g (RN

TH — STANDARD CERTIFICATE OF DEATH

2 1378

50—-008026

STATE FILE NUMBER

Registration District No, oo™ ____ Primary Registration District No. . _________Registrar’s Nu. e
ENDED kil .
1. PLACE OF DEATH" 2. USUAL RESIDENCE (Where decedsed lived. If institution: Residence before
a. COUNTY a. STATE M ) b. COUNTY sdmission)
b. CITY (If outside corporate limity, give TOWNSHIP only} Length of stay in 1b c. CI‘I'Y Inside I.imi-u‘
TOWN outls . TOWN STZ&H.I.S Yau O No D
€. ng.é.PI;JTAME QF (Lf NOQT in hospital, give location) Inside Limits d. :lylt)EREE‘SS (If cutside, give location} Reside on Farm
AL CR 5
NSTIT Y Y N
Nstirution § 74 2 L07U3 et ] No(J S7/32 1&7&-3 es ] Ne O
3. NAME OF DECEASED First Middle Last 4. DS;E Month Day Year
{Type or print)
HE/EN CARNEY pEATH e / Ll
5. SEX 4. COLOR OR RACE 7. Married " Never Married [ [8. DATE OF BIRTH | 9 AGE (last birthday) JIF UNDER T YEAR | IF UNDER 24 HR
F‘E- E j{ g Widowed [ Diverced ] 4 ".ZJ'I 7&' 6[ y Moenths [ Days | Hours | Min.
10a. USUAL OCCUPATION (Give kind"6f work done | 10b. KIND OF BUSINESS OR INDUSTRY BIRTHPLACE (Clry and state or :ounrry) 12. CITIZEN OF WHAT COUNTRY
duri 031 of working life, even if retired)
Ho'udew Fe NCNE Co?t’R n//e Z// U S. A
13a. FATHER'S NAME 13b. MOTHER'S MAIDEN NAME 14, NAME OF I-USBANDéR WIFE
! eflhh STajeny Amlren/ ARNVe )Y
15. WAS DECEASEJ EVER (N U.5. ARMED FORCES? 16. SOCIAL SECURITY NO. 17. INF Address v
, {Yes, no, of unkno¥n) ’(lf%\m war or dates of service) Mh/”o ”ﬁ” gz : " j 7/ z
[ 18. CAUSE OF DEATH (Enter only one cause per line for (a), (b), and {c). INTERVAL BETWEEN
5 PART I. DEATH WAS CAUSED BY ONSET AI"! DEATH
2 IMMEDIATE CAUSE (a) C)M A"Z . #E T ’C‘% __?_.&29
O
8 7-/%4/ M Barrlis  dd
a Conditions, if any, DUE 10 {b) Wu...é-/-ﬁ. /
which gave rise to rd
above :’:um d(a), ¢¢
stating the under-
Iyinggcaum last. DUE TO {2) 3-’\
z , PART (1. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH but not relsted to the terminal PART I1l. ¥ deceased waz female was
g disease condition given in PART 1 (a8} there a pregnancy in last 90 days.
§ | O Yes "E No- | O Unknown
E 19. WAS AUTOPSY 20a. ACCIDENT  SUICIDE  HOMICIDE 20b. DESCRIBE HOW INJURY QCCURRED. (Enter nature of injury in PART ) or PART Il of item 18.}
= PERFORMED? a im| O .
L=} YES (1 NOJfZ
5 20c. TIME OF '\xHour . Menth, Day, Year
|- L8| NNJURY | aVam. bR TR S L
£|- L :
20d. INJURY OCCURRED e 20e..PLACE OF INJURY (e.g., in or zbout home, | 20f, CITY, TOWN, OR LOCATION COUNTY STATE
S = I [N, WHILE AT WORK g . farrh, factory, street, office bldg., etc.) .
- - ~ < NOT WHILE AT W RKD
21. ) attended the deceased from—wé% Mnd last 1aw hnm slive o 2 /& o
Desth occurred at. & hd m on the date stated above, and to the best of my knb@ledge, from the cavses stated.
6 27s. SIGNATURE {Degree or title} 22b. ADDRESS 22: DATE SIGNED
= S A L o a0 SV R T e R/ A
Z | - 5umiAL, cremATION, | 236, DATE "23c. NAME OF CEMETERY OR CREMATORY 23d. LOCATION (City, town, of tounty) Gratey
[ REMOVALr (Specify) C ¢
= - -
i wRiAl . A~ T&o e, Ce CJTJ?RW//
< 24. FUNERAL DIRECTOR ADDRESS 25. D RECD. BY LOC REG. 28, GIST RS SIGNATURE
z Unron B 6 1950
ob (U 10O e

(Licensed Embalmer’s Stetement on Reversa Side)
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STATEMENT BY LICENSED EMBALMER

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

or by

Student Embalmer No.____

working under my personal supervision.

Student
Signature of Student Embalmer f/if rw
’ Licensed Embalmer No. %ﬂ;
' ) ' R P. Q. Address
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).” R
If embalmed by a STUDENT, he also shall sign.in his OWN handwriting. . .
If this' bddy is not emba!med fact should be sostated above.. SCRE : AR
R R S
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B ER R A )




