JRI DIVISION OF HEALTH — STANDARD CERTIFICATE OF DEATH
FILED VS AUG 2 91

—
Registration District %Qg_____z_-z_-;:--frimary Registration District Ne. % II[é Registrar's No. 3 I7

~60-033638

STATE FILE NUMBER

NDED
1. PLACE OF DEATH 2. USUAL RESIDENCE (Where deceased lived. If institution: Residance before
a. COUNTY h/ a. STATE b. COUNTY mission)
EBSTER Mo WEBSTER
b. CCI>TY (If outside corporate limits, glve.'fOWNSHIP only} Length of stay in 1b <. CITY tnaide Limits
R
TOWN TOWN A { N
MBRSHFIEAD 2 VRS on MH»?SHF/L:AD o @-o O
c. FULL NAME OF {If NOT in hospital, give location) ¥ Insida Limits d. STREET (If cutsicds, give location) Reside on Farm
HOSPITAL OR ADDRESS
INSTITUTICN Yes Na [ Yes [J No w
3. (I;!AME OF DECEASED First Middla . Last 4. DATE Menth Day Yeor
ype or print -
T eianBETN _EAMA_ SMIAEY Ausg éo
5. SEX 6. COLOR,OR RACE 7. Married [1 Never Morried [ |B. DATE OF BIRTH | 9 AGE (last birthdaf | IF UNDER 1 YEAR _IF UNDER 24 HR
F.EMHA E Vﬂ , TE Widowed = Divorced ] ""ﬂ"' ,gf‘; 0 7 Months | Days Hours Min.
""10a. USUAL OCCUPATION (Give kind of work done | 10b. KIND OF BUSINESS OR INDUSTRY[ 11. BIRTHPLACE (City and state or country) | 12. CITIZEN OF WHAT COUNTRY
during moyt of workipg Hfi if retired) * .
HOUWIEW S FE MISsowu R/
s, FATHER'S NAME 13k, MOTHER'S MAIDEN NAME 14. NAME OF HUSBANLD OR WIFE
[}
Yl1anERY JEAV/dsﬂ N EABRBETH DES PAIN
15. WAS DECEASED EVER IN LLS, Al D FORCES? |AL SECURITY NO 17. INFORMANT Address .
{Yes, no, of unknown)j {If yes, give wer or dates of service} .
N phbaiaiilhdy — YATES HE/EAL
- 18] CAUSE OF DEATH (Enter only one cause per line for (a), {b), and {c). INTERVAL BETWEEN
uZJ PART 1. DEATH WAS CAUSED B QONSET AND DEATH
g IMMEDIATE CAUSE {a} f?/l/ﬁ g o)A
o
b ~
a Conditions, if eny,] DUETO () W EREBRAL THRom Bes (S
which gave rise 1o
shove cause (a),
stating the under-
lying cause last. DUE TO {g)
z PART Il. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH but not refated 1o the terminal PART 111, If  decessed was female was
g disease condition given in PART | () there & pregnancy in last 90 days.
< a——
2 FRACTORE RiGuT  H(P 0 ver | 5o | 0 unkoown
= 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? a a =}
o YES [ NO
Z | 20c. TIME OF  Houl  Month, Day, Year |
& INJURY arm.
g p.m.
20d. INJURY OCCURRED 20e. PLACE OF INJURY {e.g., in or about home, | 20§, CITY, TOWN, OR LOCATION COUNTY STATE
WHILE AT WORK [J farm, factory, street, office bidg., efc.}
NOT WHILE AT WORK [
21. | attended the deceased f?\g._/u 24 tnj. /‘f - (‘ [+] and last saw E?r; alive on. '}—’/ D ‘ [=)
Death occurred at AM ,A m on the date stated above, and to the best of my knowledge, from the couses stated.
ol 272 SPONATURE {Degree or title) 22b. ADDRESS 27c. DATE SIGNED
= ﬁ( 6Mw Y M.D . ﬂ"AR\‘HF/E‘-P 2 - { 0, 2"/\7-"60
2 73 aumAL cﬁémrlon 73b. DATE 23< “NAME OF CEMETERY OR CREJAATORY 73d. LOCATION (Ciry, town, or county) (State}
| BT 5l £ M) M
£ F-I-ts6s | MBKISHF/IELD RS L1 EAD =
< | 24 FUNERAL DIRECTOR - ADDRESS 25, DATE R£CD BY LOCAL REG. [ 'S SIGNATURE
N o2
o wBR 4 D

(Licensed Embalmer‘s Statement on Reverse Side}
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STATEMENT B8Y LICENSED EMBALMER
| hereby certify that the body whose name is recorded on the reverse side of this certificate was embalmed by
or by - StGédent Embalmer No.

working under my personal supervision.

Student Signed
Signature of Student Embalmer

) Licensed Embalmer NO.M
SRS ]
A poO. Addresm

|
‘Note: The-above MUST BE SIGNED BY THE LICENSED EMBALMER in his OWN HANDWRITING. (Failure to <o
with the above constitutes grounds for revqcafion of license). ‘ |

-~ R A

« :If embalmediby»atSTUDENT, he also shal] sign in hisOWN handwriting. i ™ ot Sy
" if this b‘édy'i.:: ﬁe‘mbalmed:"fac} shobld‘béq'so‘ stated ‘abave. TR L L4 -'\‘3‘ how X (
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