WURI DIVISION OF HEALTH — STANDARD CERTIFICATE OF DEATH
F"-ED VSR mnD I'ICI%O 368 #45-4

e meeceeaa Primary Registration District No. £__Z_™_______ | Registrar's No, _ 4o ..

AENDED

DOCUMENT

BY AFFIDAVIT OF

B60-012235

STATE FILE NUMBER

1. PLACE OF DEATH 2. USUAL RESIDENCE {Where deceased lived. If institution: Residence before
a. COUNTY sY. CHST\es a. STATE b. COUNTY G Qharles edmission)
b. CHY {If ourside corparate limits, give TOWNSHIP only) Length af stay in 1k €. CITY Inside Limits
8 AvgusT
TOWN %\l ,‘\'a 1O wne. 'rowN U vsiad Yes J@ No [J
c. FULL NAME OF {H™NOT in hospital, give location)} Inside Limits d. S5TREET {If cutside, give location) Reside on Farm
HOSPITAL ADDRESS
lNSTITUTION Yes B No [ Yes [ No [X
KR (l_rAME OF DECEASED First Middle Last 4, DOAFTE Month Day Year
ype of print) : .
Charles Leslic Frice vean March 23 /940
5. SEX 6. COLOR OR RACE 7. Morried 3 Never Married [ |[8. DATE OF BIRTH | 9 AGE (last birthday) | IF UNhDER ) YEAR | IF UNDER 24 HR
. i i Mont D Hour Min.
ma\‘ (7] h I*e Widowed §g Divorced [ 3_‘ - /90, ‘5-? onths [ ays ours in

10a. USUAL OCCUPATION {Give kind of work done | 10b. KIND OF BUSINESS OR INDUSTRY| V1. BIRTHPLACE (City and state or country] | 12. CITIZEN OF W

during most o ing life, even if retired .
Genevsl Contracyar " [ConsTruelion Un Kmown

13a. FATHER'S NAME
Un¥knewn

U.S.A.

YHAT COUNTRY

13b. MOTHER'S MAIDEN NAME
Unknswn

14, NAME OF HUSBAND OR WIFE

mary Lovise Lancaster

15. WAS DECEASED EVER IN U.5. ARMED FORCES? 16, SOCIAL SECURITY NO. T17. INFORMANT

[Yes, nﬁorounknown] ](lf yes, giﬁv:r or dates of service) ?7_ 0’_48 ﬁ l mlr","r‘ here‘:l SO"M:HR A ‘{7‘,"{3 Ma'

ne,

Address

PART I,

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

DEATH WAS CAUSED BY

IMMEDIATE CAUSE (2} Wﬂ Wﬂ Z’ Y 7 A

JON

INTERVAL BETWEEN

SET AND DEATH

Z-2-60

Conditions, if any, DUE TO (b) Mfﬂmﬂ'fﬂx ¢ % W
v

which gave rise fo

{’/,u. 1459

above cause {a),
stating the under-
fying cause |ast. DUE TO (c)
z PART il. QTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH but not related to the terminal PART 1Il, If decessed was female was
'C:) disease condition given in PART 1 (a} there a pregnancy in last 90 days.
g) ] [ Yes l [0 Ne } B Unknown
E 19, WAS AUTOPSY 20s. ACCIDENT  SUICIDE HOMICIDE 20b. DESCRIBE HOW INJURY QCCURRED. (Enter mature of injury in PART | or PART il of item 18.)
b PERFORMED? [m] 0
) YES [J NO (A
=
& | 20c.TIME OF  Hour  Month, Day, Yesr
a INJURY a.m.
; ) p.m,
20d. INJURY QCCURRED 20e. PLACE OF INJURY (e.g., in or about home, | 204. CITY, TOWN, OR LOCATION COUNTY STATE
WHILE AT WORK [ farm, factory, street, office bldg., etc.}
NOT WHILE AT WORK [J
21. ) aftended the deceased from o2 - T Lo , to 3-x3- Go and last saw i alive on. 5' EERTY!
»
Death gccurred at. m? 3 A= m on the date stated above, and 1o the best of my knowledge, from the causes atated.
22a. SIGNATURE (Degree or title) 22b. ADDRESS 22c, DATE SIGNED
/r Z Su sy Bd
I oAreef ¥ . % F-2¢- b
23s. BURTAL, CREMATION, [ 23b, DATE 23c. NAME OF CEMETERY OR CREMATORY 23d. LOCATION (City, 1dwn, or county} {State)

EMOVAL (Specify}
ey d

3-25~60 |5V Trinity Lotheran (emelr

Stlevis

Hje.

24. FUNERAL DIRECTOR

TJ‘J —P“fmzn

ADDRESS 5. DATE RECD, BY LOCAL REG.
| (21 &f o O

Ave. s 77)nety 45, 1 940

!.Um?‘iwﬂr

26, REG%AE'S ZGyTuz Z . /

[Licensed Embalmer’s Statement on Reverse Side}




* ' @™ -t
. . : Y . - N
% . .
e S
oy S ¥ .
’ ©
(-}
§
-t
.,;\‘\T STATEMENT BY LICENSED EMBALMER -E Hd‘g

xa 088}

¥
mreby certify that the body whose name is recorded on the reverse side of this certificate was embalmed by

or by l Student Embatmer MNo.

working under my personal supervision. 5 ;
Student Signed% ,( £

Signature of Student Embalmer

.o . = T : Licensed Embalmer N
P. Q. Address

Note: The above MUST BE SIGNED BY THE LICENSED EMBALMER in his!OWN HANDWRITING. (Failure to com
with the above constltutes agrounds for revocation of license).

i émbalmed ‘by a STUDENT, e also shall sign in his OWN ‘handwriting.  -. = . e Ly
3 lh:s body is not embaimed, fact should be so stated above. o ~

L . 7 . Lo L - . Ty



