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DIVISION

,OF HEALTH — STANDARD CERTIFICATE OF DEATH

Registration District No. _________!_.Kz_..__Primary Registration District No. /_Qa;-!f___ﬂenilffar'l Ne., .. X _

60~030412

STATE FILE NUMBER

1. PLACE OF DE
a. COUNTY

2. USUAL RESIDENCE (Where deceased

a. STATE %_, b. COUNTY

%f institytipn:
€ CITY

Residence before

admissicn)

b. CéTY [1§/pitsigie corporate limiss, give TOWNSHIP only)
R
oG PRS2 XA

Length of stay ;ia b

Inside Limits

YnXNo m]

. FULL NAME OF
HOSPITAL OR
INSTITUTIO

O7 in hospital, give loc¥€n}
”

Inside Limits

YGIK No [

e

d. STREET * (I cutside, give Yegation}

Reside on Farm

Yes (] Nn,@’

ADDRESS/%“/Q,@.M

3. NAME OF DECEASED
(Type or print)

o

First

ce7 5  ASVOERSowS

Middle

Month

5"/6/

DATE
OF
DEATH

Lasy 4,

Year

Co

IF UNDER } YEAR

IF UNDER 24 HR

5. SEX 6. COLOR RAGE 7. Married [J  Never Marrisd 8. DATE OF BIRTH | 9- AGE [|as? birthday)
Wﬁ CZ W%f % Widowed [J Biverced ,¢./f7‘f' LL Months | Days | Hours | Min.
12. CITIZEN OF WHAT COUNTRY

10a. USUAL PATION (Give kind of werk done
during {] %orking life, even if ratired)

10b. KIND OF BUSINESS OR INDUSTRY
————ry

y‘ﬂTHPLACE {City and state or country}

13a. FATHER'S NAME

13b. MOTHER'S MAIDEN NAMF

hd 14. NAME OF HUSBAND OR WIFE
—

(Yes, no, or, unknow

15, WAS DECEASED EVER IN U.S. ARMED FORCES?
{If yes, give war or dates of service)

16. SOCIAL SECURITY NO.

Address

%e

Dk Gounly e

LT 2%

18. CAUSE OF DEATH (Enter only one cause per line for (B), ang {c). / INTERVAL BETWEEN

PART |. DEATH WAS CAUSED BY: / ONSET AND DEATH
IMMEDIATE CAUSE (a} / Pf’/ [ ;C € r~ 2 T /_S ‘,M )

Conditions, if any, DUE TO (b) a, ~ -#"e-f‘ } @ }‘ [l /-e/ Pl ~ .1 / by w24, 7 C
which gave rise to
sbove cause (a),
staling the under-
lying cause last. DUE TO (¢}

INJURY QCCURRED
WHILE AT WORK [}
NOT WHILE AT WORK [J

20d.

20e. PLACE OF INJURY (e.g., in ar about home,
farm, factory, street, office bidg., efc.)

PART I, OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TQ DEATH but not related to the terminal PART I, 1§ deceased was female wa
disesse condition given in PART | {a} there a pregnancy in last 90 days.
l O Yes ] O No 1 Unknown
19. WAS AUTOPSY 20a. ACCIDENT  SUICIDE  HOMICIDE 20b, DESCRIBE HOW INJURY QCCURRED, (Enter nature of snjury in PART | or PART I of item 18.)
PERFORMED? a a W]
YES [0 NO[J
20c. TIME OF Haur Manth, Day, Yea_;
INJURY a.m. .
p.m.
204, CITY, TOWN, OR LOCATION COUNTY STATE

“21. | attended the deceased lrom#‘__z;_é_L t

Death occurred at.

L

knowledge, from the ca

nd last saw le alive OHM_L

W m on the date stated above, and to the best of my

wses stated.

egren or title}

,czu,%u L A

22b. ADDRESS

22c. DATE SIGNED

'“(2?.5(&1/{.6:%

& r6-6 a

13735, DATE

515 /‘?60

V)
“Qe

% City, iﬂ , or counz:,‘;! (Stare)

-

8 AL DIRECTOR

F

MM%

ADDRESS

25 DATE RECD. BY LOCAL REG.

L=/

26, REGISTRAR'S SIGNA RE

o

(Licensed Embalmer's Statement on Reverse Side)
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STATEMENT. BY LICENSED EMBALMER

| hereby ceriify 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.

4/4%
Student Signe
Signature of Student Embalmer
. 2 . " Llicensed Embalmer No._ ¥ 7.2 7 | %fj—';{
. P.O. Address M W?D -

Note: The above MUST_ BE SIGNED BY THE i.ICENSED EMBALMER in his OWN- HANQWRITING. (Fallure to con
p—— wnh the .above.constitutes grouhds. for revocaf'ron of Iu:ense} - . TR

" 1 LI [ SISV ¥ '.
If embalmed by a STUDENT, he also shall sign in his’ OWN handwrmng o N
If this body is not embalmed, fact-should.be so stated.above.
. . . » Tos e . P .




