IRI DIVISION OF HEALTH — STANDARD CERTIFICATE OF DEATH

=60-000884

STATE FILE NUMBER

F"'ED VsmhlalunLluacigsu--_.!_______--_--_,.Primary Registration District No. Registrar’s No.

NDED

1. PLACE OF DEATH

2. USUAL RESIDENCE (Whare cdeceased lived, |f institution: Residence before

a. COUNTY 05 NT 8. STATE/’b—’s_E“R ’b. COUNTY Dé AT sdmission)
b. C(IJTRY (If outside corporate limits, give TOWNSHI? only) Length of stay in Ib <. CCI)LY tnside Limirs
own (s AEE 75(;’#54;,} /¥ 41.(5 TOWN 0546& TowANS #1 2 Yes O No O
c. FULL, NAME OF (If NOT in hospital, give locetloﬂ] Mo Inside Limits d. STREET {If cutside, give |ocation) Reside on Farm
rr%srﬁ'lr{.l‘llfo?«l RE-"’E" & q" ¢+ NO. [.bug; Ml Yes O Ne ADDRESSFD 605 s Mo Yo )X No O
L] ya
3. NAME OF DECEASED First Middle Last 4. DATE Manth Day Year
(Type or print) BE” JAamin FRMMN WA‘FE‘, DEO.:TH Jﬂ”. 7 / ?‘0
5. SEX 6. COLOR OR RACE 7. Married (1 Never Married [] 8. DATE OF BIRTH | 9. AGE (last birthday} | IF UNDER 1 YEAR IF UNDER 24 HR
M aLE wh ;_}_ e Widowed“§, Divorced [ 2/12 /197“- Py Months | Days Hours Min.

ADYE

i0a. USUAL OCCUPATION (Give kind of work done | 30b. KIND OF BUSINESS OR INDUSTRY| 11. BIRTHPLACE (City and state or country) | 12, CITIZEN OF WHAT COUNTRY
i t ing li if retired R
ring most of workur Il‘e: evelj ratired) A‘- JCal TH P

LewT Gawry, NMo. | USA

13a. FATHER'S NAME

TH4omAs E. WARFEL

13b. MOTHER'S MAIDEN NAME 14. NAME OF RUSBAND O?MFE

NMawnvey Jawe Ho px 1ns Amanopa

pets)

15. WAS DECEASED

EVER IN U.S. ARMED FORCES?

(Yes, no, or unknown)f {If yes, give war or dates of sarvice)

16, SOCLAL SECURITY NO. 17. INFORMANT

Address

NOoNE GM/?‘J:‘ ﬁwle/mad gO-SS, ﬂfa -

18. CAUSE OF DEATH (Enter only one cause per line for {a), (b}, and (¢}

INTERVAL BETWEEN

-
uZJ PART 1. DEATH WAS CAUSED BY: . ONSET AND DEATH
= IMMEDIATE CAUSE (a) /)
2 — -
. 0] f‘a&mw 7 /5'74-‘-—
. o Conditions, if any, DUE TO (b} - m‘ * -
which gave rise to ¥
above cause (a), .
stating the under-
lying cause last. DUE TO {c)
! z PART 1. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TQ DEATH but not related to the terminal PART IlL. If deceasad was femnale was
| - g disease condition given in PART | (#) — there a pregnancy in last 90 days.
! ; ’D Yes O Ne I J Unknown
E 19. WAS AUTOPSY 20a. ACCIDENT  SUICIDE HOMICIDE 20b. DESCRIBE HOW INJURY OCCURRED. (Enter nature of injury in PART | or PART I of item 18.)
& PERFORMED? a O a
v YESO NOQO
- .
S1 20 TIME OF  How  Month, Day, Year . -
= © INJURY | a.m. e e
; p.m.
20d. LNJURY CCCURRED 20e. PLACE OF INJURY (e.g., in or about home, | 20f. CITY, TOWN, OR LOCATION COUNTY STATE
' NS WHILE AT WORK (] farm, factory, wireet, office bldg., erc.)
- - NOT WHILE AT WORK (J
. o o210 niﬂ'end.ed the deceased from IJ 2 g / EO to. { / rd / oo and last saw 1;:ﬁalive on Z /7/& [2)
- - - L
Daath occurred at a‘oo A M m on the date stated above, and to the best »f my knowledge, from the causes stated.
8 (Degreg- or title) 22h. ADDRESS - 22c. DATE $)GNED
= ._P. ¢ ,: , P %«W /// 6 2
z 23b. DATE 23c. NAME OFCEMETERY OR CREMATORY 23d. LOCATICN (City, town, or counly) {State}
=] REMCA AL (Specify) 0 8
T URIAL Jan 1%, (9bo |STOonE HitL CEMETERY Eni County
4 24 FUNERAL DIRECT, ADDRESS 25 DATE RECD. BY LOCAL REG. | 26. REGISTRAR'S SIGNATU
5 Saloe, Me-| 1/s2/c Z/M
% oy Lbhqm o.| 1/12 /60 v/

{Licensed Embalmer’s Statement on Raverse Side}
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STATEMENY- BY LICENSED E‘MBAI.MER
| hereby certify that the body whose name is recorded on the reverse side of this certificate was embalmed by
-
or by Student Embalmer No._____—o

working under my personal supervision.

Student : Signed %}L g m

Signatyre of Student Embalmer

Licensed Embalmer No. o
'. Toa E o P. O. Address . P
- Note: The above MUST BE SIGNED BY THE LICENSED EMBALMER in his OWN HANDWRITING (Failure to col
with the above constitutes grounds for revocation of license). . ,
If embalmed by a STUDENT, he alse shall sign in his OWN handwriting.
4 .+ If:this bedy<s_not embalmed- fact shouldsbe:so stated above. - . .-, =t PP

-’




