-
.m - THE DIVISION OF HEALTH OF P:SEOURl b 6();-{)4.1 3_90
& W-ltn- D VS BEC 1 1930 STANDARD CERTIFICATE OF DEATH STATE FILE NUMBER

S Publi
ilth Service Reglistration District No. _...... 74‘1 ______________ Primary Registration Dlslrlct No. &’:.13& e Registrar’s No.____#,,__# _________
1. PLACE OF DEA . 2. USUAL REJDENCE {Whare deceased lived. Ifin n: Residence befm-g
£, 5. 300 a. COUNTY 1, a. STATE {[[MAO000UNA b. COUNTY w; sion}
wv. 1-57 b. CE)TRY {If suiside corparate limits, give TOWNSHIP only) Inside Limits c. 2 13 2 Inside Limits
0 R Rattsbung YesTL] No [ R P&o}t)to«bwtq ¢ vedlo] No [
'Q * <. FgLI!.’-I NA&'!%OF (If NOT in hospital, give location) | Length of stay in 1b d. 5TR R SS (If outside, give location) Reside on Farm
HOSPITA R ADDRE
‘fO INSTITUTION 50[0 m(]/{bf,e S4. Qll‘mﬁm 50[0 mﬂl’ﬂa{fe SA. Yes [J No [T
. k) NTAME OF DE;:EASED First Middle Last 4. DATE Month Day Yoar
I {Type or print . . . B QF
; hinmie Eizabeth  Duimn peatn Tow, 2b, 1960
' 5. SEX 6. COLOR OR RACE| 7. 8. DATE OF BIRTH 9. AGE (I FUNBER 1 YEAR| IF UNDER 24 KRS.
. MARRIED] JHEVER MARRIED] | (0 8 8 oE £"81§;; Hemte ] Boys Toare T
| Jemale | Uhite | meoweo[d  owvorceo]| 11/b/187
: 100, USUAL OCCUPATION (Give kind of work done | 10b. KIND OF BUSINESS OR 11. BIRTHPLACE (City and state or country) 12. CITIZEN OF WHAT COUNTRY?
durl -l of werking li ven if retired) IND . . .
SeAE Aannn Gouen, Mosound ¢ lu.8, G,
13a. FATHER'S NAME 13b. MOTHER'S MAIDEN NAME 14. NAME OF HUSBAND QR WIFE
Sohn f. Smith Belle veakley Robert Duinn
15. WAS DECEASED EVER IN U, §, ARMED FORCES? 16, SOCIAL SECURITY NO.| 17. INFORMANT Address
{ . ar unk )| (1 yus, give w 4 f i
Hgp o ke (6 yen e wor o dares ol i) | Mg D . Q.ameo Canten, P&ozbto&um, no.
18. CAUSE OF DEATH (Enter only ona cause per line for {a}, (R}, and {c).} INTERVYAL BEAWEEN
PART |. DEATH WAS CAUSED BY: ONSET AN

IMMEDIATE CAUSE (a)

Conditlons, if any, DUE TO (b)

which gave rise to

bo v 3
aring e under . o LA 2

USE ONLY BLACK INK OR RIBBON TYPEWRITE IF POSSIBLE

)
21. | attended the deceased from gl;% /= ég J o _/M‘i:@md last saw P alive on z L/ "2 {é — % <)
Death occurred at : m on the date stated above; ond 10 the best of my knowledge, from the causes stated.

2%¢. DATE SIGNED

22a. SIGHATURE ee or title}

22b. A
e w0 1P
23a. BURIAL, CREMATION, . DATE . NAME OF CEMETERY OR CREMAT’DRY 23d. LOCATIO 1y, town, or county) {5tata}

HRET™ | 11/28/1960{ /Creen Sawn Cenetenn Lat ng, Bdssound

4. FUNERAL DIRECTOR ADDRESS‘ 25. DATE RECD. BY LOCAL REG. | 26. REGISTRAR'S SIGNATURE

nenad Home, Inc, Plattobung,ijo.//- 38 /9l o 97/ /f%

(e 4 Embalmar's § on Reverse Side}

-—

Doctor, coroner, etc. must use only standard nomanclature in item 18. No symptoms will be listed.

A PRy TR VTR AR AN ARETARAAT Nersd ML 10 U e AT TR YRGS AF BT G T TYRIINGE L st

g lylng causze last. DUE TGO (c)

. - PART II. OTHER SJGN]RICANT COanTlo(s CONTRIBUTING TO DEATH but not reloted to tha terminal disscss condition glven in PART I (a) 19. WAS AUTCPSY
¥ 3 PERFORMED?
= & ; R YES[] NO
- 2| 200. ACCIDENT SUICIDE HOMICIDE 20b. DESCRIBE HOW INJURY OCCURRED. (Enter nature of injury in PART { or PART I} of item 18.}
= Al
g o & 3] (]

8 S 2. TIME OF  Hour Wenth, Dey, Yeer
5 ] NJURY  am.
§ k3 p.m.

E 20d. INJURY OCCURRED 20e. PLACE OF INJURY {e.g., inor obout home,| 20f. CITY, TOWN, OR LOCATION COUNTY STATE
= WHILE ATD NOT WHILE O farm, factory, street, office bldg., etc.)

3 WORK AT WORK (7 4 7 . . L

14
L)

H
8
-

3
<

L%




STATEMENT BY LICENSED EMBALMER

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

DY M, OF DY .ottt iii vt re e s s as s saratm s b s anr e sn e s e tanaanrane .» Student Embalmer No. ...................

working under my perscnal supervision.

Signature of Student Embalmer %?75/__

. (Failure

Note: The above MUST BE SIGNED BY THE LICENSED EMBALMER in his OWN HANDWRIT

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




