IRI- DIVISION OF HEALTH - STANDARD CERTIFICATE OF DEATH

FILED VS SEP 211980 278 1 irue cestrstion e neZ 8.7 wessoraare L0

NDED

-60-035729

STATE FILE NUMBER

1. PLACE OF DEATH

2. USUAL RESIDENCE (Where deceased lived.

If inatitution: Residence before

DOCUMENT

8Y AFFIDAVIT OF

12. CITIZEN OF WHAT COUNTRY

a. COUNTY Pik . STATE b. COUNTY admission}
. i ssowrd Pike
b. Cci)'tRY (If outside corparate limits, give TOWNSHIP only) Length of stay in 1b <. COITRY Inside Limits
TOWN  Toudsinmm TOWN You E Ne O
c. FULL NAME OF {If NOT in hospltal, give location} Inside Limits . STREET {If cutside, give location} Reside on Farm
HOSPITAL OR Aonkﬁo
INSTITUTION P{yg Op, Hospital Yesgd No[J rth 7 th S%. Yes O Nog]
3. (P]I_AME oF _DE:.CEASED First Middle Last 4, DOAFTE Month Day Year
ype of print
Ollie Moo Daxst oeatH Septe 17 1960
5. ﬁex 6. COLOR OR RACE 7. Married )  Never Married [} [8. DATE OF BIRTH | 9 AGE [last birthday) :UNr?ER IDYEAR :: UNDER 2';‘ HR
[ ] Widewed [J Divorced ] onths ays ours in.
e i FORSOR 20
11, BIRTH ity and state or country}

10a. USUAL OCCUPATION
during mos? of working life, even If

Give kind of work done

10b.
teticed)

H

13a. FATHER'S NAME

Samme)l Rhoadmmas

KIND OF BUSINESS OR INDUSTRY

Andrain Oo,}b

U.3.4A,

3b. MAIDEN NAME

I11l1e Iamhreth

Jees Darnt

[ ]
14. NAME OF HUSBAND OR WIFE

15, WAS DECEASED EVER IN U.5. ARMED FORCES?

{Yes, no, wknnwn) (If yes, give war or dates of service)

16. SOCIAL SECURITY NO. |17,

Hone

INFORMANT

Joe Daret louisiena ., MD

Address

PART I.

18. CAUSE OF DEATH (Enter only one cause per line for (a), (b}, and (c).
DEATH WAS CAUSED BY:

IMMEDIATE CAUSE (a)

/O

-

INTERVAL BETWEEN
ONSET AND BEATH

zaﬂfdﬁ

WAS AUTOFSY

20a. ACCIDENT
0

Conditions, if any, DUE TO (b}

which gave rise to

above cause (a),

siating the under-

lying cause last. DUE TO (<}

PART 1l. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TQO DEATH but not related 1o the terminal PART HI. If deceased waz female was
disease condition given in PART I (a) there & pregnancy in, last 90 days,

]8” [O ve | o | O Unknown

suiciD
O

GMICIDE ©
ﬁ a

20b. DESCRIBE HOW INJURY OCCURRED. (Enter nature of injury in PART | or PART 11 of item 18.)

PERF; D ‘
- TIME OF Hou

INJURY n m.

MEDICAL CERTIFICATION

Month, Day, Year ]

20d. INJURY QCCURRED
WHILE AT WORK

")
NOT WHILE AT WORK O

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

20f. CITY, TOWN, OR LOCATION

COUNTY

STATE

Aut-] /¢c7

'D—S-MJM last saw R?,:‘alivo an 55;’72 / 7 ﬁ &

21. | attended the d d from.
Desth occurred ot ? ”z} ! A m on the date stated above, and to the best of my knowledge, from the causes stated.
22a. SIGNAT £ or title) " 22b. ADDR . . 22¢. DATE SIGNED
Y. /L8 . Q./7¢c
r

239, BURIAL, CREMATION, [ 2387 DATE

REMOVAL [Spacify}

24, FUNERAL DIRECTOR

Sterne Funeral libm,lpuis:lm W,

DRESS

23c. NAME OF CEMETERY OR CREMARORY

7-/7- &

CD. BY lOCAL EEG

23d. LOCATION (City, town, or county) ™

EGISTRAR’S SIGNAT

(State)

wMiar/

(Licansad Embllmar s Statement on Roverss Side)
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’ 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 ity ,"Student. Embaimer No.
LT §
working under my personal supervision. ¥ T
Student . Signed =
Signature of Student Embalmer
.. . s . Licensed Embalmer NO.M
= MO Addrefs M
. " Y ,*‘,':' Note: The above MUST BE SIGNED BY, THE. LICENSED EMBALMER m hls OV{N HANDWRLT!NG (Failure to cc
4 with the above constitutes grounds for revocation of license). ~ ~
. Iftemb% med. by a STUDENT, he also shall sngn in his OWN handwriting. i
o e TR thls‘bod\) i’ ndt embalmed, fad‘shdﬁlcﬂbe séstated above. AN, ol I it =
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