATH /Vd V. / A
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13a. FATHER'S NAME 13b. MOTHER'S MAIDEN NAME ¢

GrEORCE WESTFALUS7TELLA

4. NAME OF HUSBAND OR WIFE

CHARLES SHNDENRS
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{Yes, no, or,unknown) j (If yes, give war or dates ot service)

"""
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FORMANT

Address
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Conditions, if any, DUE TO (b)

14. TCAUSE OF DEATH (Enter only one cause p-er lina for'{a), (b), and {c}
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INTERVAL BETWEEN |

ONSET AND DEAJH
‘Mo
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NOT WHILE AT WORK (J§
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.9. disease condition gi in PART | {a) there a pregnency in fast 90 days.
-
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=
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)
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23b. DATE
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23¢. NAME OF CEMETERY OR CR

59| MltltoREST

22¢. PATE SIGNED
/1% Jsq
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(St1ate} Y
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-
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STATEMENT BY LICENSED EMBALMER

1 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. W
Student Signed

Signature of Student Embalmer

e T . YT . O - )T g i Licensed Embalmer No. _\2____
C P. O. Address '

S e o el T x et L e ) — — - |
! - Nofe: The above MUST BE SIGNED BY THE LICENSED EMBALMER in his OWN HANDWRITING. (Failure to comy
with the above constitutes grounds for revocation of license). |
If embalmed by a STUDENT, he aiso shall sign in his OWN handwriting. °
If this body is not embalmed, fact should be so stated above.




