IRI DIVISION‘ OF HEALTH — STANDARD CERTIFICATE OF DEATH /7/ & WOiOOGO
'FILED Véﬂu rarlon f§:f1h§)89______443_____.Prlmury Registration District No. _-_3_9_--_ __Reglsrrur s No. ____-l_gf____ STATE FILE NUMBERl

{DED
1. PLACE OF DEATH 2. USUAL RESIDENCE (Where decessad lived. If institution: Residence before
s. COUNTY "B / a. STATE ) + b COUNTY ( . sdmission)
Byt [er 115504 1 ples
b. CITY {If outside corporate limits, give TOWNSHIP only) Length of stay in 1b c. CIIY rd Fd tnside Limits
TOWN ‘l 5 WN h{
/”2 5/” Z 4’66& TO wpﬂi o] N W
<. L%QPTT‘:TEO {1f NOT in hospital, give location) inside Limits d. SIEEE!EETSS (If cumde, give location) Reside on Farm
R Al
INST"UT'ON:DOCéM; f”/ Yes L No [] (5, N, Dg/ Yes O Noﬁ-
3. ('}!AME OF DE)CEASED First Middle -Last 4, DATE Month Day Year
ype or print, .
DEATH
Coalle Donna Deckere feb 24 . [Péo
5. SEX 6. COLOR OR RACE 7. Morried i Never Married (J [8. DATE OF BIRTH | 9 AGE (last b"'hdﬁvl IF U'\LDER | YE JF_UNDER 24 HR
. Widowed Divorced [J Months | Days Hours. l Min
fFemple [LJhite J’m_é'_/cf_zz
10a. USUAL OCCUPATION (Give kind of work done | 10b. KIND OF BUSINESS QR INDUSTRY| 11. BIRTHPLACE (City and state or country) | 12. CITIZEN OF WHAT COUNTRY

during most of working |ife, even if retired) 4
___Haogser o e, B A
13a. FATHER'S NAME 13b. MOTHER'S MAIDEN NAME 4. NAME OF HUSBAND OR WIFE

Uouis T. Wﬁ/kex.’ elissa  Pryne

15. WAS DECEASED EVER IN U.5. ARMED FORCES? 18, SOCIAL SECURITY NOQ. |17, FORMANT Address

{Yes, Wor unkrown} ,(If vel, ﬂ::ur or dates of service) o”& ”ze / ;Mﬂ” Mﬁ / de” ﬁ;‘ So”’;

— 18. CAUSE OF DEATH (Enter only one causs per line for {a), (b), am INTERVAL BETWEEN
4 PART ). DEATH WAS CAUSED BY; ONSET AND DEATH
'Y ] j/
z IMMEDIATE CAUSE (a) MEA/M./ @/upﬂ.}u.\ (UX_ &M/M/ﬁtz i‘l—
O
g (OQ)LJUVUL J{Q WL 2
=) Conditions, if any,]  DUE TO (b) AAL O M e — 0
which gave rise 1o
above c':usend(a). . b / 2
stating the under- -
1 Iyinggcnum last. DUE TO (¢} & 6 AQ
F4 PART 1l. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING@ DEATH but not related fo-the tarminal PART 11l. If deceased was female was
.9_ disease condition given in PART I {a) there s pregnancy in last 90 days.
' § O Yes | O No l O Unknown
E 19, WAS AUTOPSY 20a. ACCIDENT SUICIDE HOMICIDE 20b. DESCRIBE HOW INJURY OCCURRED. (Enter nature of injury in PART | or PART Il of item 18.)
& PERFORMED? [} (m} a
o YES[OJ NOO
S 20c. TIME OF Hour Month, Day, Year
INJURY  a.m,
g [ XN
20d. INJURY QCCURRED 20s. PLACE OF INJURY (e.g., in or about home, | 20f. CITY, TOWN, OR LOCATION COUNTY STATE
WHILE AT WORK [J farm, factory, strest, office bidg., etc.)
NOT WHILE AT WORK [ I ! \ ’
21. | attended the deceased fro%, to. 2 [2 (0 /" (d O and last saw wlwe o (’ / / ?& 0
Depth occurred a' 0 ] : m o‘n the d,le stated above, and to the best of my knowltdge, frorn/the causes stated.
8 272 agree or fifle) 22h DRESS 22c. QATE, SIGNED
= ) b D CR0a/ ™o |3 )60
g ’%ﬁﬁsm_rfﬁw\ 23h. DATE 1 23c. NAME OF CEMETERY OR CREMATORY T 23d. LOCATION . fown, or county) (swel
! *
£ , / tery :Do;w /2l/ssoqes
< 24. FUNERAL DIRECTOR ADDRESS 25. nm ECD. /LQCAL REG. RSAIGN
> *
@ L, /4 A

{Licen: Embalmer‘s Statement on Reverse Side)



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 Sig M

Signature of Student Embalmer

]

Licensed Em er No. (=4

P. O. Address

4 e
Nofe: The above MUST BE SIGNED BY THE LICENSED EMBALMER in his OWN HANDWRITING. (Failure to cor
with the above constitutes grounds for revocation of license).
If embalmed by a STUDENT, he also shall sign in his OWN handwriting.
If this body ls‘not embalmed, fact should be so stated above.




