IRI B!VISION OF HEALTH — STANDARD

SFEB 519

Registration District No. _____g_._ ____________ ~Primary Registration Distriet No. ________________Registrar’s he____,__tz.ﬁs_

CERTIFICATE OF DEATH

-60-003822

STATE FILE NUMBER

NDED a
1. PLALE OF DEATH 2. USUAL RESIDENCE (Where deceased lived. If Tnetitotion: Residenco befare
s COUNTY a. STATE M, $Soun; * b. COUNTY L admission)
b. CITY (If outside corporate limits, give TOWNSHIP enly) Length of s1sy in b c. Cé':!’ - Inside Limits
L]
‘ TOWN | R Wi wown ST A ou; s Yoo @ Ne O
c. FULL NAME OF (If NOT in hospital, give location) Inside Limits d. STREET {if cutside, give location) Reside on Farm
T : Yo g 1 soees i
N Deconess /‘/ar,r:TqI X VO A9 S, CGM’FT"A/ pidelhing’ |
kN I:AME OF DECEASED First Middle Last 4, DAYE . Month Day Year
{Type or print) .
} B i ﬂq M- M[N DEAm J‘q N, al; /?‘6 o
5. SEX 6. COLOR OR RACE 7. Married {3 Naver Married 8. DATE OFBIRTH | #. AGE {last birthday) 4 IF UNhDER 1"YEAR 1:UNDER 24 HR
! ’ Widowed (] Divorced Months | Days ours Min.
- wiiTe YA SRR S vl b
[ 10s. USUAL OCCPATION (Give kind of work done | 10b. KIND OF BUSINESS OR INDUSTRY| {1. BIRIHP(ACE {City ond state or country) | 12. CITIZEN OF WHAT COUNTRY
uripg most of ing life, even if retired) F { / Y #
§c‘"i ,;g;z & Kothe gc oo ST Loul.lr Q. “ <. .
13a. FATHER'S NAME 13b. MOTHER'S MAIDEN NAME ﬂAl.' NAME OF HUSBAND CR WIFE
Sﬁgz;hg Mivdensmans | Margsmel Comvwr Newe
1 15 WAS DECEASED EVER IN U.S. ARMED FORCES? 16, SOLIAL SBCURITY NO. |17, INFORMANT = Addrass
(Yes, no unltnown) I (If yes, give war or dates of service) Lt S
cﬂ ‘1 . L] °
— 18, CAUSE OF DEATH (Enter only one causa per line for (a), (b), and {c) INTERVAL BETWEEN
E PART {. DEATH WAS CAUSED BY: ON? AND DEATH
= IMMEDIATE CAUSE (n) [ Lp2a
2 7
8] .
0 Conditions, if any, DUE TO (b)
which gave rise to
above :’:um J.)' 2
stating the under-
lying csuse last DUE TO (¢) 0%’ /
z PART H. QTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH but not related to the terminal PART NI. If deceased was female was
g disease condition given in PART | {a) thare a pregnancy in last 90 days.
§ I O Yes | gNo | O Unknown
E 19. WAS AUTOPSY 20a. ACCIDENT SUICIDE HOMICIDE 20b. DESCRIBE HOW INJURY OCCURRED. (Enter nature of injury in PART | or PART If of item 18.)
[ PERFQRMED? a a a -
w YES NO QOO
& | "20c.TIME OF  Hour  Month, Day, Year
&l INJURY a.m.
g p.m.
20d. INJURY OCCURRED 20e. PLACE OF INJURY (e.g., in or sbout home, | 20f. CITY, TOWN, OR LOCATION COUNTY STATE
WHILE AT WORK [ rm, factory, street, office bldg., ﬂc)
NOT WHILE AT WORK ]
21. | attended the decessed fro to. ktJr’L ot 2/ /76 and last uw__whve n:\lm" 'z/ /Véa
/ O !0 on the date smod sbove, and to the best of owledge, from 1he causes stated.
uw or title ADDRESS K . DATE SIGNED
° %AO & W C4
= / 750 Zece 22,
i " “23a. BURTAL, CREMATION, | 23b. DATE [ Z3c. NAME OF CEMETERY OR CREMATORY 23d. LOCATION (City, town, or county) (State)
e REMOV.AL {Specify) L [
£ Jaw. A5 (360 ] Calvany CemeTepy | ST, y) )
< 4, FUNERAL DIRECTOR ADDRESS v 25. DATE RECD. 8Y WCAL REG. |26. REQISTRAR’
D LY
& . S JAN 22 1360
{ d Embalmer’s Stat on Reverse Side) 'W J f:';




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.

Student.

Signature of Student Embalmer

m 0.
0. A "}3

ress

Nofe: The above MUST BE SIGNED BY THE LICENSED EMBALMER in his OWN HANDWRITING. (Failure to co
with fl:e above constitutes grounds for revocaﬂon of Incense) -
g if 'embaimed by a STUDENT, he also’ shall sign in his"OWN" handwrmng .

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




