URIH?EVISION OF HEALTH — STANDARD CERTIFICATE OF DEATH

=60-018306

d M_AY 2 3 196% ) 6/ 8 STATE FILE NUMBER
ENDED Registration District No, __ &=~ __________ Primary Registration District No. 2L &/ n 2 €4 Registrar's No. _ 2. __ "/ ________
1. PLACE OF DEATH 2, USUAL RESIDENCE (Where decessed lived. If institution: Residence bafore
8. COUNTY a. STATE b, COUNTY admission)
2 e £
b. Col'l;( (If outside corporate limits, give TOW)| P anly) Length of stay in 1b [ CI'I;( - Inside Limits
Ql

TOWN ?:';Z (L et P B TOWN M Y YuXNoD

<. FULL N. QF (If NOT in hospital, give location} Inside Limits d. STREET {If cutside, give location) Raside on Farm

HOSPITAL OR ADDRESS

INSTITUTION Yer Bf No ) Yer O NoBK—

3. NAME OF DECEASED First Middle Last 4, DATE Month Day Yeor
{Type or print} I, ~ OF
— LA prpi e Zlea s | O e
5. SEX 6. COLOR OR-RACE 7. Marrie, X" Never Married [ 8. DATE OF BIRTH | . AGE (last birthdaysa7IF UNhﬂi IDVEAR IF UNDER 24 HR
‘ Widowed 3 Diverced [] Meonths I 0 HovnT Min.
Z_Zﬂu‘g__ M/{ y AR ¢ Z | 2
10a. USUAL UPATION (Give kind of work done | 10b. KIND OF BUSINESS OR INDUSTRY BIRTHPLACEACity and state or country) | 12, CITIZEN OF WHAT COUNTRY
during most of working life, even,if retired)
Rlncngs Dol Pe 4 B 23 Zwa | 2:S A,
134, FATHER'S NAME 13b. MOTHER'S MAIDEN NAME 14. N OF HUSBAND QR WIFE
]
M—_ L peter 7€
157 WAS DECEASED EVER IN U.S. ARMED FORCES? 6. SOCIAL SECURITY NO. NT Address
{Yes, no, or unknown} | {If yes, give war or dates of service) ;

2 2 > P AP/ 22 0REZ | Pbeg Y Zeloaid s o T
= 18. CAUSE OF DEATH {Enter only one cause per line for (a), (b}, and (c}. INTERVAL BETWEEN
E PART t. DEATH WAS CAUSED BY: ('!rSET AN%DEATH
3 wmeDiATE cause ) _MEDULLARY PARALYSIS DA
(]

Q
o Conditions, If any,)  DUE 10 » THROMBOTIC ENCEPHALOMALACIA WITH o WKS.
which gave rise to E
shove c':un d(:], CER BRAL HEMORRHAGE YRS
stating the under-
lying cause last. DUE TO (<) A RTER l OSC LER OS ‘ s 3 L
z PART 1l. OTHER SIGNIFICANT CONDJJ-ES CONTRIBUTING TO DEATH but not related to the terminal PART 1il. H decessad war female was
g disease condition given in PART | (a} there a pregnancy in last 90 days.
;; , O Yes I 0 No [ [J Unknown
:L- 9. WAS AUTOPSY 20a. ACCIDENY SUICIDE  HOMICIDE 20b. DESCRIBE MOW INJURY QCCURRED, [Enter nature of injury in PART | or PART Il of item 18.)
& PERFORMED 0 g [}
[ YES [ NO
-
Z1720c. TIME OF  Hour  Month, Day, Year
& INJURY a.m.
g p.m.
20d. INJURY OCCURRED 20e. PLACE OF INJURY (e.g., in or about home, | 20f. CITY, TOWN, OR LOCATION COUNTY STATE
WHILE AT WORK [ farm, foctory, street, office bldg., exc.}
NOT WHILE AT WORK ] .
O . .
h MAY, IG FYbu
21. 1 attended the decezsed ﬁom__MA_Yi__lZ,_lﬁ.EL !O_M.‘_J_I_.gnd last saw h::.' alive on ? L v
Death occurred st on the date stated sbove, and to the best of my knowledge, from the causes stated.
e 22b. ADDRESS CAT
o 22a. SIGNATURE WARSA Tg éb %8
= 7 A :
2 23a. BURLAL, CRE 23b. DATE 23¢. N, OF CEMETERY OR CREMATORY . LOCATION [CinY; town, or county} {State)
[=} REMOVAL (Spegify) .
- ZE!!E&!E z.’/f'/d
< § T4, FRERAL DIRECTOR ADDRESS CD. 8Y LOCAL REG. | 26.CREGISTRAR'S s:ijas
>
@ MN 7 wmuj 7?742&/}‘?0 /P b2 AN, _ az/fW
o/

(Licensed Embalmer’s Snn;;n on Reverse Side)

- e




-
» . i 4 %
. !

. - ) " STATEMENT 8Y LICENSED EMBALMER

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

or by Student Embalmer No.

working under my personal supervision.
Student Signed Og /‘%/ B/:j

Signature of Student Embalmer

.
] .

. . N
t * 3 . ' . .
¢ : ! - Licensed Embalmer No.___~ — _~ ¥= M /‘\/
" :  P.O. Address _WO(

. [

’

Note: The above MUST BE SIGNED BY THE LICENSED EMBALMER in his OWN HANDWRITING. (Failure to com,

with the above constitutes grounds for revocation of license). ) .
If embalmed by a STUDENT, he also shall sign in his OWN handwriting.
{f this body is not embalmed, fact should be so stated above.

o




