HEALTH — §
XC-17 753 650

Rngimaﬁon Distriet No. ____

NDARD

ICATE OF DEATH

st s34y ... Soeo=b45014349—

1.8,____}‘nmnry Registration District No. _....

AMENDED
=r~ Np0 A 10T
'meg'ofper‘{"" " LEA 2. USUAL RESIDENCE (Where decsased lived. If inatitution: Residence before
a. COUNTY a. STATE bh. COUNTY admission
INDIANA Vanderburgh *"**"
b. CI?’ {If outside corporate limits, give TOWNSHIP only) Length of-stayin 1b <. C|TY Inside Limits
TOWN 915 N.Grand,St.louis,Mo. TowN EVANSVILLE Ys @ No D)
. FULL NAME OF {If NOT in hospital, give location) Inside Limits d. STREET {if cutside, give location) Reside on Farm
HOSPITAL OR ADDRESS
iNsTHUTION  VET, ADM. HOSPTITAL Y [f] No O 2132 W. FRANKLIN ST. Yes O No [§
3. (P‘I_AME OF _DE)CEASED First Middle Last 4, DOAI;'E Month Day Year
ypa ar print
JOSEPH ORTH DEATH April 2, 1961
5. SEX 6. COLOR OR RACE 7. Morried &l Never Married (] |8. DATE OF BIRTH | ¥+ AGE (lest birthday) IF UNhDER ‘D“EAR IF UNDER 24 HR
Widowed Divorced Months ays Hours Min.
MALE WHITE tdowed O O} 8/23/93 61
’ 10a. USUAL OCCUPATION {Give kind of work done | 10b. KIND OF BUSINESS OR INDUSIRY} 11. BIRTHPLACE (City and state or country) | 12. CITIZEN OF WHAT COUNTRY
during st pf working life, even if retired)
Hetir EVANSVILLE, INDIANA USA
13a. FATHER'S NAME 13h. MOTHER'S MAIDEN NAME T4, NAME OF HUSBAND OR WIFE
PETER ORTH J(BEPHINE DENNHARDT VIOLET ORTH
r 15. WAS DECEASED EVER IN U.S. ARMED FORCES? S s = T T, INFORMANT Evanme’ Indiana
{Ye r unknown) | (If ves, gj or dates of service) N
Yhe’ |7 S Violet Orth,(Wife),2732 W.Franklin St,,
[ 18. CAUSE OF DEATH (Enter only one cause per ling for {a), {b), and {c). INTERVAL BETWEEN
uZJ PART |I. DEATH WAS CAUSED BY OMNSET AND DEATH
ipu g immeoiATe cause () _ SRONCHOPNEUMONIA
W
2 Q
& Q Conditions, if any, DUE TO (b} PUIMONARY FIBR(B]B
'u-: wbl::i:h gave rise( !)D
= above couse (a}, - -
= stating the under-
lying cause last. DUE TO (c) _ 6 R \3 y\
z PART 1l. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH bwt not related to the terminal PART 11, If decessed was female was
f_:) diseass condition given in PART | (o) there & pregnancy in last 90 days.
<
. ¥ N Unk
g PONTINE HEMORRHAGE (POSTQPERATIVE) [DYes | ONo | O Unknown
= 19. WAS AUTOPSY 20a. ACCIDENT ~ SUICIDE  HOMCIDE 20b. DESCRIBE HOW [NJURY OCCURRED. (Enter nature of injury in PART I or PART It of item 18.)
& PERFQRMED? 0O m] o
¥) ves (¥ No D
I | "20c. TME OF  Hour  Month, Day, Year
a INJURY a.m.
; 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 (1] farm, factory, street, office bidg., erc.) .
HNOT WHILE AT WORK O
o Tra
E 21. tended the deceaszed from__mﬁl___, to. h"2"61 and last t!“*un alive on Ll-2-61
o 7 h: 55 o1} m on the date stated above, and to the best of my knowledge, from the cauyses stated,
—
2 w ' {Degree or fitle) 220, ADDRESS 22c. DATE SIGNED
2 o /A L/3/61
® s] . /ﬂ.m dfere~—4.D, VAH, ST, LOUIS, Mo,
= P qR AL, OF 7 1 23¢. NAME OF CEMETERY OR CREMATORY 23d. LOCATION (City, town, or county) (State)
o] =] .
z £ h=3-61 Evansville,Ind,
= < | T34 FUNERAL DIRECTOR ADDRESS 25. DAYAE‘gsﬁo. %Y Loc?gg;i. 28, REGISTRAR'S SIGMATUR // p
ui - . -
= ot Pierre Funeral Home, Evansville Ind.
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Z STATEMENT. BY LiCENSED EMBALMER
| hereby cerfify that the body whose name is recorded on the reverse side of this certificate was embalmed by me,
or by Student Embalmer No. ‘

working under my personal supervision. ‘ Om /&/
Signed: / % /4{‘% A~
7 /s

Student i
Signatyre of Student Embalmer /
licensed Embalmer No.__~2 é”/ ?‘-70
- - - R P. O. Address kﬂ /;;

/

Nofe: The above MUST BE SIGNED BY THE LICENSED EMBALMER in his OWN HANDWRITING. (Failure to comply

with the abqve constitutes grounds,_for revocation of license). .
If embalmed by a STUDENT, he aiso shall sign in his OWN handwrmng ‘ -
If this body is not embalmed, fact should be so stated above.
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